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I am very proud to be a Life Fellow of 
The American Psychiatric Association, and 
I cannot convey to you the appreciation I 
have for you for bestowing the great honor 
of serving you as Secretary for four years, as 
President-Elect, and for honoring me last 
May with the highest office in the Association. 
I am truly grateful and humble. The six 
years that I have served as one of your 
officers have at times been somewhat arduous, 
but mostly the duty has been pleasant and 
gratifying. No one who has served as an 
officer or councilor can help observe the un- 
selfishness and devotion of the officers, 
council and executive committee of your As- 
sociation, I cannot fail to mention the dedi- 
cated service rendered by Dr. Daniel Blain, 
your Medical Director, Mr. Austin Davies, 
your Executive Assistant, and Mr. Robert L. 
Robinson, your Public Information Officer, 
as well as their office staff. 

One thing which distresses me at this 
meeting is that Dr. William Terhune was not 
here earlier to announce to you the successful 
accomplishment of the building fund drive. 
I want to thank Bill Terhune and his hard- 
working committee and each of you who 
contributed, to this good cause. Especial men- 
tion and thanks is made to Mr. Robinson and 
his office staff.. 

During the past year there have been many 
changes in the Central Inspection Board. Dr. 
Ralph Chambers, Chief Inspector of the 
Central Inspection Board since its organiza- 
tion, resigned, as of September 1, after seven 
years of loyal and intensive work. Dr. Bush, 
formerly Director of the Architectural Study 
Project was appointed Chief Inspector as of 
March 1, 1956, and Dr. D. C. Gaede, Rear 
Admiral, retired, U. S. Navy, was appointed 
Inspector in February 1956. Dr. McDaniel 
who has been with the Central Inspection 
Board for three years has also been a loyal 
member of the staff. Sixteen hospitals have 
been inspected during the past year—eleven 
in Pennsylvania, one in Nevada, two in 
Maine, one in Canada, and one Veterans Ad- 
ministration hospital. The Central Inspection 


Board is now working out a schedule for 
the inspection of private mental hospitals 
over fifty of whom have requested the serv- 
ice to date. 

Dr. Lucy Ozarin has been appointed Di- 
rector of the Architectural Study Project. 

We have been very gratified with the suc- 
cessful growth of the district branches in the 
Assembly during the past year. Their efforts 
have been largely in improving the organiza- 
tional structure and procedures of the As- 
sembly and in expanding the geographical 
areas covered by the district branches and 
stimulating the organization of new branches. 
It is hoped that before long the whole geo- 
graphical area of the Association will be 
covered by district branches, 

Dr. Malamud, in his report as Secretary, 
has previously reviewed the important trans- 
actions of the council and the executive com- 
mittee for the year. There are several ac- 
complishments which I would like especially 
to call to your attention. 

The council has directed the Committee 
on Private Practice to investigate the matter 
of psychiatrists’ fees charged physicians and 
their dependents. The Committee on Legal 
Aspects of Psychiatry is now studying a 
matter very important to us which is the legal 
vulnerability of psychiatric medical records. 
There are, I believe, seventeen states in the 
Union that do not recognize privileged com- 
munications between physician and patient. 
The fact that psychiatric medical records are 
not privileged may be a surprise to many of 
you. The Committee on Increasing Responsi- 
bilities is studying the question of creating 
a standing committee on civilian defense, 
community mental health, mental deficiency, 
and social psychiatry. The executive com- 
mittee has already created a standing com- 
mittee on aging and an ad hoc committee 
on mental retardation which will be in liaison 
with the American Association on Mental 
Deficiency, hoping that with this liaison we 
can work as a better team in this closely re- 
lated field. The Commission on Long-Term 
Policies of the Association has directed that 
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a complete study of committee structure be 
undertaken. The question of expanding 
APA service to its members and others has 
been under study, and the Medical Director 
has been authorized to investigate the 
methods and expenses that would be in- 
volved in publishing a Spanish edition of 
the Newsletter. This would be with the idea 
of extending better coverage to our Latin 
American members. The Committee on Re- 
lations with Psychology has done a prodi- 
gious amount of work with a similar 
committee from the American Psychological 
Association and have been more or less suc- 
cessful in their efforts to have a better under- 
standing with the American Psychological 
Association and to defeat bad laws concern- 
ing the licensure and practice of psychiatry 
by clinical psychologists. 

For the first time in the history of the As- 
sociation, we will have a formal ceremony 
for the induction of Fellows. This meeting 
will be in the Terrace Casino of the Morrison 
Hotel at 8:30 this evening. This ceremony 
should have been so dignified long ago, and 
we hope that the one tonight will be a success 
and will be well attended by the whole mem- 
bership— I urge you to come. 

Divisional meetings of the Association 
have been authorized and scheduled. There 
was one last Fall in San Francisco, and one is 
scheduled in Montreal in November of this 
year. There will be another in Los Angeles 
in the Fall of 1957. The 1958 Annual Meet- 
ing will be held in San Francisco, with the 
possibility of holding a one- or two-day 
meeting in Honolulu subsequent to the meet- 
ing. Philadelphia will be the the site for the 
1959 Annual Meeting. The Executive Com- 
mittee has authorized the Medical Director 
to hire an assistant. Funds have been pro- 
vided by a foundation. 

Because of the long and faithful services of 
the editor of our JOURNAL, council has author- 
ized testimonial edition of the AMERICAN 
JourNaL or Psycutatry to Dr. Clarence B. 
Farrar sometime next year. This is a well 
deserved recognition. A committee has been 

appointed to develop a new biographical di- 
rectory to be published in 1960. Next year 
you will vote for a constitutional amendment 
on the recommendation of the Commission 
on Long Term Policies regarding the estab- 
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lishment of two Vice-Presidents of the As- 
sociation. 

One of the big accomplishments of the 
year has been the creation of a Joint Com- 
mittee on Mental Illness and Health, headed 
by one of our able ex-Presidents, Kenneth 
Appel. This committee will study psychiatric 
needs of the whole country and will submit 
at a later date a report similar to the Flexner 
report of 1913 which revolutionized the 
teaching of medicine in America. This joint 
committee is made up of members of The 
American Psychiatric Association, the 
American Medical Association, the Ameri- 
can Psychological Association, and about 
fifteen other organizations in the country 
interested in mental health. During this year 
the bill sponsored by the Surgeon General of 
the Public Health Service was passed by 
Congress which will make grants for the 
carrying out of a program of research into 
and study of our resources, methods, and 
practices for diagnosing, treating, caring for, 
and rehabilitating the mentally ill, This bill 
was proposed during Dr. Noyes’ presidency. 
Large sums of money have already been au- 
thorized to make this study, and the joint 
committee is already at work, 

A contract has been executed between a 
large television producer and The American 
Psychiatric Association to produce a weekly 
film on mental illness which will be censored 
by our Association and nationally telecast. 
This will produce considerable income to the 
Association if and when a sponsor is secured. 
A nationally televised program on mental 
illness was recently exhibited with the spon- 
sorship of The American Psychiatric As- 
sociation, which was well received. 

The Psychiatric Research Fund has been 
created to raise money for this purpose and 
will be directed by Dave Garroway of tele- 
vision fame, and a board of directors. Two 
of your officers and other members of the 
Association are members of this board. 

I feel gratified that in my year as Presi- 
dent the Association has made progress, and 
I hope that what we have accomplished will 
be of lasting benefit to the Association. Hav- 
ing given you a partial accounting of my 
stewardship, I will now discuss with you the 
subject of my presidential address ; “Conflict 
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and Cooperation between Religion and Psy- 
chiatry.” 

Interprofessional and interpersonal con- 
flicts have the common quality of being ex- 
tremely complicated dynamic processes. For 
example, when we attempt to examine some 
of the past conflicts between religion and 
psychiatry, in order to gain a measure of per- 
spective for our present concern, we become 
almost immediately aware that psychiatry has 
been engaged in struggles involving many 
segments of society, and not merely with 
some of the institutions of religion, As Dr. 
Zilboorg makes clear in his History of Medi- 
cal Psychology, one of psychiatry’s most 
acrimonious antagonists over the centuries 
has been the medical profession itself! Only 
recently have we begun to enjoy the approba- 
tion of most of our medical colleagues. 

The institutions of religion have likewise 
had their share of intramural and extramural 
conflicts, many of them not yet fully resolved. 
Examples are interdenominational conflicts 
even within the boundaries of major faith 
groups, the centuries-old struggles between 
church and state, and the “warfare” between 
science and religion. 

Inasmuch as psychiatry or religion have 
been identified with other forces engaged in 
conflict, they have unwittingly been drawn 
into the struggle even when no inherent rea- 
son exist’ for conflict between them. 

Perhaps’ the prime example of this kind 
of conflict is involvement in the larger 
struggle betwéen science and religion, or, 
more properly, between various scientific and 
theological systems. Broadly speaking, this 
war between science and theology has been 
waged on three successive fronts: what we 
may describe as (1) the world around man, 
(2) the world of man, and (3) the world 
within man. 

The conflicts which concerned the world 
around man began when the discoveries of 
Copernicus and Galileo challenged the 
ptolemaic system of astronomy, To the ex- 
tent that men had erected their theological 
systems upon the foundation of a particular 
view of the world around them, they were 
threatened by a different view. Some of them 
even refused to look through the telescope 
lest their new perceptions should confront 
them with the necessity for alteration of be- 
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liefs. Others, however—and their tribe in- 
creased—felt that faith was founded upon 
something more enduring than any particular 
view of the physical universe. Such people 
could welcome the new knowledge, assimilate 
it, and work their way through to a firmer 
faith. 

After the passage of the centuries, we can 
now see that the so-called conflict between 
science and religion in this period was not a 
genuine conflict between science and religion, 
but actually was a clash between two sci- 
entific systems. The latest word is seldom 
the last, even in science! The conflict was 
actually a form of displacement, and involved 
religion only as religion had identified itself 
with the earlier one of these systems, Religion 
as religion could and did profit by the in- 
creased knowledge of the “rules” or “laws” 
by which nature and nature’s God operate » 
in the vastness of the world around man. 

The next period of conflict concerned 
the world of man—not the starry firmament 
above, but man himself, and most particularly 
his origin and development as a race. It was 
far more threatening for man to face new 
knowledge about himself than it had been 
for him to stretch his mind to the dimensions 
of an expanding universe: We count the 
stars more comfortably than we count our 
ancestors! The closer man comes to himself, 
the more secure he has to be in himself. 
With the rise of Darwinism, the modifica- 
tions of post-Darwinism, and the collateral 
if not consequent development of the social 
sciences, many people quite understandably 
resisted both the presented facts and the im- 
plications of the emerging view of this world 
of man. And once again “religion” was uti- 
lized as a defense. 

Even in the relatively brief period that has 
elapsed since the acute exacerbation of the 
symptoms of this conflict, we have seen once 
again that there is not necessarily any conflict 
between science and religion as such, Most 
religious persons in our culture have assimi- 
lated many of the insights of the social sci- 
ences concerning the manifold ways in which 
or through which the Eternal moves “His 
wonders to perform.” 

Thus gradually we have moved from an 
increased knowledge of the functioning of 
the world around man, to the world of man, 
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and now at last to the world within man. As 
we have come ever closer to the citadel of 
the self, it should not surprise us that new 
or additional conflicts emerge, and that the 
antagonists in this instance appear as psy- 
chiatry and religion. 

Many signs indicate that the symptoms of 
this conflict have subsided remarkably within 
the past few years. Whether something 
more profound than a remission of symptoms 
has occurred remains to be seen. Conflict, 
whether interpersonal or interprofessional, 
can be creative as well as destructive; and 
the premature resolution of conflict is often 
hazardous. 

In any event, such conflict as presently 
appears to exist between psychiatry and re- 
ligion can be understood, at least in part, as 
a perpetuation of the pattern of the past. 

' This is the latest chapter in the history of 
the “warfare” between science and religion. 
On the basis of past history, we can reason- 
ably predict the outcome so far as the “sci- 
entific” part of psychiatry is concerned. But 
psychiatry is not wholly science. In any 
truly scientific sense, the most we can say is 
that we “know in part” even as we seek to 
gain more complete and more adequate 
knowledge. 

I believe that most of us are now in general 
agreement that, whatever the situation may 
have been in the past, no basic reason pres- 
ently exists for conflict between psychiatry 
and religion as such. Indeed, many of us in 
both professions can attest to mutually cor- 
dial and helpful relationships throughout our 
entire professional careers. On the other 
hand, psychiatry in at least some of its forms 
has been under attack by some clergymen ; 
and religion, in at least some of its manifesta- 
tions, has been under attack (or treatment) 
by some psychiatrists. Be it noted also that 
some psychiatrists are as apprehensive about 
clergymen “doing therapy” as some clergy- 
men are about catching psychiatrists in the 
act of “forgiving sins.” 

By and large, however, the present status 
of our relationship seems to be most ade- 
quately described as one of “peaceful co- 
existence.” This is largely an attitude of “We 
won’t bother you if you don’t bother us. This 
way we will all be happy, and from time to 
time we will have a get-together in which we 
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express our mutual admiration, after which 
we return to our separate ways and distinct 
differences !” 

What I want to do is to express my con- 
viction that we are ready to move gradually 
from a status of peaceful co-existence to one 
of active cooperation. And then I want to 
say something about the conditions under 
which I believe effective cooperation can 
helpfully take place. 

Co-existence, without active cooperation, 
requires either extreme separateness or the 
drawing of rigid boundaries that are unreal- 
istic from the standpoint of the therapeutic 
situation. It is sometimes said, for example, 
that the clergyman in his “counseling” may 
appropriately deal with conscious material, 
while the key to unconscious material must 
be kept locked in the desk, or under the 
couch, of the psychiatrist. 

On the surface, this dichotomy sounds like 
a neat formula for functioning in a fashion 
that will avoid any trespass of metes and 
bounds. However, we psychiatrists deal with 
conscious material as well as with that which 
is unconscious, And it is a matter of most 
common observation that such boundaries 
as exist between “conscious” and “uncon- 
scious” are often exceedingly tenuous and 
flexible. Moreover, when we deal with the 
conscious material, some of what was hitherto 
unconscious rises to conscious awareness. 
When we say that the clergyman’ may prop- 
erly deal only with conscious material, we 
must either define more clearly what we 
mean or drop this dichotomy in favor of a 
more realistic approach. 

Even so, we are forced to the realization 
that religion historically deals with the un- 
conscious as well as the conscious ; indeed, 
this is part of the genius of religion: To 
reach the very depths of human motivation, 
even the “heart,” out of which are “the issues 
of life” (Proverbs 4:23). The language 
of devotion expresses much that penetrates 
into the depths of one’s being: “Search me, 
O God, and know my heart! Try me and 
know my thoughts!” (Psalm 139: 23), “Clear 
Thou me from hidden faults.” (Psalm 19: 
12), “All that is within me bless His Holy 
Name!” (Psalm 103: 1). 

Again the formula is sometimes in terms 
of the clergyman must not “do therapy” 
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while the psychiatrist must not usurp the 
prerogative of “forgiving sins,” If healing 
and the forgiveness of sin could be always 
neatly separated, with neither having any- 
thing really significant to do with the other, 
the problem might be a minor one. As it is, 
however, the problem is most persistent and 
has existed in a clearly stated form for nearly 
twenty centuries. When Jesus of Nazareth 
was taken to task because of the nature of 
his therapeutic relationship with a certain 
man, he asked: “Which is easier, to say, 
“Your sins are forgiven,’ or to say, ‘Rise and 
walk’”? (Matthew 9:5). Sometimes it is 
“easier” on the patient to utilize one ap- 
proach, and sometimes another. But that 
health and the release of feelings of guilt 
are intimately related, there can be little 
doubt. 

Only the process of active cooperation can 
determine the means by which we can deal 
most helpfully with some of our patients. 
The respective roles of psychiatrist and 
clergyman are to be determined not so much 
by rigid metes and bounds as by general 
areas of special competence. For the clergy- 
man, as well as for the psychiatrist, the ques- 
tion is not so much whether he will deal with 
some of the unconscious material as it is how 
he will deal with it. Moreover, everyone 
who beconggs involved in the therapeutic situ- 
ation is Ming therapy” of one sort or 
another ; the quéstion is what kind of therapy 
he can do most effectively? Obviously, the 
qualified clergyman will not aspire to be- 
come just another psychiatrist ; and the quali- 
fied psychiatrist will recognize that he has his 
own special competence and responsibility for 
the welfare of the patient. 

Another reason for the active cooperation 
of psychiatrists and clergymen derives from 
the fact that a vast amount of human unrest 
—the concern of both psychiatry and religion 
—tidal waves upon the religious beach. 
Whether such a movement is for good or ill 
is not our present specific concern ; it is, how- 
ever, a fact with which we have to deal. Re- 
gardless of our own individual religious or 
nonreligious commitments or attitudes, as 
Psychiatrists we need to be as accepting of 
our patients’ religious situation as of any 
other significant area in their lives. This re- 
quires of us, at the least, sufficient under- 
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standing of the functioning of religion (in 
both its healthy and pathological manifesta- 
tions) to enable us to communicate with our 
patients when they need to explore these 
areas of their experience. To be sure, we do 
not have to refer to a clergyman every pa- 
tient whose symptoms show some religious 
coloring any more than we have to refer to an 
internist everyone with a somatic complaint 
(though on occasion such referrals are indi- 
cated in both these instances). We do, how- 
ever, need to recognize the big motion to- 
ward a religious solution of many human 
difficulties; and one of the opportunities 
which active interprofessional cooperation af- 
fords is an increased understanding of the 
functioning of the religious sentiment in our 
patients. We need the utmost in competent 
cooperation to work through this large prob- 
lem. 

Now I want to suggest the conditions 
under which effective cooperation can help- 
fully take place. These conditions can be 
summarized in a simple statement: Properly 
qualified persons in both professions work- 
ing closely together can accomplish much. 

Already I think I have emphasized suffi- 
ciently the need for active cooperation for 
the welfare of our patients. Also, I have 
called attention to the need for psychiatrists 
to gain an understanding of religious func- 
tioning in both its healthy and pathological 
manifestations. Now I want to direct our at- 
tention to the special need for clergymen who 
are properly qualified to work with the men- 
tally ill. 

And I should like to approach this part 
of our topic by calling attention to the fact 
that in 1844, at the organizational meeting 
of the Association of Medical Superintend- 
ents of American Institutions for the In- 
sane (now The American Psychiatric As- 
sociation) several “important subjects” were 
discussed and referred to committees for 
further study. One of these “important sub- 
jects” was listed as “on chapels and chaplains 
in insane hospitals.” (Journal of Insanity, 
April 1846, Vol. II, No. 4, pp. 391-392.) 

At least some of the founders of our As- 
sociation were most favorably impressed by 
the work of some of the chaplains in their 
institutions, The October 1845 issue of the 
Journal included an eight-page article by its 
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Editor, Dr. Amariah Brigham, on “Religious 
Services in Lunatic Asylums—Duties of the 
Chaplain.” He concluded: “We hope to see 
chaplains thus qualified, attached to every 
large asylum for the insane. We believe 
they would be eminently useful.” (p. 123.) 
In 1846, when Dr. Samuel B. Woodward, 
President of the Association, spoke on “The 
Medical Treatment of Insanity,” he included 
“Religious Teaching” among the practices 
which he said had led to “The improved Con- 
dition of the Insane.” (Quoted by Over- 
holzer, in One Hundred Years of American 
Psychiatry, p. 48.) 

In many respects the situation today pre- 
sents a striking parallel to the conditions of 
more than a century ago, That we are wit- 
nessing an upsurge of religious interest and 
are experiencing the results of the efficacy of 
the work of some clergymen with the men- 
tally ill and emotionally disturbed, there can 
be little doubt. But what we must always re- 
member is that neither psychiatry nor re- 
ligion is mediated in vacuo ; both are mediated 
through people, and they are mediated most 
effectively through individuals in whom spe- 
cific and adequate training has been joined 
to a temperament befitting them for this 
calling. 

Today, when many mental hospitals are 
asking—if not begging—for chaplains in re- 
sponse to a re-awakened religious interest 
and the demonstration of what some chap- 
lains and psychiatrists have been able to 
accomplish by working in active cooperation, 
it behooves us to heed a word of warning: 
Only properly qualified clergymen and psy- 
chiatrists can work together in active co- 
operation and produce results which are re- 
warding to their patients, } 

Perhaps it was Dr. Isaac Ray, more than 
any other among the founders of our As- 
sociation, who recognized the paramount im- 
portance of this fact. The JOURNAL of April 
1846 carried an extended report of Dr, Ray's 
visits to the mental hospitals in Great Britain, 
France, and Germany, As he reported his 
“observations” of this visit, he made a dis- 
criminating appraisal of the work of the 

chaplains in these various hospitals. On the 
one hand, he expressed himself in strong 
agreement with the point of view that “The 
sick stand in need of religious advice and con- 
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solation” (p. 379). At the same time, he 
was greatly troubled by what he observed in 
Great Britain, where the employment of 
chaplains was almost universal. In these 
words he summarized what he considered the 
unanimous opinion of the medical officers in 
the hospitals which he visited in that country : 
“It was thought that, to render any essential 
service in their clerical character—to avoid 
doing harm indeed—there was required more 
practical knowledge of insanity, more knowl- 
edge of mankind in their sound as well as un- 
sound condition, than the education and 
habits of clergymen enable them to obtain” 
(p. 380). He felt that the requisite training 
at that time could “. . . be gained only by 
years of daily observation.” In France, how- — 
ever, he found that the work of the chaplain 
was “generally favored” (p. 382). But in 
this instance he noted conditions which 
“. , . would make their influence very dif- 
ferent from that of the British and American 
Protestant clergy.” He concluded on the wist- 
ful note: “Jacobi, I am aware, attaches much 
importance to the labors of the resident 
chaplains, but if we are to insist upon the 
qualifications which he requires them to pos- 
sess, it will be long, probably, before we shall 
be able, in this country, to avail ourselves of 

their services” (pp. 382-383). 

Reflection upon Dr, Ray’s w@fds would 
suggest that not every clergyman’is properly 
qualified to minister to the mentally ill, even 
though he be employed by a mental hospital 
and is called “Chaplain.” This should not 
surprise us—or at least it should not sur- 
prise us any more than the fact that not 
every licensed physician is qualified to prac- 
tice psychiatry. We cannot employ clergy- 
men of mediocre calibre, gratuitously bestow 
upon them the title “Chaplain,” and expect 
beneficial results, But what we can do is to 
insist upon adequate qualifications, both of 
temperament and training, and then work 
together in active cooperation, 

The ways of working most effectively to- 
gether should be the object of our continuous 
and critical study and most conscientious en- 
deavor. Some of these ways are already be- 
fore us; others will readily suggest them- 
selves as we proceed. 


Our active cooperation may take place at 
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several different levels and with varying 
degrees of intensity. Already I think I have 
said enough to indicate the rich possibilities 
at the hospital level. At the community level, 
psychiatrists and clergymen may discover a 
considerable potentiality for communication. 
Communication at this level may express it- 
self in several ways. For one thing, it may 
be principally individual communication, such 
as a psychiatrist consulting a clergyman about 
some of the aspects of his patients’ problems, 
or a clergyman consulting a psychiatrist 
about the most effective ways to be helpful 
in his relationships with some of his parish- 
ioners. In other instances, communication 
can be greatly facilitated in groups. Larger 
groups may arrange for competent speakers 
to give occasional addresses on various as- 
pects of the relationship between psychiatry 
and religion. Smaller groups, composed of 
the most interested and competent persons 
in both professions, may meet regularly (say, 
once a month) in seminar fashion for their 
mutual enlightenment and deeper explora- 
tions of their mutual common concerns. 
Within the framework of our Association, 
we have opportunity for still further co- 
operation. The Association of Mental Hospi- 
tal Chaplains meets at the same time and 
place as our Association, and the chaplains 
arrange their program in such a way that 
they can attend many of our sessions. Thus 
we have with ‘as at each of our annual meet- 
ings the mental hospital chaplains who are 
most concerned with this problem and who 
are most competent to work creatively on it. 
It would seem appropriate to suggest to our 
Association that the executive committee 
study the advisability of forming a section on 
psychiatry and religion (comparable to our 
other sections of continuing concern), and 
that the Association of Mental Hospital 
Chaplains be invited to join with us in the 
planning and operation of such a section. 
A continuing section on psychiatry and re- 
ligion would make a significant contribution 
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to our program at our annual meetings; it 
would also provide interim coordination and 
leadership for interested groups through- 
out the country. We know that at least 
several such groups are already in operation. 
It would be of large value to all of us to have 
the benefit of their coordinated contributions 
to our common concern; autism within our 
profession scarcely becomes us, and need not 
be perpetuated beyond the necessary stages 
of more or less isolated creativity. 

In pursuing such forms of active coopera- 
tion as I am proposing, it should not surprise 
us too much if we discover not merely addi- 
tional opportunities for cooperation, but also 
some conflicts of which we are presently not 
aware. If conflicts can take place within the 
atmosphere of communication, they are to be 
welcomed and even encouraged, for working 
through our interprofessional conflicts will 
lead to greater mutual understanding and 
more effective cooperation. We should be- 
come appropriately apprehensive only if rep- 
resentatives of psychiatry and religion should 
fall into the trap of constituting a mutual 
admiration society, mistaking backslapping 
for mind- and soul-searching, and counter- 
feiting communion by corrupting com- 
munication. 

There are several national groups com- 
posed of members of all faiths banded to- 
gether who have as their objective the re- 
solving of conflicts and the over-all coopera- 
tion between psychiatry and religion. „To 
my knowledge several of these organizations 
have officers and members who are affiliated 
with The American Psychiatric Association. 

If we can deal forthrightly with one an- 
other and with ourselves, as I believe we 
must; if we can acquire the humility appro- 
priate to the magnitude of our task, as I 
believe we can—we have the fair hope of 
avoiding many of the errors of the past, 
penetrating at least some of the barriers of 
present ignorance, and enlarging our area of 
usefulness. 
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A BIOGRAPHICAL SKETCH 
JOSEPH E. BARRETT, M.D. RicuMmonn, Va. 


Just how close our eighty-second presi- 
dent came to being a circuit-riding Methodist 
minister will always remain a mystery, but 
no doubt the influence of the home and other 
environment had to be reckoned with before 
he decided to study medicine. 

Dr. Gayle was born in Norfolk, Virginia, 
on December 8, 1891, the eldest son but the 
fourth of seven children born to the Rev. 
R. Finley Gayle and Mary Janette (Young) 
Gayle. The fact that his father’s work took 
him to Danville, Urbana, and Richmond 
probably saved him from the possibility of 
becoming a seagoing man, yet he received 
his high school education in the Norfolk 
public schools, 

It appears, however, that in spite of strong 
urging from his parents, especially his father, 
young Finley was very determined to study 
medicine, and accordingly entered Medical 
College of Virginia in Richmond, and gradu- 
ated from there in 1915. During his medical 
school days the young student attracted the 
attention of the renowned Dr. R. Beverley 
Tucker, a close friend of the noted Dr. Weir 
Mitchell. This developed into an association 
and relationship which Dr. Gayle recalls with 
much reverence, At first the young medical 
student was invited to take up residence at 
Dr. Tucker's Hospital and take night calls 
and do laboratory work. To cap this off Dr, 
Tucker offered to pay him 25 dollars per 
month, 

Young Gayle was at that time behind with 
his board bill, so this offer seemed too good 
to be true, but he immediately showed a 
characteristic which can at times still be 
recognized in him. He told Dr. Tucker he 
would think it over and let him know later. 
No doubt young Gayle did not pore over this 
problem too long and really had little diffi- 
culty in making up his mind. So he went to 
live at Dr. Tucker’s Hospital, which not only 
gave him a delightful place to live, but paid 
him a nice sum in addition. Some might 

ascribe this to luck, but when you know 
Finley the element of luck fades out. 


He became so interested in the neurological 
sanatorium that he completely discarded 
previous ideas of becoming a surgeon and 
instead has worked himself to a position of 
top honor man in the field of psychiatry ; viz., 
President of the American Psychiatric As- 
sociation, 

Following his graduation from medical 
school he did further preparatory work at 
Orthopedic Hospital Infirmary for Nervous 
Diseases in Philadelphia, at Municipal Hospi- 
tal, Philadelphia, and at New York Neuro- 
logical Institute. 

He had all plans made to return to Rich- 
mond immediately upon completion of this 
advanced training, but just at this time World 
War I broke out and he enlisted in the Army 
Medical Corps in 1917 as a lieutenant. He 
went overseas in 1918 with Base Hospital 
117, which was the treatment center for war 
neurosis. Later he was psychiatrist for the 
Third Division in the A.E.F. and also in the 
Army of Occupation in Germany, with the 
final rank of captain. 

Almost immediately upon his return to the 
States he married Miss Elizabett? Marshall 
Cole, whose father, like Fimley’s, was a 
Methodist minister, 

From the marriage he has fwo sons and a 
daughter, all now married and with fine 
families, One son, R. Finley Gayle, III, is - 
also a physician and has specialized in psy- 
chiatry and neurology. 

On his return from World War I he also 
went into a partnership with Dr. Tucker, 
from which he derived much satisfaction, 
but in 1929 decided to break away and go 
into practice alone. This no doubt required 
much courage, but this is not a characteristic 
that is deficient in Finley Gayle. 

In 1937 he became professor of psychiatry 
and neurology and chairman of the depart- 
ment at the Medical College of Virginia. 

In the position of professor of psychiatry, 
Dr. Gayle has contributed much to enlarging 
the curriculum and advocating the early con- 
tact of the medical student with psychiatry. 
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To this end, more and more medical students 
at Medical College of Virginia are becoming 
interested in psychiatry. 

In 1944 the wife, companion, counselor, 
and mother of three fine children died sud- 
denly and unexpectedly of a heart ailment. 
Several years later he married the former 
Sarah Geer, a native of South Carolina, who 
was at that time a practicing attorney in 
Richmond. Attending his first Bar Associa- 
tion meeting with her several years later, Dr. 
Gayle laughingly described himself as “presi- 
dent of the ladies auxiliary.” 

Right from the beginning of his private 
practice he was a strong crusader for im- 
provement in Virginia’s state mental hospi- 
tals, and is still working actively in this di- 
rection. He knows, as so many do, that the 
state mental hospitals have a vital influence 
on the practice of psychiatry. 

In 1937 when the mental hospitals in 
Virginia were divorced from the Department 
of Welfare, Dr. Gayle was one of the mem- 
bers appointed to the original State Hospital 
Board, and has served continuously since. 
He has always been a strong contender for 
more adequate medical and nursing personnel 
for these institutions so that they can become 
treatment facilities rather than custodial in- 
stitutions. This has been a long, slow process 
in conservative Virginia, but the persistence 
of Dr. Gayle and the other board members is 
beginning to pay off. 

Dr. Gayle’s contributions to the psychiatric 
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literature are numerous, for the most part 
in the field of practical clinical psychiatry, 
although many of his writings have a dis- 
tinctly research trend. 

Dr. Gayle is a member of the Common- 
wealth Club of Richmond, past-president of 
the Country Club of Virginia, a member of 
the Farmington Country Club, a member of 
the Sons of the Revolution, a member of the 
Episcopal Church, and a Mason. 

Professionally he is a Life Fellow of The 
American Psychiatric Association, present 
president and formerly secretary of the As- 
sociation for four years; an active member 
of the American Neurological Association ; 
past-president of the Southern Psychiatric 
Association ; Fellow of the Academy of Neu- 
rology ; past-president of the Virginia Neuro- 
psychiatric Society; Fellow of the American 
College of Physicians, and of the American 
Medical Association; and a member of the 
Association for Research in Nervous and 
Mental Diseases; past-president of the Rich- 
mond Academy of Medicine. 

We in Virginia sincerely admire and honor 
Dr. Gayle for all the things he has done and 
is still doing to improve the teaching of psy- 
chiatry, the encouragement of research and 
the improvement of the treatment of the 
mentally ill, and we are unanimously de- 
lighted that the membership of The Ameri- 
can Psychiatric Association has honored him 
and us by making him their president for 
the year 1955-56. 


THE PLACE OF SEDATIVES IN THE TREATMENT OF 
PSYCHONEUROTICS* 


ROBERT ARNOT, M.D., Boston, Mass. 


As psychiatrists we find our desks littered 
with advertisements and samples of new 
sedatives with which to treat the psychoneu- 
rotics. The purpose of this paper is to de- 
termine what is good, current practice as to 
the use of sedatives. When are they indi- 
cated? Which drugs are believed by their 
users to be of most benefit? 

In an attempt to answer these questions 
3 methods were used: A review was made of 
the recent books on psychiatric treatment ; 
correspondence was carried on with psychi- 
atrists known to be interested in the problem; 
and a summary was made of the principles 
and methods of the writer’s own practice. 

Before the observations are reported, we 
shall consider the nature of the psycho- 
neuroses and the type and function of the 
sedatives. From clinical observation a psy- 
choneurosis may be considered as a psycho- 
physiologic disturbance. The condition is one 
both psychologically and physiologically of 
tension and unrest. Traditionally anxiety 
is considered the basic factor, but actually 
tension and depression may be of equal or 
even more fundamental importance, Either 
may precede or follow the anxiety. In most 
cases the 3 factors coexist in varying propor- 
tions, 

To these physiological disturbances are 
related the psychological expression of 
thoughts of inferiority, of guilt, apprehension 
about responsibility, indecision, and exces- 
sive concern with what others think. Psycho- 
logical problems can lead to physiological 
disturbances and vice versa. Psychophysio- 
logic tension state is really more descriptive 
of what we see and what the patient experi- 
ences than is the term psychoneurotic. 

We shall not review in detail the nature of 
the psychological and physiological disturb- 
ances which are well discussed by Hoch(r). 
Gellhorn(2) has worked for many years on 
the nature of the physiological disturbance 

1 Read at the r11th annual meeting of The Ameri- 


can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 
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and believes that there is an “increased ex- 
citability of the central nervous system in the 
psychoneuroses.” 

In current practice the barbiturates are 
the drugs most commonly used as sedatives 
to reduce this hyperexcitability. According 
to Goodman and Gilman(3) all the barbitu- 
rates have a similar depressing action on the 
entire cerebrospinal axis, with the cortex and 
reticular activating system being the most 
easily affected. These drugs act to elevate 
the threshold of neurons by stabilizing the 
cell membrane and prolonging the time for 
recovery from excitation. 

In summary, the sedatives, and particuarly 
the barbiturates, act on the psychoneurotics 
to reduce the increased excitability of the 
central nervous system, which, speaking 
clinically, means that the tension and anxiety 
are reduced, 


PSYCHONEUROTICS WITH ACUTE ANXIETY 


In everyday parctice with psychoneurotics 
there are times when sedatives are indicated 
and times when they are not. The largest 
portion of the cases that come to a psychi- 
atrist doing a “general practice” can be diag- 
nosed” as psychoneurosis, mixed type, with 
tension, anxiety, and depression. Obsessive- 
compulsive elements are also present in most 
cases. Hysterical elements are more rare. 
If the psychoneurotic has passed into a phase 
where the diagnosis of acute anxiety state is 
made, sedatives are, in my opinion, definitely 
and promptly indicated. 

Weare all familiar with the patient who is 
riding on the commuter train or who is shop- 
ping in the department store and suddenly 
becomes “panicked.” Her heart is pounding- 
She is terrified that she is about to faint or 
die. If a careful history is taken, we find that 
the illness did not “come out of the blue” as 
the patient may at first state. Prior to the 
onset of the attack, she has become increas- 
ingly tense and fatigued. Definite evidence 
of depression such as loss of weight, failing 
appetite, and difficulty in sleeping will often 
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be reported before the attack. The history 
discloses that she was- always plagued by 
“feelings of inferiority” and that she has 
been a very “conscientious,” “‘perfectionistic” 
person. She has tried too hard to get along 
with all people, even those whom she does 
not like. Resentments have piled up. Below 
is a typical case. 


A 38-year-old, single assistant professor of zool- 
ogy was hurrying to teach a class, for which she 
was afraid she would be late, when suddenly she 
became “terribly afraid and felt I had to run.” She 
parked her car as quickly as she could and hastened 
to the home of a friend where she described the “ten- 
sion that I was getting.” This extremely hard- 
working perfectionistic teacher had gone to her de- 
partment head 6 months before to ask for the trained 
assistants whom she knew she needed for her popu- 
lar course. When she was refused “because of the 
budget,” she said nothing. “I got constriction in 
my throat” and walked out. “That has been the ruin- 
ation of me. I’ll have peace at any cost.” For many 
years she had worked to 2:00 or 3:00 a.m. and got- 
ten up again by 6:30. But she began to feel more 
tired than she ever had in her life. At night she 
would “cry a great deal. . . . And I’m not the kind 
that cries.” Two days before the attack her physi- 
cian told her that she had a “first-class physical ex- 
haustion.” On the morning of the attack she had 
had to leave the room when she heard some club 
women arguing about a children’s project that was 
most important to her. “It was the loud-voiced 
meeting which set into motion the whole chain of 
events,” 

No evidence could be found that “repressed” sex- 
ual forces were about to “break through.” The pa- 
tient in her tenseness was afraid that something 
“crazy” would happen, She might shout in public. 
She might suddenly use a knife or a darning needle 
to hurt someone, The problem was chiefly one of 
handling anger. ° 

She was placed on Serpasil 0.25 mg. t.i.d. by her 
medical doctor. “I’m sure that it has quieted me. 
I feel very sure of that,” she said on her first visit 
to my office. But she did not really lose the tension 
until she was placed on barbital 0.6 gm. at 8:00 p.m. 
and Dexamyl 5 mg. at breakfast, lunch, and 4:00 
p-m., essentially as advocated by Myerson(4). Al- 
though Dexamyl increases anxiety in some patients, 
more often it decreases it by alleviating the depres- 
sion, Further, the evening barbital hangs over 
into the next day to counteract some of the Dexamyl 
excitation. 

Psychotherapy consisted of ventilation, explana- 
tion, and reassurance. The patient was filled with 
resentments, but these were not “unconscious.” She 
had in the beginning failed to associate her new 
symptoms with these other feelings which were 
definitely known, although not fully acceptable to 
her. A knowledge of the nature of her illness was 
most helpful in quieting the fear. 

The barbital was discontinued after 4 weeks, as 
was the Dexamyl, except for an occasional dose 
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when the patient noted some depression. Chloral 
hydrate 0.5 gm, was used for those few nights when 
she had difficulty falling or staying asleep. 


Sargant and Slater’s(5) preference of a 
drug for this latter situation and actually for 
the whole acute anxiety state is sodium 


amytal: 


This is the drug par excellence for the minor emer- 
gency. It is useful both as a sedative (gr. 1 to 2) 
and as a hypnotic (gr. 3 to 6). In the latter capacity 
it is the drug of choice for the patient who has 
difficulty in getting to sleep; and it may also be 
taken in the middle of the night by the patient who 
wakes up after sleeping well for a few hours and 
cannot sleep again. 


Sargant and Slater also use amytal for 
those patients who, having once suffered an 
acute anxiety attack or actual frightening 
experience, are afraid of specific situations 
such as travelling by train. 


The neurotic who is compelled to avoid particular _ 
situations because of his fear of fear can guard 
himself by taking gr. 1 to 2 of amytal about an hour 
before the situation has to be faced. The very fact 
that he knows that he has the relief available may 
save him hours of misery and persuade him to 
tackle his particular phobia afresh, This effect was 
particularly noticeable in treating neurotic patients 
during the period of heavy air raids on London. 


They believe that by using sodium amytal 
to suppress the autonomic responses these 
patients can be “deconditioned” to unpleasant 
situations. They also use the sodium amytal 
to help an overworked patient, such as the 
zoology teacher, to return to work when she 
may get panicky just thinking about the re- 
sponsibility. Gradually they reduce the dos- 
age until finally the patient is just carrying 
a few capsules for emergencies. 

There is not, however, uniformity of opin- 
ion among psychiatrists about the use of 
sedatives in the manner described by Sargant 
and Slater. Von Salzen(6) writes: 


I use very little in the way of sedation in my office 
practice. Dexamyl spansules, Eskabarb spansules 
and Seconal make up the major part of my prescrip- 
tions. I have been using Thorazine and Serpasil, 
but I have found them slender reeds. I place greatest 
reliance upon a full hour of psychotherapy which 
seems to reduce the need for sedatives. 


When asked, “Do you let patients have 
Seconal to meet anxiety situations?” he re- 
plied; “No—merely to encourage sleep. I 
tell them there are no miracle drugs—that the 
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control of anxiety lies within their own 
capacity to find and face their conflicts.” 

Although Fleming(7) uses sedatives, he 
does not like barbiturates. He writes: 


For the past couple of years I have used Benadryl 
(diphenyl hydramine) (dosage 25 mg. p.t.n. or 25 
mg. t.id., a.c. and 50 mg. h.s.) far more than any 
other drug for daytime and night-time sedation. I 
rarely use a little chloral hydrate; mever use bar- 
biturates or paraldyhyde. I am finding Thorazine 
helpful and use more and more of it; am trying 
Serpasil but have not decided about it yet. 


We conclude this section on the use of 

sedatives in acute anxiety states with a para- 
graph from a letter by Whitehorn(8). 
In regard to one aspect of the use of sedatives, my 
clinical impression is very clear, that is, one should 
use enough to get a demonstrable effect, and avoid 
token doses, These are very likely to become the 
focus of a power-struggle or demands for “kind- 
ness,” i.e., favoritism, to the neglect and detriment 
of more important and constructive strategy. 


The admonition to use a large enough dose 
to be effective is also made by Ross(g) and 
by Sargant and Slater (10). 


PSYCHONEUROTICS WITH CHRONIC ANXIETY 


In the cases diagnosed psychoneurosis, 
chronic anxiety, the problem is similar to that 
in acute anxiety, with some important differ- 
ences. Again the clinical picture is one of 
tension-anxiety-depression, which in these 
days of initials might be called the TAD 
syndrome. Terms such as neurasthenia, 
cardiac neurosis, and hypochondriasis also 
apply to some of these patients. They are 
the same perfectionistic, overconscientious 
people who get the acute anxiety attacks. In 
fact, often they have had an acute anxiety 
attack that has been allowed to become 
chronic, In other cases the tension has slowly 
risen to the point where they have demanded 
help from their physician and then from the 
psychiatrist, as illustrated in the case below : 

A 27-year-old mother of 3 children, who had had 
an acute anxiety attack in a restaurant at a time 


of extreme fatigue 3 years previously, says of her- 
self, “I feel tense and nervous. .. . I’m very much 
afraid to be alone. I always had a fear of loneliness, 
I feel rather dizzy*and weak.” In the morning she 
is often so tense that she vomits before breakfast. 
Her appetite is poor when she is nauseated. She has 
recently lost 10 pounds as the condition has become 
worse. 

She complains of headaches that have been 
present for most of the 3 years. “My headaches are 
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not just a physical pain. It’s a feeling of tension.” 
She is referring particularly to the muscles in the 
suboccipital, posterior-cervical region. 

She cannot go shopping alone because she feels 
frightened of being with people. This feeling is 
even more pronounced in church. “It’s not the 
church; it’s the people. I feel smothered as though 
I couldn’t get out if I had fo—as though I were 
going to faint. I sit there and clench my fists and 
my jaw, and I tap my feet continuously. I read 
furiously, trying to find some outlet.” Although she 
has forced herself to continue to go to church for 
the 3 years, there has been no improvement. 

She says she has “periods of great depression, 
unhappiness. I cry a great deal for no apparent 
reason; just feel so miserable and helpless. I think 
I’ve had this emotional instability a long time. It’s 
just these past 3 years that its manifested itself this 
way. Ever since I was a child, I’ve been reticent 
and afraid to express my opinion or talk freely to 
people until I knew them quite well. Everyone 
thought I was just bashful. Facing an audience was 
always an ordeal.” 

The patient is an unusually attractive, olive- 
skinned woman who is married to a teacher, her 
high school beau, She considers the marriage very 
successful, although in the first 6 months she could 
not “enter freely into the marital act,” because she 
was too tense. ‘No significant frictions with her hus- 
band or with her in-laws could be discovered, But 
she does have real apprehension about her own 
father, who was a chronic alcoholic, and from whom 
the mother obtained a divorce when the patient 
was 9. 

Ventilation, explanation, reassurance, and barbital 
0.6 gm. at 8:00 p.m. promptly quieted her and left 
her sleepy into the middle of the next day. Her in- 
tense fear that she was about to either commit 
suicide or go insane was allayed. But more definitive 
treatment, which we shall discuss below, was re- 
quired before she recovered. 

Prior to being seen by the psychiatrist, she had 
been treated by her general practitioner with pheno- 
barbital 4 gr. tid. At first the medication seemed 
to help “slightly.” “It kept me a little calm; a little 
drowsy; more relaxed.” But then the effect “di- 
minished, It didn’t help at all. I began to feel 
steadily worse.” 


This is an appropriate point at which to 
discuss the use of phenobarbital in these 
chronic anxiety cases, especially those in 
whom the depressive element is less marked, 
in whom such phobias as of church, restau- 
rants, elevators, crowds, and trains are the 
chief features, 

Sargant and Slater(11) write of pheno- 
barbital: 


It is of value in the treatment of anxiety (and, of 
course, of epilepsy), but is of little use as a 
Nevertheless many anxious patients sleep much i 
better when taking regular dosage throughout the 
day, as they go to bed in a less plagued and wo! 
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state. It should be prescribed as a basic sedative, 
and not pro re nata. 


Kraines(12) has a different opinion about 
how to use phenobarbital (also barbital 24 
grains and sodium bromide) : 


Sedative medication should not be given routinely 
or at regular hours for there are many times when 
the patient has no need for sedation., Instead, I tell 
the patient he can take the sedatives when he feels 
the need, taking them every half hour but never 
using more than 4 to 6 tablets a day. “Avoid taking 
medicine,” the patient is told, “unless it is absolutely 
necessary.” 


This is an appropriate point to bring up 
the problem of barbiturate poisoning in the 
psychoneurotics. 

Rinkel writes(13) : 


The overwhelming majority of patients with anx- 
iety neuroses come to my attention after they have 
been treated, over a long period by their personal 
physicians, frequently including one, or two, or more 
psychiatrists. They have received large amounts of 
barbiturates, and some of the patients I have seen 
at my office were in a state of chronic barbiturate 
Poisoning. . . . From this experience alone, it may 
be obvious that barbiturates do not constitute an 
adequate treatment for anxiety neuroses because 
they enhance the anxiety, cause serious disruption 
of sleep, and decrease the patient’s mental acuity. 

I do not wish to make the statement that barbitu- 
rates should be completely excluded from the treat- 
ment of neuroses. In exceptional cases, and par- 
ticularly if the patient has not been under barbitu- 
rate treatment previously, Seconal or Nembutal 
may bring about most needed sleep, but I have 
found that to maintain barbiturate treatment for 
any length of time is most detrimental to the pa- 
tient. ji 


As Rinkel indicates, the therapy with the 
chronic anxiety states is more likely to re- 
quire the withdrawal of barbiturates than the 
giving of them. The chronic psychoneurotic 
may demand the sedative ; whereas, the acute 
anxiety patient may be afraid of medication 
and sometimes will not even get a prescrip- 
tion filled. A simple rule, which is as con- 
trary as the neurotic himself, is: Give the 
sedative to the patient who does not demand 
it, and withhold it from the one who does. 

Practically, withdrawing the barbiturate 
may not be difficult because by the time these 
patients get to the psychiatrist they have 
found out for themselves that the medicines 
filling their cabinet have not worked, and 
they are refreshed to hear the doctor say 
that sedatives are not the answer. 
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The patient is told, “What you are really 
dealing with is an emotional problem—a state 
of tension. The excessive anxiety that bothers 
you now is an accompaniment of this tension 
and of the depression that is also present. 
You will find that by focusing on the tension 
instead of on the fear and by gaining under- 
standing you will improve. 

“The first step is to recognize what is 
wrong with you. Your trouble is not just 
imaginary, not just in your mind ; it is real. 
The second step is to learn to identify the 
various psychological factors that set off your 
emotions and produce your symptoms, You 
will need to observe your human relations 
more closely and become aware of what it 
is that produces the tension and anxiety in 
you. In the beginning you may say that you 
are thinking of nothing, but you will find 
that just the thought of a report that is due 
tomorrow will cause you to tighten up, as 
will also the recollection of the resentment 
you felt today when you were criticized and 
dared not answer back. 

“Having learned what is wrong and what 
triggers it, you are then in a position to learn 
the third point; namely, how to handle your 
tensions and anxiety. You will not faint, die, 
or go off the beam. You will be able to say 
to yourself that it is just tension, and you will 
thus interrupt the cycle of tension leading 
to fear leading to more tension, or fear lead- 
ing to tension leading to more fear. You will 
also learn ways to relax your muscles as 
from Jacobson’s(14) You Must ‘ Relax. 
Fourth, and most important, you will learn 
to depend on yourself to manage your own 
life and symptoms. You will stop reaching 
out for your husband, your doctor, or your 
sedative. You will act in situations out of 
strength, because you want to, and not out 
of fear, because you ought to.” j 

Obviously this is not delivered as a single 
compact lecture. Rather the points are made, 
sometimes over several interviews, when the 
appropriate material makes the point perti- 
nent and likely to be understood. 

These psychoneurotic patients in the re- 
view of their personal history can learn what 
faulty attitudes have produced their defective 
human relations; how they failed to settle 
issues promptly; and how thereby they let 
intolerable situations build up. The anxiety- 
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laden, guilt-producing events can be reviewed 
so that the patient is less sensitive to them. 
The full effect of the anxiety-producing 
people in their lives can be brought out. 

Undoubtedly these may sound like rather 
simple ways to approach the psychotherapy 
of the chronic neurotic, and the acute as well. 
But they are effective. 

Returning to the case of the 27-year-old 
mother with the chronic anxiety state, actu- 
ally she was too depressed, too tense, to re- 
spond to sedatives and psychotherapy. Elec- 
troshock treatment was necessary. A series 
of 10 treatments was given using sodium 
pentothal, Anectine, and the Medcraft ma- 
chine set at 170 volts and 1.0 second. Marked 
anxiety about having the treatments was not 
produced. Tension and depression were re- 
lieved. She was then better able to handle 
the reduced anxiety and to begin again to en- 
joy life. Psychotherapy during the recovery 
period and later was important. 

Many present-day psychiatrists are them- 
selves anxiety-ridden about giving electro- 
shock to patients with anxiety. They believe 
the treatments aggravate the condition, But 
as a matter of fact electroshock is the un- 
failing physical sedative. The patient must 
go to sleep. The tension goes. The poor re- 
sults are probably obtained by stopping the 
treatments between the fourth and the eighth, 
or by using a machine that does not produce 
a full discharge, a complete convulsion. 

With the Anectine, the doctor’s own anx- 
iety about using a machine such as the Med- 
craft is reduced. 

There are, to be sure, some chronic anxiety 
cases that are made worse by electroshock, 
Alexander(15) says these may be identified 
by the anxiety produced when 0.025 mg. of 
epinephrine is injected intravenously in the 
Funkenstein test. 

The cases that may require electroshock 
are those in whom depressive element is 
clear, However, many of these will respond 
without shock to the routine of psychother- 
apy plus barbital 0.3 gm. at 8:00 p.m. and 
Dexamyl 5 mg. at breakfast, lunch, and 4:00 
p.m, 


PSYCHONEUROTICS WHO BECOME PSYCHOTIC 


Finally, there is another type of psycho- 
neurotic with whom sedatives are urgently 
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needed. Neuroses do lead to psychoses. Al- 
though we can assure most of our tension 
patients that they are not going insane, the 
old German statement “No psychosis without 
neurosis” is also true. In much the same 
manner that the psychoneurotic drives him- 
self into an acute anxiety attack, he can also 
drive himself into a mental illness. Because 
of his perfectionism both in his work and in 
his human relations, he will drive himself too 
far. He will work day and night, and come 
into a period of the most extreme fatigue of 
his lifetime. He will not be able to sleep. 
Tension and anxiety will mount. Depression 
may develop. Ideas of reference may appear. 
If they do, delusions as of persecution and 
auditory hallucinations may follow. These 
patients can be helped if the seriousness of 
the development is recognized by the family 
physician, when the patients first come with 
somatic complaints, as they often do. Too 
often they are treated with reassurance and 
a mild sedative such as Seconal, Nembutal, 
or chloral hydrate. This is not enough. 
Prompt, heavy sedation, as with barbital 0.3 
gm. or 0.6 gm. is needed, together with psy- 
chotherapy on the current problems in human 
relations, If this treatment were given in the 
early stages, many psychoses could be pre- 
vented. 


Sargant and Slater(16) write about bar- 
bital: 


The best type of patient for Medinal (soluble barbi- 
tone) medication is the man who goes to sleep 
fairly easily, but tends to wake up in the early hours 
of the morning, unable to get to sleep again; or the 
man who sleeps throughout the night, but restlessly 
and disturbed by dreams and is unrefreshed in the 
morning. These types of insomnia are particularly 
frequent in depressives and the lasting effect of 
medinal suits them very well. 


In obsessive-compulsive neuroses and in 
hysterias, heavy sedation early in acute 
phases will help. But when these conditions 
are in a chronic phase, barbiturate sedatives 
will be of little value and may be quite habit 
forming. 


SuMMARY 


Psychoneuroses may be considered as psy~ 
chophysiologic tension states. Treatment con- 
sists of a combination of physical and psy- 
chological methods. General principles fot 
use of sedatives are given. Methods for ef 
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fective, short-term psychotherapy of psycho- 


neurotics are presented, 
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THORAZINE AND SERPASIL TREATMENT OF PRIVATE 
NEUROPSYCHIATRIC PATIENTS + 


FRANK J. AYD, Jr, M.D., Barrmmorr, Mp. 


Thorazine and Serpasil have proven effec- 
tive in the treatment of hospitalized psychi- 
atric patients manifesting symptoms of anx- 
iety, tension, agitation, confusion, panic, and 
psychomotor excitement. The value of these 
drugs to the private practicing psychiatrist 
who treats the majority with similar symp- 
toms has yet to be assessed. 

This is a report of the findings in the treat- 
ment of 300 nonhospitalized private psychi- 
atric patients, 150 of whom were treated 
with Thorazine and 150 with Serpasil. The 
patients were selected at random in order to 
determine the effect of these drugs in the 


treatment of a variety of psychiatric disturb- 
ances, 


CASE MATERIAL 


Sixty-six men and eighty-four women, 
ranging in age from 16 to 82, were treated 
with Thorazine. Sixty-one men and 89 
women, ranging in age from 14 to 78, were 
treated with Serpasil. The dosage and route 
of administration varied with the severity 
and acuteness of the patient’s condition, The 
neurotic and moderately disturbed psychotic 
patients received Thorazine in divided daily 
doses of 100 to 500 mg. orally or 0.5 to 10 
mg. of Serpasil orally. Disturbed schizo- 
phrenic and manic patients, who were hospi- 
talized initially, received daily 500 to 2,500 
mg. of Thorazine or 5 to 15 mg. of Serpasil, 
orally and intramuscularly. Parenteral medi- 
cation was discontinued usually within one 
week. Unlike intramuscular Thorazine, par- 
enteral Serpasil was not painful, 

The appearance of the patient receiving 
Thorazine or Serpasil is contingent upon the 
dosage and duration of treatment. Patients 
started on 300 mg, or more of Thorazine, 
whether orally or parenterally, sleep for long 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatirc Association, Atlantic City, N, J 
May 9-13, 1955. 

Thorazine supplied by Smith, Kline & French 
Laboratories, Philadelphia, Pa., and Serpasil by 
CIBA Pharmaceutical Products, Summit, N, A 
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periods. They can be aroused easily, are 
mentally alert and in the absence of external 
stimuli return to their somnolent state. Their 
skin is pale and warm. Their facial expres- 
sion resembles the mask-like facies of Park- 
insonism. There is an enopthalmus and ptosis 
of the eyelids suggestive of a Horner’s syn- 
drome. The pulse rate is accelerated and the 
blood pressure may fall 20 to 40 mm. Hg. 
There is some hypotonia and the patients 
complain of feeling weak. 

The appearance of patients receiving more 
than 5 mg. of Serpasil initially is similar to 
that described for those taking Thorazine, 
with the exception that Serpasil patients have 
a bradycardia. 

These signs of the effects of Thorazine 
and Serpasil subside when the dosage is re- 
duced. If treatment is continued, the signs 
abate gradually, even when the dosage is in- 
creased. 


TECHNIQUE OF THERAPY 


Before Thorazine or Serpasil therapy is 
instituted, the patient and the relatives should 
be informed of possible side-effects and in- 
structed to report immediately any pro- 
nounced change such as grippe-like symp- 
toms, chills and fevers, marked itching, 
anorexia, nausea, diarrhea, heavy darkening 
of the urine, or light-colored stools. These 
instructions prevented anxiety about such 
symptoms if they occurred and obviated un- 
necessary phone calls to the psychiatrist, and, 
as well, insured the early detection of ad- 
verse reactions to the drugs, especially jaun- 
dice in the patients on Thorazine, 

Thorazine is prescribed as follows: Neu- 
rotic and mildly disturbed psychotic patients 
are started on 25 or 50 mg. tablets t.i.d. or 
qi.d. The dosage is increased gradually until 
a therapeutic level for the individual patient 
is achieved. The patient is maintained at this 
dose schedule from 2 weeks to several 
months. When he appears to have obtained 
maximum therapeutic benefit, Thorazine is 
discontinued by reducing the dose gradually 
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over I to 2 months. In the event of a re- 
lapse, he is placed immediately on his previ- 
ous therapeutic dose. This is not always ef- 
fective and then larger doses are prescribed. 
If no favorable change occurs within one 
month, the drug is discontinued. In a few 
instances a patient’s symptoms recur as the 
dose is reduced. Such patients are placed on 
maintenance doses. Six patients, not included 
in this study, have been taking Thorazine for 
16 months without any observable adverse 
effects from this prolonged medication and 
with a preservation of improvement. 

Acutely disturbed patients are started on 
Thorazine orally or intramuscularly. For 
most patients 500 mg. daily for a week or 2 
is sufficient to produce a quiescent state per- 
mitting their discharge from the hospital. 
Since the dose of any drug must be individ- 
ualized some of the patients received as much 
as 2,500 mg. of Thorazine daily before their 
therapeutic level was reached. They were 
then treated in the same manner as less dis- 
turbed ones. 

Serpasil has one distinct advantage over 
Thorazine in that it is longer acting and may 
be prescribed in divided daily doses or the 
entire daily dose can be taken at one time. It 
is prescribed as follows: Neurotic and mildly 
disturbed psychotic patients are started on 
0.5 mg. or I mg. daily. Some patients take 
0.25 mg. after supper and h.s., and others 
take 1 mg: h.s. Since Serpasil is slower in 
taking effect than Thorazine, to prevent over- 
dosage, the dose is increased gradually, usu- 
ally weekly, until the patient’s therapeutic 
level is reached. He continues on this dose 
until he appears to have achieved maximum 
benefit. This period lasts from 2 weeks to 
several months and then the drug is discon- 
tinued by gradual reduction of the dose for 
I to 2 months. If a relapse occurs, the pa- 
tient is restarted on his previous therapeutic 
dose. If improvement does not result within 
1 month, even with increased doses, Serpasil 
is discontinued. As with Thorazine a small 
number of patients have required a main- 
tenance dose of Serpasil to prevent a relapse. 

Acutely disturbed patients are begun on 
5 mg. Serpasil orally and parenterally. Most 
patients respond to doses of 5 to 12 mg., al- 
though a few require 15 mg. daily for a week 
or 2 before they are subdued enough to leave 
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the hospital. Once the therapeutic level for 
the individual patient is obtained he is treated 
in the same manner as mildly disturbed pa- 
tients. 


RESULTS 


The therapeutic results obtained with 
Thorazine and Serpasil are indicated in Table 
1. Improved means recovery or symptomatic 
improvement to a degree that the patient is 
able to make a satisfactory home, work, and 
social adjustment. Unimproved means no 
change or a relapse after initial improvement. 

These drugs are most effective in the 
acutely ill patient, with symptoms due to 
enhanced central sympathetic excitability, re- 
gardless of the diagnosis or the duration of 
the illness. Chronically ill patients who have 
no anxiety and who accept their illness with 
a certain degree of complacency do not 
benefit from them. Likewise, depressed pa- 
tients who have no associated anxiety do not 
respond. Obsessive-compulsive patients often 
improve initially but with continued treat- 
ment relapse. These patients, in particular, 


TABLE 1 
DIAGNOSTIC GROUPINGS AND THERAPEUTIC RESULTS 
Thorazine Serpasil 
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vociferously object to the side-effects of these 
drugs and frequently refuse to take them. 
They build up intolerable anxiety because 
the side-effects interfere with the mainte- 
nance of their self-imposed standards. 

Thorazine and Serpasil make it possible to 
treat on an ambulatory basis many patients 
who would have otherwise had to be hospi- 
talized. In the few instances that hospitaliza- 
tion was necessary, patients could be ade- 
quately treated in a general hospital or a 
regular nursing home. After a week or 2 of 
hospitalization, these patients were treated 
in the office. Only in severe manic or schizo- 
phrenic reactions was committment to a psy- 
chiatric hospital necessary for a few weeks. 

Geriatric patients made satisfactory home 
adjustments while taking Thorazine or Ser- 
pasil. Without these drugs they would have 
been placed in nursing homes, or state or 
private psychiatric hospitals. With the drugs 
geriatric patients in nursing homes were able 
to remain there or return home instead of 
entering a psychiatric hospital. 

It should be emphasized that Thorazine 
and Serpasil are not specific for any psychi- 
atric illness. They cause symptomatic im- 
provement. They calm the excited, agitated, 
and anxious patient. As tension is reduced, 
the patient becomes less concerned with his 
symptoms and is not preoccupied with any 
particular train of thought or action, Obses- 
sions, phobias, and delusions may die out for 
lack of emotional reinforcement or are not 
verbalized because they do not concern the 
patient. Hallucinations very often persist 
but worry him less, 

Thorazine and Serpasil are not substitutes 
for psychotherapy. Patients treated with 
these drugs are better candidates for psy- 
chotherapy and seem to derive more benefit 
from it. Neither are they a substitute for 
insulin coma therapy or electroconvulsive 
therapy. They have not been of value in the 
treatment of the endogenous depressions. 
They are as effective as, and preferable to, 
ECT for quieting the disturbed patient, In a 
few instances these drugs replaced ECT en- 
tirely. Some patients who failed to benefit 
from ECT responded favorably to Thorazine 

or Serpasil. Combined Thorazine-ECT has 
minimized postshock anxiety and excitement, 
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THORAZINE FAILURES RE-TREATED WITH SERPASIL 
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and has reduced the number of electrocon- 
vulsive treatments required by patients(1). 

Therapeutic failures with Thorazine were 
treated with Serpasil and vice versa. Twenty- 
four patients who did not benefit from 
Thorazine were treated with Serpasil and 3 
of them improved (Table 2), Twenty-four 
who did not benefit from Serpasil were 
treated with Thorazine and 5 of them im- 
proved (Table 3). 

Combined Thorazine-Serpasil therapy was 
tried in 10 patients. This combination did 
not appear to be more effective than treat- 
ment with the individual drugs.. Combined 
therapy did cause more frequent and more 
marked side-effects, 

Therapeutic failure with either of these 
drugs may be due to inadequate dosage or 
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an insufficient period of treatment. It is 
certain that psychotics, especially schizo- 
phrenics, require larger doses for a longer 
period than do neurotics. This is most prob- 
ably due to a difference in metabolism be- 
tween the psychotic and the neurotic. 


SIDE-EFFECTS 


Thorazine and Serpasil have undesirable 
side-effects which are seldom troublesome or 
serious (Table 4). They occur more fre- 
quently with Serpasil than with Thorazine 
and patients complain more about the effects 
of Serpasil. However, they disappear when 
the drug is discontinued or the dosage re- 
duced. 

The most frequent complaint of patients 
taking Thorazine or Serpasil is a feeling of 
weakness, fatigue, or lethargy. This may be 
counteracted by prescribing Dexedrine, Rita- 
lin, Meratran, or Desoxyn. 

The more important idiosyncratic reactions 
to Thorazine are: (1) Obstructive jaundice 
—this occurred in 4 female patients in this 
series, an incidence of 3%. There was no 
correlation between the dosage of Thorazine 
and the onset of jaundice which appeared 
in every case within the first month of treat- 
ment. In all but one case, which persisted 
for a month, the jaundice cleared in 10 days 
after discontinuation of treatment. Subse- 
quent liver studies have not revealed any 


« TABLE 4 
SIDE-EFFECTS 

Thorazine Serpasil 
Jaundice sse ssasesresss as Yes No 
Parkinsonism ..... ‘poet Om Yes 
Dermatitis .....-- eves Yes No 
Photosensitivity .. Yes No 
Depression ..... Yes Yes 
Agranulocytosis Yes No 
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Weakness & fatigue . Yes Yes 
Aching arms & legs . Yes 
Tremulousness - Yes 
Eneuresis ....++++ ps Yes 
Dizziness ...secesssesees es Yes 
Headaches & sinusitis. . Infrequent Frequent 
Nasal congestion .....+++ Y Yes 
Dryness of mouth ....... Yes 
Miosis .....scscesesevess Yes Yes 
Constipation .......+++¢ Infrequent 
Dinethies .cecccveucsesa34 Yes 
Nausea & vomiting ....- Infrequent Frequent 
Altered erotic drives .... Yes Yes 


residual damage. Two of these patients were 
retreated with Thorazine and one became 
jaundiced again. (2) Dermatitis—8 patients 
(5.39%) developed an allergic dermatitis 
while on Thorazine. In 3 a generalized 
maculopapular eruption appeared and, in 5, 
localized rashes occurred. Two Clistin-RA 
tablets daily for 3 or 4 days relieved the 
dermatitis, which did not recur in spite of 
continued treatment with Thorazine. (3) 
Photosensitivity—2 men developed erythema 
of the face and neck whenever they were 
exposed to the sun, Clistin-RA tablets gave 
complete relief but had to be taken whenever 
these patients were so exposed. (4) Lactation 
—one non-pregnant, 28-year-old woman be- 
gan lactating 1 month after taking 100 mg. 
Thorazine daily. This ceased when the drug 
was discontinued but recurred when she was 
re-treated with Thorazine. (5) Parkinson- 
ism, depression, agranulocytosis—none of 
the patients in this series developed any of 
these reactions. The author has had one 48- 
year-old woman patient who developed 
agranulocytosis which responded to ACTH 
and antibiotic therapy. 

The more important idiosyncratic reactions 
to Serpasil are: (1) Parkinsonism—one pa- 
tient developed this reaction. It ceased when 
the Serpasil was reduced. (2) Nasal con- 
gestion and sinusitis—more than a third of 
the patients complained of nasal congestion 
which was most noticeable in the morning. 
(3) Visual disturbances—more than a third 
of the patients mentioned blurring of vision. 
This was frequently associated with dizzi- 
ness. (4) Tremulousness was mentioned by 
almost one half of the patients. Many found 
this especially annoying and some refused 
Serpasil because of it. (5) Nausea and yom- 
iting—12 patients complained of nausea 
especially in the morning. Four had vomit- 
ing in addition to nausea. The addition of 
Thorazine to the medication relieved this in 
all but 2 cases. (6) Diarrhea occurred in 
4 patients. It subsided with reduction of the 
dose of Serpasil. (7) Aching arms and legs 
—x6 patients mentionéd this side-effect. 
Edema of the ankles occurred in 3. (8) De- 
pression—z2 patients developed depressions 
with obsessive features, which remitted when 
the dose of Serpasil was reduced. (9) Lacta- 
tion did not occur in this series, although 
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one woman developed painful swelling of 
the breasts. 

Thorazine and Serpasil may cause a poly- 
phagia, polydipsia, and polyuria. The poly- 
phagia is accompanied by a gain in weight, 
which may be excessive. In this series weight 
gains ranged from 2 to 40 pounds, the men 
gaining an average of 10 pounds and the 
women an average of 13. Improved appetite, 
weight gain, and improved sleep were associ- 
ated with an improvement in the patient’s 
clinical condition. Epigastric distress, ano- 
rexia, weight loss, and insomnia occurred 
only in those patients who did not respond to 
these drugs. 


DISCUSSION 


In spite of the experience gained by this 
study, it is extremely difficult to establish 
positive indications for choosing Thorazine 
or Serpasil. The effects of these drugs are 
similar in many respects. Nevertheless, some 
patients will respond to the one and not to 
the other, irrespective of their symptoms. 
For the present it may be said that Thorazine 
should be prescribed for those neurotic pa- 
tients whose anxiety is associated with altered ? 
gastro-intestinal function, while Serpasil 


should be prescribed for those whose anxiety: 


is centered on the cardiovascular system. - 

The Funkenstein test is an accurate iri 
dicator of patients who will respond to 
Thorazine or Serpasil therapy (Fig. 1). 
Among our patients, those whose Funken- 
stein test results indicated enhanced central 
sympathetic excitability derived the most 
benefit from these drugs. Thus, patients who 
reacted with anxiety to adrenergic or cholin- 
ergic stimulation, responded to Thorazine 
or Serpasil. This reaction was seen most 
frequently in anxiety neurotics ; 88% of those 
treated with Thorazine improved and 81% 
of those treated with Serpasil. 

Thorazine and Serpasil have not been 
beneficial in depressions and they can cause 
depressions, which may remit after discon- 
tinuation of the drug. Some of the depres- 
sive reactions induced by these drugs did not 
remit spontaneously but did respond to ECT 
(2). Since both of these drugs are sympa- 
thetic depressants, theoretically they can 
cause an enhanced hypotensive response to 
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—— THORAZINB 
~= SERPASIL, 


BLOOD PRESSURE 


Ea 7 tee 


“DEPRESSION 


DOWN 4e DEFENSES ———— UP 


Fic. 1—Epinephrine injection causes varying 
degrees of elevation of the blood pressure, and 
may precipitate anxiety. Mecholyl injection causes 
varying degrees of lowering of the blood pressure; 
marked and prolonged lowering of the blood pres- 
sure by mecholyl is characteristic of depression. 
The defenses go up with anxiety and down with 
depression. 

A general shift upward on the graph indicates 
lessening of depression, lessening of blood pressure 
fall on mecholyl injection, increased reaction to 
epinephrine, alerting of the defenses, and possible 
precipitation of anxiety. A shift downward indi- 
cates relief of anxiety, lessening of reaction to 
epinephrine, increase and prolongation of blood 
pressure? ‘fall on mecholyl injection, lowering of 
defenses; ‘and, finally, possible precipitation of de- 
pression. 

The way in which Thorazine and Serpasil alter 
these psychophysiologic constellations is indicated 
by the solid arrows. (Modified from L. Alexander: 
Treatment of Mental Disorder; Philadelphia; 
W. B. Saunders, 1953. 


cholinergic stimulation, such as is found in 
depressed patients. In a previous study, 3 
patients developed depressions while taking 
Thorazine. Prior to the institution of Thora- 
zine therapy the Funkenstein test of these 
patients showed a normal response to 
Mecholyl. When the depression appeared the 
Funkenstein test showed a prolonged hypo- 
tensive response to Mecholyl. A third Funk- 
enstein test after Thorazine was discon- 
tinued, and the depression over, revealed a 
normal response to Mecholyl. In the present 
study 2 patients became depressed while tak- 
ing Serpasil. Their Funkenstein tests showed 
the same changes as did those of the patients 
who became depressed while taking Thora- 
zine. 
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SuMMARY AND CONCLUSIONS 


This paper reports the findings in the 
treatment of 300 nonhospitalized private psy- 
chiatric patients, 150 of whom were treated 
with Thorazine and 150 with Serpasil. Their 
illnesses were diagnosed acute and chronic 
psychoneuroses, schizophrenic reactions, 
manic-depressive reactions, senile psychoses, 
and character disorders, The technique of 
therapy, the therapeutic results, and the side- 
effects of these drugs are described. The 
psychophysiologic action of Thorazine and 
Serpasil as indicated by changes in the Funk- 
enstein test pattern of patients treated with 
these drugs is discussed. 

Thorazine and Serpasil are valuable addi- 


tions to the therapeutic armamenterium of 
the private practicing psychiatrist. Properly 
utilized, these drugs can: (1) increase the 
number of patients who may be treated in 
the office; (2) shorten the period of hos- 
pitalization, or make hospitalization unnec- 
essary, thereby reducing the admissions to 
our overcrowded state psychiatric hospitals; 
(3) replace or reduce the need for electro- 
convulsive therapy ; and (4) reduce the cost 
of psychiatric care. 
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TREATMENT OF HYPERKINETIC EMOTIONALLY DISTURBED 
CHILDREN WITH PROLONGED ADMINISTRATION 
OF CHLORPROMAZINE! 
HERBERT FREED, M.D., ann CHARLES A. PEIFER, B. S.? 
PHILADELPHIA, Pa, 


The observation that overactivity in all 
types of mental disorders in adults was re- 
duced by the administration of chlorproma- 
zine? suggested its use in the treatment of 
hyperkinetic, emotionally disturbed children. 
At present a review of the literature sug- 
gests certain areas of agreement that are 
pertinent to this paper. Following exhibition 
of the drug: (1) There is a reduction of 
overactivity in all types of mental states(8, 
14, 6, 10). (2) The adventitious movements 
in neurological cases are also reduced if not 
removed(5, 17). (3) There is production 
of a state of psychic indifference(3) in which 
while the individual says he “couldn’t care 
less,” he is still capable of sustained at- 
tention, reflection, and concentration(14). 
(4) “Deconditioning” takes place in rats 
treated with chlorpromazine(16, 1). 

At this point the question may justly be 
asked, “Why use such a potent drug on 
these children instead of psychotherapy?” 
Fundamentally, the chief reason was the need 
to improve a situation, such as individual 
misbehavior in a school room where the au- 
thorities could use only limited controls in 
dealing with the student. Twenty of these 
children( 80%) were either illegitimate or 
came from broken homes. Psychotherapy 
with the remaining parent was therefore, for 
economic or other reasons, impossible, 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2The authors are respectively chief, Research 
Unit Child Psychiatry Clinic, and former psycholo- 
gist, Philadelphia General Hospital, now psycholo- 
gist, Board of Public Education. Philadelphia Gen- 
eral Hospital. 

8 10- (3-dimethylaminopropy1) - 2-chlorphenothia - 
zine hydrochloride was supplied as Thorazine 
through the courtesy of Mr. C. W. French, Smith, 
Kline & French Laboratories, Philadelphia, Pa. It 
was originally developed in France by Rhone- 
Poulenc Special Laboratories, who market it abroad 
and in Canada as Largactil. We also wish to ex- 
press our gratitude to the many teachers and coun- 
selors of the Philadelphia Public School System 
who cooperated in this study, 
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PROCEDURE 


Twenty-five children, 20 male and 5 
female, ranging in age from 7 to 15 years 
were treated from 4 to 16 months. They 
had been referred usually by the school 
authorities. While all were overactive and 
apparently emotionally disturbed, almost half 
were combative with their classmates or 
teachers, Five had not been allowed to re- 
turn to school. From a diagnostic classifica- 
tion, 18 exhibited primary behavior disorders, 
2 were classified as psychoneurotic, 2 as 
ambulatory schizophrenics, and 3 as reactive 
behavior disorders associated with organic 
brain disease, 

Initially a battery of psychological tests 
was given. It comprised the Wechsler Intel- 
ligence Scale For Children, Wide Range 
Achievement Test, Rorschach Test, Chil- 
dren’s Apperception Tests or Symonds Pic- 
ture Test, House-Tree-Person Test, Bender- 
Gestalt Test and, in some cases, the Vineland 
Social Maturity Test. This battery was re- 
peated at the termination of the reported 
period of observation. ; 

Electroencephalographic studies were car- 
ried out whenever the patients would co- 
operate. Because of one report suggesting 
hematologic changes in adults(3), sequential 
complete blood counts were done. 

The patients were then usually started 
on doses of chlorpromazine of 25 mg. orally, 
tid. The suitable dose was then determined 
empirically by the behavioral responses, 
maintaining the child in a calm state without 
undue drowsiness. The desirable doses were 
found to range from 10 to 250 mg. daily. 
The large majority (92%) of these children 
were not given any formal psychotherapy; 
e.g., play therapy, in addition to the medica- 
tion. However, superficial therapy was neces- 
sarily instituted in the relationship therapy 
that developed from regular contacts both 
with the children and parent or surrogate, 
who reported on changes in behavior, etc- 
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Behavioral observations were made not 
only by the authors and parents but also by 
the teachers and school counselors who co- 
operated fully in the study. An effort was 
made to evaluate properly the effect of the 
drug by the utilization of placebo therapy 
during some interval of treatment extending 
from 4 to 6 weeks. Full realization of the 
occasional effect of placebo therapy alone 
was kept in mind. 


OBSERVATIONS 


Improvement was evaluated on the basis 
of: (1) changes in antisocial behavior in 
school; (2) behavior in home environment ; 
(3) school achievement; (4) the psycho- 
logical test battery. Improvement was ob- 
served in 21 patients (849%). The behavioral 
improvement was marked in 18 cases (72%). 
The outstanding manifestation was the les- 
sening of overactivity, ranging from rest- 
lessness to combativeness. The children 
spontaneously commented that they did not 
fight anymore. This was confirmed by the 
teachers who added that these children were 
now more cooperative. 

The faculty for learning was reported as 
improved in the majority of cases and 
markedly improved in 5 (20%). Two chil- 
dren who had been excluded from school 
were returned and have continued to make a 
satisfactory adjustment. Another outstand- 
ingly hard to manage child, J.L., has accepted 
a visiting teacher to his home and his im- 
provement has been so marked that his case 
is given below in greater detail. 

J. L., white male, aged 11, had been ill for 4 years 
with symptoms characteristic of schizophrenia. 
There was restlessness and unpredictable combative- 
ness in school associated with bizarre mannerisms 
and masochistic behavior at home. He was sus- 
pended indefinitely after trying both the parochial 
and the public schools. Five months of psycho- 
therapy at St. Christopher’s Hospital was termi- 
nated by his combativeness toward the therapist. 
The patient’s mother was also considered an am- 
bulatory schizophrenic, paranoid type. He was then 
referred by the juvenile division of the municipal 
court to our clinic after tentative arrangements had 
been made for placement in a state hospital. He 
was placed on chlorpromainze medication, 100 mg. 
daily and seen on an average of once per 10 days 
for the next 8 months. 

His behavior in the clinic and at home improved 
significantly. He was able to make a much better 
play adjustment with neighborhood children. A 
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comparison of the battery of psychological tests 
before and after this course of treatment is instruc- 
tive. That given before treatment required 3 days 
to complete; that administered after, 3 bours. The 
L.Q.’s were the same—87. The memory spans, how- 
ever, changed, showing marked improvement. Be- 
fore it was 4 digits forward and none in reverse. 
After, it was 7 forward and 3 in reverse. Both 
Rorschach’s showed him to be psychotic with the 
potential for uncontrolled and explosive behavior, 
P. responses increased from 1 to 4 and there was an 
absence of bizarre and contaminated responses pres- 
ent initially. Fk responses appearing in the sec- 
ond test would suggest development of awareness 
of his problem. The FM responses showed dimin- 
ished hyperkinetic activity in this content. Finally, 
the Wide Range Achievement Test showed reading 
to be 1.4, spelling, 1.5, and arithmetic 3.1; the pre- 
vious readings all being at the baseline of 1.0. 


The comprehensive picture obtained from 
the study of the retest results outlined certain 
conclusions and suggested other trends in 
personality functioning: (1) The basic char- 
acter picture remained the same, the same 
types of defenses were utilized, and the 
core conflicts persisted. (2) Although the 
intelligence quotients were significantly un- 
changed, there was usually evidence of im- 
proved intellectual functioning (increase in 
F responses, M. replaces FM responses). 
This had to be evaluated with an apprecia- 
tion of the changes that can be expected in 
the normal intellectual growth of the child 
in contrast with the findings in the disturbed 
child. The norms reported by Ames et al.(2) 
and Ford(g) were used. (3) Facilitation of 
the learning process is suggested by improve- 
ment in the Wide Range Achievement Test 
and in the memory spans. (4) There is a 
trend toward greater self-acceptance and an 
associated urging toward closer interpersonal 
relationships. (5) Trends were also noted in 
the strengthening of emotional controls both 
quantitatively and qualitatively, e.g. Ror- 
schach responses scored as evidences of 
hostility were replaced by those indicating 
only aggression, e.g. fighting cats were re- 
placed by crawling cats. 

Drowsiness was the chief side effect noted. 
Seven children (27%) complained of it at 
some time during therapy. As might have 
been expected, both the parents and teachers 
were so much relieved by the comparative un- 
deractivity in contrast with the previous dis- 
turbing overactivity that sleeping in class was 
rarely a complaint by the teacher. Signifi- 


24 CHLORPROMAZINE TREATMENT OF CHILDREN 


cantly, drowsiness never interfered with play. 
One boy of 12 with a diagnosis of primary 
behavior disorder, who did complain of oc- 
casional nightmares, was finally standard- 
ized on a single dose of 10 mg. at night. This 
very small dose resulted not only in the 
establishment of a more wholesome sleep 
pattern free of nightmares, but also in a 
more relaxed and productive routine in 
school. This small dosage was unique. The 
average dose which did not produce drowsi- 
ness was 25 mg. t.i.d. We came to the con- 
clusion early that children required larger 
doses in proportion to the body weight than 
had been suggested initially, and that un- 
desirable side effects were minimal when 
compared with the findings in adults, The 
only other possible by-effect was a localized 
itching macular eruption which appeared in 
2 colored children. The drug was discon- 
tinued temporarily and the eruptions sub- 
sided. One was subsequently attributed to 
sensitivity to a local atopen and drug treat- 
ment was renewed. The sequential complete 
blood count studies did not reveal any sig- 
nificant abnormal responses. 

In 5 patients enuresis had been one of the 
complaints. Improvement in this symptom 
ranging from diminution to complete ces- 
sation was reported in each of the patients, 
No explanation is offered at this time. It is 
our impression that the improved mother- 
child relationship was a more potent mitigat- 
ing factor than possible alterations in the 
autonomic innervations to the genito-urinary 
tract. 

The responses to placebo medication were 
interesting in that 5 patients continued to 
maintain their improved status while on 
placebo. This raises the important question, 
“To what extent can the positive response 
be attributed to the development of a thera- 
peutic interpersonal relation resulting from 
kindly attention from a therapist, school 
counselor and, possibly, others in the child’s 
environment?” The observation was fre- 
quently made that while the child would 
insist that there was no change in his be- 
havior and adjustment during the placebo 
phase, a return of the restlessness of the 


hyperkinetic aspect was observable to the 
therapist. 


An outstanding case was a 15-year-old boy with 
a diagnosis of ambulatory schizophrenia. The sig- 
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nificant clinical manifestations were multiple tics 
of the upper half of the body associated with ideas 
of reference and occasional hallucinations of a 
mildly threatening nature. The ideas of reference 
and hallucinations were relieved initially. The tics, 
essentially magical defense gestures, then were 
largely controlled. On placebo medication the tics 
first reappeared and then the patient began again to 
complain of the same type of ideas of reference. 


Discussion 


Tt has been suggested that the development 
of chlorpromazine has ushered in a new era 
in psychiatric treatment. We would seem 
to have a therapeutic adjuvant which will re- 
lax the apprehensive subject. immobilize the 
hostile one, and simultaneously make them 
receptive to verbalization, or at least not 
produce a clouding of the sensorium. A 
number of reporters(14, 19, 13) believe that 
the drug does permit “sustained psychothera- 
peutic rapport.” 

There is now evidence from the reports 
of Hiebel et al.(12) and Terzian(18) that 
this type of response can possibly be ex- 
plained by the effect of chlorpromazine on 
the reticular, activating system of Magoun 
which controls the reaction of arousal. This 
reaction can be considered a continuum of 
behavior which extends from the sham rage 
reaction of Bard through hypervigilance and 
ordinary alertness to stupor and deep coma. 
Magoun(15) describes this system as having 
an all-over effect on consciousness because 
when activated it also exerts pronounce 
facilitory influences on lower motor outflows 
so that it functions normally both to pro- 
mote central alertness and to facilitate motor 
behavior. Animal experimentation offers evi- 
dence that chlorpromazine produces a “medi- 
camentous hypophysectomy,” i.e., chlorpro- 
mazine “blocked the hypophyseal reaction to 
aggression” (4). 

We suggest the possibility that activation 
of this system is the neurophysiologi 
mechanism which gives rise to the primitive 
behavior we have labeled the fight-fligbt 
response. The drug seems to moderate the 
intense fight or flight responses to new situa- 
tions. If such is the case, we have at last 
been able to exhibit a drug that alters such 
primitive behavior and also makes the patient 
available for psychotherapy. 

e responses to placebo medication alone 
(20, 11) and the positive changes noted 1” 
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both behavioral and psychological test re- 
sponses suggest to us that the interpersonal 
relationships and their modifications are at 
the core of therapy. Further observations 
on the diminution of anxiety and tension in 
these patients, in both clinical and psycho- 
logical aspects, are being pursued. Certainly 
the quieter child makes less demand on the 
environment. Parental giving is more freely 
offered when placidity abounds. Learning is 
facilitated when teachers are not frustrated. 
The degree to which tension is lessened, 
perception and memory improved, etc., by 
the basic neurophysiologic changes, must be 
determined. Realizing that the reserpine 
fraction of Rauwolfia serpentina has also 
been found effective in a wide range of dis- 
turbed patients although the neurophysio- 
logic responses differ somewhat from those 
of chlorpromazine (7), it was decided to treat 
a comparative series of children with reser- 
pine. This study will be reported later. 
We emphasize that therapy was a “com- 
bined procedure” in which the drug effects 
were facilitory to the interpersonal relation- 
ship which was established. It is thus comple- 
mentary to psychotherapy when emotional 
growth ensues. There are indications that the 
drugs like chlorpromazine, reserpine, and 
LSD 25, may have helped initiate a new era 
in psychiatry, the era of combined therapy 
where drug therapy and psychotherapy are 
complementary to each other. 


SUMMARY AND CONCLUSIONS 


Twenty-five hyperkinetic, emotionally dis- 
turbed children were treated with chlorpro- 
mazine for periods lasting from 4 to 16 
months. They also served as their own con- 
trols by receiving placebo medication for 4 to 
6 weeks during some phase of treatment. Re- 
sponse was determined from the following 
observations: (1) Clinical changes noted by 
the clinic staff which included the social 
worker and psychologist as well as the thera- 
pist; (2) data from the home environment; 
(3) reports from the school counselors ; (4) 
changes in the battery of psychological tests 
done before and after treatment. 

Improvement in varying degrees was noted 
in 21 cases—84%, and was marked in 70%. 
Diminution in hyperactivity was the out- 
standing phenomenon, Combativeness was 
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reduced considerably. There was definite im- 
provement in willingness to learn. 

The psychological testing suggested that 
the learning process was facilitated, Trends 
toward increased emotional control were evi- 
denced although the basic personality seemed 
unchanged. 

The procedure was effective because an 
“improved interpersonal relationship” could 
be established and exploited for the sake of 
the learning process. 

The side effects were minimal compared 
with those of adults and did not necessitate 
the termination of treatment in any case, 
Sequential blood count studies were negative. 

It is suggested that, perhaps for the first 
time, we have a drug which dampens the 
primitive fight-flight responses, possibly actu- 
ated by the “arousal system” of Magoun 
(15). It is further suggested that by con- 
trolling this basic mechanism without impair- 
ing consciousness and the learning process, 
we can now do more effective psychotherapy. 

We seem to have entered the era of “com- 
bined therapy” where drug therapy and psy- 
chotherapy are complementary and can be 
combined to change the personality most 
effectively. 
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DISCUSSION 


Tuapveus P, Krusu, M. D. (Waltham, Mass.). 
—Some time ago a professional worker curious 
about our work with children on an inpatient basis, 
spoke to one of our residents, and, in tones of 
mildly horrified disapproval said, “I understand 
that Doctor Krush uses drugs in the treatment of 
the children at the Met,” to which she received the 
answer, “Why yes, we do.” After a moment’s 
hesitation, she condescendingly excused us with the 
temark, “Oh, but then I suppose he has to; they 
have such sick children out there.” 

It is, of course, true that we do receive children 
under 16 years of age having the most severe 
behavioral disturbances in the Commonwealth, and 
I sometimes grow weary trying to clarify the point 
that as physicians we have a wide range of thera- 
peutic agents at our command. 

It may be redundant to mention it, but it seems to 
me that we utilize a therapeutic agent, be it psy- 
chotherapy, drug, or whatever, to produce an effect 
modifying the reaction of the patient, or patients, 
with whom we are working; and, that treatment is 
planned, not so much on the basis of exclusion until 
only the most drastic measures remain for the most 
disturbed, but as an expression of opinion on the 
part of the physician as to what is needed to pro- 
mote a state of health or to meliorate the ravages 
of a continuing state of disease, Varying forms of 
psychotherapy and medications are not mutually 
exclusive of one another, but frequently lead to 
more rapid progress with the patient and his human 
constellation than might be expected if anyone were 
used singly. 

I therefore read this paper with considerable 
interest and pleasure. Inasmuch as Doctor Brian 
Hunt and I have been conducting a similar study 
during the past 4 months with 58 hospitalized chil- 
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dren, I should like to draw from our brief experi- 
ence with chlorpromazine (Thorazine) comment 
relevant to the paper under discussion: 

We especially confirm the clinical impressions of: 
(x) A greater self-acceptance on the part of the 
patient toward his problems; with a trend toward 
improved interpersonal relations; (2) a strengthen- 
ing of emotional controls; (3) the best results, in 
the nonpsychotic group, were obtained with those 
children having hyperactivity as a more important 
clinical manifestation; (4) the transient nature of 
the drowsiness. 

At the start of our trial run the pills were pre- 
sented to each child as “a means of helping you to 
get along better.” During the first day the chil- 
dren, as they were able to compare observations, 
got the idea that these were actually vitamins to 
pep them up and a large number became much more 
active whether on placebo or drug. On the second 
and third day word got around that they were 
getting a sleeping medicine and a large number of 
the children spent much of these 2 days asleep or 
dozing, again unrelated to whether placebo or drug. 

While the basic problems of the patient remain 
the same unless psychotherapeutically manipulated, 
a more florid expression of the illness (marked 
regression in latent schizophrenia, marked depres- 
sion in strongly hostile and aggressive character 
disorders) is occasionally encountered. 

Continuing blood studies have revealed no re- 
markable changes, but in addition to the drowsiness 
and one urticarial reaction, we have encountered 
3 cases of mild edema (two face, one ankles) and 
in 2 other instances reactivation of seizures, both 
having an increase in number of seizures. Our 
range of medication spanned from 50 mg. to 600 
mg. per day. : 

We should be interested in further observations 
regarding the “facilitation of learning” effect; 
whether any further side reactions are’ encountered. 


RESPONSE TO THE FOREGOING 


In answer to the questions of Dr. Krush, we did 
not observe any further side reaction than we have 
reported above. 

In our opinion the facilitation of learning was 
shown by: 

(1) The increase in the Wide Range Achieve- 
ment Test in all 13 patients who were studi 
for longer than 6 months to a degree that was 
greater than might be expected in the normal course 
of events; (2) by the improvement in the memory 
span in many cases, an effect which should improve 
the “climate for learning”; (3) the reports of the 
teachers and councilors of the improvement 1 
grades of the students. 


THE USE OF ELECTROENCEPHALOGRAPHY IN DIFFERENTIATING 
PSYCHOGENIC DISORDERS AND ORGANIC BRAIN DISEASES ** 


PHILIP S$. BERGMAN, M.D., ano MARTIN A. GREEN, M.D. 
New York Crry 


A common problem in neuropsychiatry is 
the patient who presents features that sug- 
gest either a psychogenic disorder or organic 
disease of the brain. It is often impossible 
to make this distinction on clinical grounds 
alone, and the problem is further complicated 
by the fact that a single patient may have 
both. The EEG is called upon in this matter 
so frequently that such material forms the 
bulk of private EEG practice and of some 
psychiatric hospitals. This paper analyzes the 
accomplishments of electroencephalography 
in this respect. 

The type of material to be considered falls 
into a few well-known categories. First, and 
probably most common, is the problem of dif- 
ferentiating seizures from attacks of hysteria, 
syncope, panic, and other psychogenic symp- 
toms. Second, there are patients with psychic 
or neurologic symptoms who may or may not 
have accompanying structural disease of the 
brain, The third group consists of patients 
who are known epileptics and who are in- 
vestigated for personality changes or anti- 
social behavior. The question asked is, are 
these new „developments part of an organic 
syndrome or is there a coincidental associa- 
tion of 2 separate disorders? Lastly, the 
EEG is used as a research tool to clarify 
some entities of uncertain cause, such as 
childhood schizophrenia, psychomotor sei- 
zures, and night terrors in children. 

Fundamental to the consideration of this 
question is the criteria of abnormality which 
are used. It is common practice in electro- 
encephalography, illogical as it may sound 
when presented in this way, to consider a sig- 
nificant proportion of healthy subjects as 
haying abnormal records. Not only is this 
point of view unacceptable logically or by 
analogy with other clinical and laboratory 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 From New York University College of Medicine, 
Bellevue Hosiptal (III Division) and the Mount 
Sinai Hospital, New York. 


tests (it makes “unusual” and abnormal” 
equivalent), but it leads to an impossible 
situation when dealing with the problems 
considered here. It is generally agreed that 
many abnormal brains generate normal 
brainwaves. If we also accept the proposition 
that an appreciable number of normal people 
have abnormal EEG’s (that is, using “loose” 
criteria of abnormality), then the test can 
neither include nor exclude organic disease 
of the brain with certainty. On the other 
hand, a system of classification which con- 
siders all normal subjects as having normal 
EEG’s (strict criteria), will be of much 
greater diagnostic value, since an abnormal 
record inevitably points to disease. Its dis- 
advantage, of course, is that it will miss cases 
of organic disease, but no conceivable system 
can avoid this in the present state of our 
knowledge of neurophysiology. If strict cri- 
teria for abnormality are used, the EEG can 
be of great value in differentiating hysterical 
attacks and seizures, since an abnormal 
record signifies the presence of organic dis- 
ease. A report of an abnormal record, if 
made on loose criteria of abnormality, may 
cause untold harm to a patient in the form 
of social stigmatization, the performance of 
unnecessary, painful, and expensive neuro- 
logical investigations, and unwise decisions 
by employers and the courts. Conversely, 
it is all too common practice to consider that 
a normal record excludes a seizure disorder 
and the patient may be deprived of simple 
and effective treatment. 

The percentage of normal records in frank 
seizure disorders varies from one observer to 
the other. Gibbs(1), for example, cites any- 
where from 5% to 55%, depending bey = 

e or es of seizures present. in ou 
g T, (“strict” criteria), 45% of the 
patients with undisputed seizures had normal 
records. A normal record, then, does not ex- 
clude seizure disorder, nor even make it im- 
probable. Obviously, clinical judgment far 
exceeds the capabilities of electroencephalog- 
raphy in this respect. 
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28 EEG IN DIFFERENTIAL DIAGNOSIS 


Even if the EEG is taken during an attack, 
some seizures may be accompanied by a 
normal record. When unilateral seizures were 
induced by electric currents as a form of 
shock therapy, the EEG was characteristi- 
cally unaffected, even in the immediate post- 
convulsive state with hemiparesis and occa- 
sionally other localizing neurologic signs. 

Occasionally, a diagnosis of seizures can 
be made by the EEG where a psychogenic 
cause was considered almost certain, and 
these rare examples are often given dispro- 
portionate emphasis when electroencephalog- 
raphy is criticized. The following cases are 
illustrations 


A 19-year-old-girl suddenly became disoriented 
and “confused.” Her answers to questions about 
orientation and calculation were approximately cor- 
rect in a manner suggesting a psychogenic disorder. 
The history of her past behavior and personality 
also indicated a neurotic disorder. However, an 
EEG taken during a period of confusion showed con- 
tinuous 3 to 4-cycles-per-second spike-wave activity 
(Fig. 1). This disappeared 24 hours later con- 
comitant with clearing of the sensorium. Records 
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taken several days later showed no abnormality 
and none could be provoked by the usual methods. 

In another instance, a 9-year-old girl had focal 
seizures on request and showed many other features 
of emotional disturbance. She never lost conscious- 
ness and the seizures were considered psychogenic, 
However, during a seizure there were synchronous 
runs of slow activity (Fig. 2A) and after the sei- 
zure ended the record showed a focal abnormality 
corresponding with the focal characteristics of the 
seizure (Fig. 2B). 

However, it is erroneous to generalize on 
these examples, Every day, psychogenic ill- 
ness is being diagnosed as seizure disorder 
because of the finding of an EEG that is un- 
usual, but still within normal limits. Some 
day, we may have to consider as organic 
disease much that we now call psychogenic, 
but there is insufficient evidence for this at 
present. Any detached analysis of the EEG 
will show these “unusual” records are no 
more common in psychiatric material than in 
the normal population. 

In the second group, we have the prob- 
lem of evaluating signs and symptoms which 
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Fic, 1.—This 3- to 4-per-second spike-wave activity was uninterrupted for at least 18 hours, while the 
patient showed features strongly suggesting a psychogenic disorder. 
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may either be psychogenic or caused by 
structural disease of the brain. A common 
example is the so-called post-concussion syn- 
drome. Using “loose” criteria of abnormal- 
ity, a large proportion of such patiénts show 
abnormal records, and the symptoms are 
then presumed to be the result of brain dam- 
age. However, identical records also occur 
in normal persons, making such a presump- 
tion highly questionable. Of course, many 
patients who have suffered a brain injury will 
have changes in the electrical pattern for 
varying periods. However, in our experience, 
the presence or absence of such changes had 
no relation to the symptoms. As a matter 
of fact, normal records were the rule in the 
postconcussion syndrome, whereas some of 
the most abnormal records occurred in pa- 
tients who had no symptoms at all. Since 
many employers, the courts, and boxing com- 
missions place great reliance upon EEG find- 
ings, the method has, in our experience, led 
to more, rather than less, confusion. For 
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example, a previously capable boxer was 
being knocked down too many times and was 
suspected of a brain injury. Although the 
EEG was normal, there was good clinical 
evidence that a brain stem lesion was causing 
his lack of skill by producing double vision 
and ataxia. Because of the normal EEG, 
however, he was permitted to continue 
boxing. 

It might appear that the EEG would be 
useful in distinguishing patients with hys- 
terical hemimotor and hemisensory syndromes 
from patients with similar defects as the 
result of brain disease. The criteria used 
for hysterical motor weakness are: (1) a 
gradual waning of power when only slight 
strength is applied by the examiner in at- 
tempting to move an actively fixed portion 
of the extremity ; (2) equal weakness at all 
joints of the extremity; (3) a discrepancy 
between the weakness demonstrated during 
examination and the ability to perform com- 
plex spontaneous movements. A hysterical 
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hemisensory syndrome is manifested by uni- 
laterally decreased vision, hearing, smell, and 
taste as well as the superficial sensory mo- 
dalities and vibratory sensation. A sharp line 
of transition occurs at the midline of the 
head and trunk. In a recent study of such 
patients(2), approximately 50% were found 
to have underlying organic nervous system 
disease upon which the hysterical phenomena 
were superimposed. In some, an abnormal 
EEG was the only indication of cerebral dis- 
ease. These observations should be con- 
sidered together with the fact that many pa- 
tients with obvious cerebral lesions have 
normal EEG’s. The conclusion is that the 
diagnosis of hysterical neurological signs 
must be made from clinical evaluation and 
not on the basis of the EEG. 

It is occasionally difficult to distinguish 
catatonic schizophrenia from stupor due to 
cerebral lesions or the so-called “coma vigil,” 
in which the patient is apathetic and with- 
drawn but has his eyes open and lacks the 
usual autonomic signs of coma. Although an 
abnormal EEG can solve this problem, both 


types of patients often give records so full 
of artifacts that they cannot be interpreted. 
A particularly vexing problem, common 
in psychiatric hospital practice, is the assess- 
ment of behavior disturbances in epileptics. 
A person with known convulsions commits 
acrime, for example. The problem that EEG 
is expected to solve is, was the criminal act 
committed in the course of a seizure or its 
attendant disturbances of consciousness of 
were the motivations those of an ordinary 
criminal? Obviously, the presence or absence 
of abnormal electrical activity at a later date 
has nothing to do with the case, and the 
decision must be made on other grounds. 
The EEG is also being used to contribute 
to our knowledge of certain disorders of un- 
certain nature, such as childhood schizo- 
phrenia, psychomotor epilepsy, autonomic 
fits and night terrors in children. Kennard 
(3) studied the EEG patterns in 176 schizo- 
phrenic children and found that 68% had 
records considered abnormal. However, 707 
of all children admitted to Bellevue Psych! 
atric Hospital had abnormal records accor 
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ing to the same criteria. In our own experi- 
ence, it is impossible to differentiate the 
EEG’s of schizophrenic children from those 
of normals of the same age. Furthermore, 
Bender(4) states that almost all childhood 
schizophrenics continue as schizophrenics in 
adult life with the same clinical picture as 
adult schizophrenia. Yet the EEG’s of adult 
schizophrenics are characteristically normal, 
provided those with seizures and those who 
have received electric shock therapy are 
eliminated. 

Psychomotor epilepsy is receiving a great 
deal of attention, particularly with regard to 
surgical treatment, Yet psychomotor epilepsy 
is often diagnosed because of the presence 
of certain EEG findings and there is not a 
clear-cut clinical picture in many cases. It 
is possible that a form of circular reasoning 
is involved here. Gibbs and Gibbs(5) report, 
for example, on the occurrence of repetitive 
positive spikes at 6 and 14 cycles per second 
as an indicator of psychomotor or other sei- 
zures. Yet these patterns also occur in normal 
persons, and such normal subjects may then 
have psychogenic disorders misdiagnosed as 
seizures, 

It is a fact that even the most prominent 
features of the EEG, the alpha waves and 
the slow waves of disease and of childhood, 
are not yet understood from a physiological 
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point of view. In view of this, the EEG as 
a diagnostic method must stand or fall on its 
clinical correlations alone. If these correla- 
tions are poor, any conclusions reached are 
liable to be misleading and may retard the 
progress of research rather than advance it. 

Finally, the EEG, like most laboratory 
procedures, is looked upon by the general 
public and a large part of the medical profes- 
sion as an accurate measuring instrument, 
relatively free of human bias, and therefore 
to be highly respected. It is, unfortunately, 
far from this, and its judgments are only as 
good as those of the interpreter of the record. 
In rare cases, it may mean the difference be- 
tween good and bad management of a case, 
but in general it is less accurate than even a 
fair clinician and has occasionally led other- 
wise good clinicians astray. 
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TRANSORBITAL LOBOTOMY VERSUS ELECTROCONVULSIVE 
THERAPY IN THE TREATMENT OF MENTALLY ILL 
TUBERCULOUS PATIENTS 
SYLVIA CHENG, M. D.; 1 H. SINCLAIR TAIT, M. D.; * ano WALTER FREEMAN, M.D., Pu. D3 
Weston, W. Va. 


The management of mentally ill tubercu- 
lous patients presents some problems of 
major difficulty, Chief among these are the 
inability to rest well, and the refusal of food. 
The impossibility of training the patient in 
hygienic habits is a cause for concern be- 
cause of the likelihood of infecting other pa- 
tients or personnel, Disturbed patients make 
poor candidates for any but the simplest 
surgical procedures, Thus tuberculosis makes 
Serious inroads upon the patient population 
in a mental hospital in spite of the newer 
chemotherapeutic methods that have proven 
so effective in nonpsychotie subjects. 


ELECTROCONVULSIVE THERAPY 


Electroshock therapy has been used almost 
universally in the control of disturbed psy- 
chotic patients. Not only does it relieve tor- 
menting thoughts, but it seems to work in 
almost specific fashion on the symptom of 
depression. When patients have been brought 
under control by this treatment they eat well, 
sleep well, and cause much less disturbance 
than before the treatment. Their cooperation 
in treatment is usually greatly enhanced. 
Hence this treatment has been of great value 
in the management of chronically disturbed 
psychotic patients. However, electroshock 
therapy has definite dangers when admin- 
istered to psychotic patients who are suffer- 
ing from tuberculosis, Jeftoft(5) noted 
spreading of the tuberculous infection in 12 
of 56 tuberculous patients, involving not only 
the other lung but also other parts of the 
body. Kalinowsky(7) mentioned a number 
of pulmonary complications of electrocon- 
vulsive therapy including abscess, gangrene, 
and bronchopneumonia. Dramatic instances 
of rapid onset of tuberculosis, generalized 
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dissemination, and tuberculous pneumonia 
were noted. Altschule and Tillotson(1), Will 
and Duval(10), Kaldeck(6), and Peacock 
and Domancic (8) have confirmed these find- 
ings; on the other hand. Pleasure(g) seems 
to minimize the dangers when active chemo- 
therapy accompanies the electroshock ther- 
apy. 

Phe sudden onset of a violent convulsion 
with powerful contraction of the chest 
muscles followed by vigorous deep breathing 
would seem to favor the dissemination of 
pulmonary tuberculosis, particularly in the 
presence of cavitation. The softening of the 
muscular contractions by curarizing drugs 
presents other dangers by reducing respira- 
tion and leading to apnea and cyanosis. 

In the tuberculosis unit of Weston State 
Hospital during the years 1949 to 1952, 153 
patients with tuberculosis were treated by 
electroshock therapy. In 116 cases the tu- 
berculosis was in the arrested stage. Treat- 
ments were given twice weekly as needed to 
control excessive activity, averaging 24 con- 
vulsions per patient, with extremes ranging 
from 3 to 102 during the treatment year. 
Routine chest x-rays were made every 3 to 6 
months plus frequent fluoroscopic examina- 
tions. By the end of the year 20 of these 116 
patients showed reactivation of the tuberculo- 
sis. Fourteen showed additional infiltrations 
near the stabilized or apparently arrested le- 
sions. Six other patients developed immediate 
and alarming complications. One of „these 
died of miliary tuberculosis and meningitis ; I 
patient had a severe hemorrhage ; 2 EEG 
suffered pneumothorax ; and 2 others Shute: 
rapid spread of the tuberculosis with loss 0 
control by collapse therapy. These complica- 
tions could definitely be attributed to the 
electroshock therapy. Spreading infection 
in the other cases as found by x-ray might 
have occurred without shock therapy since 
spontaneous relapses occur in tuberculos!s 
even under optimal conditions. However, 
the association of shock therapy with relight- 
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TABLE 1 


Evrecrs or Tuezarevtic Execrnosmoce vron 
Putmonary Tusracutosis 
Reactivation or progression 
Death from tuberculosis 
Pneumothora. 


ing of the tuberculous infection occurred too 
often for complacency. 

In addition to the 116 patients with ar- 
Tested tuberculosis, there were 37 others who 
because of their violent behavior were sub- 
jected to electroshock therapy in the hope 
of bringing them into a more cooperative 
State for the administration of other treat- 
ments. At the end of the treatment year 12 
patients showed progression of tuberculosis, 
7 showed improvement in the pulmonary con- 
dition, and 18 showed no essential 4 

The effects of electroshock upon tubercu- 
ee psychotic patients are shown in Tables 
I 2, 


Our experience shows that the advantages 
obtained by shock therapy still outweigh the 
dangers; nevertheless, the treatment does 
not always produce lasting effects upon the 
psychosis, and it may cause permanent dam- 
age. Close{2) emphasizes careful weighing 
of the expected advantages against the risks. 
As a consequente, electroshock therapy is no 
longer used in cases of active tuberculosis. 
In arrested cases electroshock therapy is 
employed judiciously for its sedative effects. 


TRANSORBITAL LOBOTOMY 


As early as 1944 the beneficent effects of 
lobotomy upon the disturbed tuberculous 
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schizophrenic were recognized, and in 1950, 
Freeman and Watts(4) wrote as follows: 


Prefrontal lobotomy is a major surgical 
procedure requiring at least an hour for its 
performance, while transorbital lobotomy ac- 
complishes the same effects in a very few 
minutes. Beginning in 1948, transorbital lo- 
botomy was introduced into the state hospi- 
tals in West Virginia, and a report of the 
general features was published by Freeman, 
Davis, East, Tait, Johnson, and Rogers(3). 
All told, some 700 patients have been treated, 
a third of whom are at home. Very few of 
the tuberculous patients have been released, 
however. : 

Since 1952, transorbital lobotomy has been 
used as a substitute for electroshock in the 
treatment of mentally ill tuberculous patients, 
The technique need not be described here. 
Suffice it to state that a sharp instrument is 
driven through the orbital plate on each side 
to'a depth of 5 cm. within the frontal lobe, 
and moved so as to sever the connections be- 
tween the thalamus and the medial quadrants 
of the frontal lobes. The operation requires 
less than 3 minutes and can easily be ac- 
complished after the administration of pento- 
thal 0.2 to 0.5 grams intravenously, Recovery 
is prompt, and the patient is often ready for 
the next meal. Complications are few, aside 
from swelling and discoloration of the eye- 
lids that clear up in a few days. 

In 1952, 4 patients with active advanced 
pulmonary tuberculosis (one with an inter- 
auricular septal defect in addition) withstood 
the operation very well, in 1953, 21 patients, 
and in 1954, 32 more were operated upon. 
Some of these patients also had additional 
complications that would have contraindi- 
cated shock therapy. The only operative fa- 
tality occurred in a young man, in relatively 
good condition, who suffered an intracerebral 
hemorrhage. Of the 57 patients, 41 had ac- 
tive tuberculosis, 19 in an advanced stage. 
There were 4 patients in critical condition 
who were presented for operation. One of 
these died a few days before operation and 
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another 12 days later, both of tuberculosis. 
The other 2 patients, almost equally sick, re- 
sponded in gratifying fashion. One of these 
was in an acutely manic state, weighing 67 
pounds. Within 3 months she had doubled 
her weight. The other patient, suffering from 
agitated depression, weighed 78 pounds be- 
fore the operation and regained her normal 
weight within 3 months. Weight gain is 
striking and is clearly related to relaxation of 
the mental tension. Edema of the lower limbs 
tends to clear up, whether due to orthostasis 
or to congestive failure. 

The effect of transorbital lobotomy upon 
patients with pulmonary tuberculosis has 
been gratifying. The first change noted is 
the quieting of disturbed behavior. The pa- 
tient comes out of operation as though wak- 
ing from a bad dream, is at peace with him- 
self and with the world. He is cooperative 
and friendly, no longer suspicious, hostile, or 
disturbed. He can accept orders, cooperate 
in the treatments, and it not upset by other 
therapeutic procedures. He sleeps quietly, 
rests well during the rest periods, and often 
eats ravenously. Control of the sphincters 
may be disturbed for a few days or weeks. 
There is remarkable muscular relaxation dur- 
ing the rest periods, 


CLINICAL OBSERVATIONS 


Temperatures rise from 1 to 3 degrees 
Fahrenheit on the day following the opera- 
tion, but usually return to normal by the 
fourth day and remain so even in cases who 
previously had afternoon elevations of tem- 
perature. By the end of the first week the 
patients lose an average of 2 pounds, but 
after that the gain in weight is usually steady 
and sometimes striking as indicated in Fig. 1. 

Before lobotomy 21 of the patients had 
sputa which were positive for M. tubercu- 
losis. When the whole group was tested in 
March 1955, only 2 patients still had positive 
sputa. 

Reserpine and chlorpromazine are now 
widely used in this hospital. The drugs’ ef- 
fects are not lasting, and the effects are 
characterized by drowsiness, general weak- 
ness which ranges from mild lassitude to 
profound prostration. The pulse rate slows, 

and the blood pressure falls. Patients perspire 
profusely with signs of circulatory collapse, 
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Fie. 1—An initial loss of 2 pounds at end of first 
month; at end of 1 month average gain was I 
pound; at end of 3 months average gain was 6 
pounds; at end of 6 months average gain was 8 
pounds. 


though no fatalities have occurred. Appetites 
are impaired because of gastrointestinal up- 
sets. Many patients cannot get out of bed. 
The lobotomized patients appear happier. 
They rest well and enjoy both physical and 
mental relaxation, and they eat more, Com- 
parison of patients treated by lobotomy and 
those treated by drugs shows that operated 
patients are somewhat less disturbed, and 
more lobotomized patients have been released 
from the hospital. j 

The effect upon the pulmonary lesions is 
also significant. While transorbital lobotomy 
can in no measure be considered a specific 
therapeutic procedure against tuberculosis, 
nevertheless the study of the roentgenograms 
in successive stages often shows rapid an 
striking improvement, This occurred in 22% 
of the cases, while slower improvement was 
noted in 27% and stabilization in 35%. Thus 
there was arrest or improvement in the tu- 
berculous process as judged roentgenographi- 
cally in 84%. Lesions that were previously 
progressive have come readily under control 
with collapse therapy and medication. Many 
patients were thus enabled to undergo major 
thoracic surgery without difficulty. More 
than half of them have had pneumothorax of 
pneumoperitoneum, and 12 have undergone 
thoracoplasty or resection. 


ILLUSTRATIVE CASES 


Case 1.—N. J. B. was a 31-year-old white female 
schizophrenic with active tuberculosis and bron- 


1956] 


chiectasis. Transorbital lobotomy was performed 
under electroshock in 1948, and the electroshock 
was continued, with lighting up of the infection. Her 
mental condition improved and the tuberculosis was 
controlled with streptomycin, 42 grams, pneumoperi- 
toneum, and crushing of the right phrenic nerve. 
The patient was well enough to return home in 1952, 
and the pneumoperitoneum was continued through 
the following year. Relapse in her mental condition 
required return to the hospital, and a second trans- 
orbital lobotomy was performed in July 1953, under 
pentothal. There was no further spread of the 
tuberculous lesion, but rather fibrosis throughout 
the right lower lobe. 

Case 2.—H., L. M. was a 54-year-old white male 
with involutional melancholia. He was agitated, de- 
fiant, and refused food. Serial x-rays showed rapid 
dissemination of the lesions. Patient underwent 
transorbital lobotomy, and was also treated with 
streptomycin 60 grams, I.N.H, and P.A.S., and 
Pneumoperitoneum. This treatment resulted in clear- 
ing of the infiltration and decrease in the size of the 
cavity in the right upper lobe, although the sputum 
remained positive. The patient later went through 
right extraperiosteal plumbage without difficulty. 


SUMMARY 


Electroconvulsive therapy was found defi- 
nitely harmful to patients suffering from ac- 
tive pulmonary tuberculosis, Transorbital 
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lobotomy was found to be an effective sub- 
stitute for shock therapy. The prolonged re- 
lief of mental tension, anxiety, and emotional 
distress was found to be very beneficial to 
psychotic patients who suffered also from 
active pulmonary tuberculosis, 
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PSYCHOANALYSIS: SOME CRITICAL COMMENTS 
HIRAM JOHNSON, M.D, Onancesurc, N, Y. 


Beethoven and his Nephew} by the two 
well-known clinicians, Editha and Richard 
Sterba, while well able to stand on its own 
feet as a very competent psychoanalytic 
study of Beethoven, will possibly be of chief 
interest to the eclectic psychiatrist because of 
the incidental light it throws on orthodox 
psychoanalysis, and because of the many 
questions it raises concerning Freud’s own 
method, its premises, inner workings, and 
broader social implications, 

As to the book itself, unquestionably this 
scholarly and well-documented work will 
have, and deserves to have a wide sale, al- 
though not everyone will go along with the 
authors’ conclusions, It is their main con- 
tention that Beethoven's disturbed relation- 
ship to his brothers and nephew was due to 
his inability to reconcile the polarity between 
the male and female principle (p. 305). 
Frankly, I find this unintelligible, and am 
reminded of the yin-yang (female-male) 
principle in Chinese philosophy as applied 
not only to interpersonal attitudes but to 
matter as well—to ships, shoes, and, con- 
ceivably, sealing wax. This is a fascinating 
way to look at things, but baffling and ques- 
tionably scientific. This comes close to the 
sort of thing which Paracelsus does when he 
reduces all diseases under 4 principal heads: 
“leprosy, gout, dropsy and falling sickness,” 
where “falling sickness” is made to embrace 
such ill-assorted bedfellows as “palsy, ver- 
tigo, convulsions, incubus and apoplexy.” 
Here we are in the realm of pure poetry, al- 
though in Paracelsus we can faintly descry 
the rudiments of modern science, 

Returning again to the Sterba opus, nei- 
ther can I subscribe to the imputation of 
homosexuality in Beethoven’s intense on- 
again-off-again, emotional relationships to 
his younger brothers. The “dynamics” here 
are not psychosexual but sociological. Sib- 
lings raised in broken homes (the elder 
Beethoven was a drunkard), under condi- 

tions of extreme poverty, regularly develop 
such intense and usually life-long bonds. 


1 Pantheon Books, 1954. 
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Beethoven and his Nephew is a good ex- 
ample of pathography, viz., the psycho- 
analytic approach to biography, in which we 
behold science and art united in a sort of 
unstable, somewhat unholy wedlock. Some- 
thing like pathography was probably bound 
to evolve, for the trend in the history of 
literary criticism reveals a progressive so- 
phistication, a deepening of insight, and a 
probing into the nature and inner springs 
of artistic creativity. In theory, the psycho- 
analytically trained critic should be at a tre- 
mendous advantage. And yet today, for 
sound, penetrating insights into human na- 
ture, we turn not to the pathographers but to 
such men as Leavis, Pritchett, or Quennell— 
to name some contemporary heavyweights, 
literary men who are quite innocent of any 
psychoanalytic training. To use technical 
language, the verstehende psychologists are 
still far in the lead, and more scientific than 
the erklarende psychologists. The fact that 
pathography has produced so much that is 
sterile or grotesquely wide of the mark is 
itself of some interest. But of greater inter- 
est is the incidental light which is thrown on 
the philosophy, mechanics, and ultimate im- 
plications of psychoanalysis, First of all in 
his reading of pathographic literature, I— 
rightly or wrongly—detect 2 slight flavor of 
misanthropy. While the pathographer is al- 
ways ready to bend a courtier’s leg to the 
gigantic shadow of Freud—nonsense and 
all—nowhere do I recall ever having seen 
Psychoanalytic efforts expended to prove that 
X was nota homosexual—popular rumor to 
the contrary—or that Y’s strong attachment 
to his mother or his sister was not inces- 
tuous. Quite the contrary, for the bright and 
eager clinician, poking his stick through the 
bars of humanity has demonstrated that 
Jesus Christ was a paranoid schizophrenic 
(Die Krankheit Jesu—but less of this since 
World War IT), that St. Paul was a homo- 
sexual, and that many others enshrined in 
the pantheon of western civilization were 
voyeurs, sadists, inverts and what not. And 
yet oddly enough nowhere is there a psycho- 
analytic study of psychoanalysts, although 
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psychoanalysts at one time—this may have 
changed, of course—seem to have had the 
highest suicide rate in history (of the 20- 
odd men originally connected with the psy- 
choanalytic movement in Vienna, 7 com- 
mitted suicide; Marcus, 1913; Schrotter, 
1913; Tausk, 1919; Kahane, 1923; Silberer, 
1923; Stekel, 1940; Federn, 1950). But 
there is a reason for all this. 

But first of all it will be obvious that this 
hemlock-flavored poetry, or to change the 
figure, this glass-house brick-throwing, which 
constitutes so much of pathography, is not 
the emotionally detached, scientific instru- 
ment that it purports to be, but is too fre- 
quently a distillate of bitterness containing 
in its philosophic essence, a denigration of 
Man. Here one is reminded of Dadaism, 
that “system of coherent bitterness,” and 
other misanthropic trends following World 
War I. Now it is generally accepted that 
the psychoanalytic method, when applied 
over long periods to younger, favorable 
cases, will in some instances remove symp- 
toms and bring about personality changes. 
But this does not happen in quite the same 
way that the psychoanalytic textbooks claim. 
For here we are dealing with a process of 
negative conditioning or, more precisely, re- 
“iprocal inhibition (Eysenck, Wolpe). To 
quote Wolpe, we are dealing with the 
++. reciprocal inhibition of anxiety responses by 
more powerful antagonistic emotional responses 


evoked in the patient by the therapist and by the 
ew situation in general. 


The same penetrating observer says: 
+++ reciprocal inhibition of anxiety responses is 
Procured. The new behavior is most often aggres- 
Sive or assertive in character, because the auto- 
nomic components of such behavior are opposite to 
autonomic responses subserving anxiety, and 
may therefore be expected to be antagonistic to 
[Freud's name for the “work” of analysis was 
lucation,” which naively says the same thing]. 
In other words the patient is encouraged to 
let his thoughts ramble with the proviso that 
S associations will, in the end, have the 
desired negative conditioning impact. For 
in psychoanalysis there are no “free” asso- 
ciations, The patient, if he desires to get bet- 
ter, quickly learns what he is to talk about, 
e learns that certain kinds of associations 
ate worthless (resistance) while other asso- 
“lations have value, the most valuable in the 


Freudian scheme being the associations with 
the hardest hitting negative conditioning im- 
pact. Thus memories, thoughts and phan- 
tasies of no relevance to the business at hand 
(resistance) continually jostle for attention 
with the good and the valued. These valued 
associations in the Freudian method often 
are produced after long interludes of “re- 
sistance,” and, in the cold light of scientific 
observation, are nothing more than a tissue 
of orthopsychiatric fictions (to use Vai- 
hinger’s term) which, in their decondition- 
ing impact, bespatter the symptom or un- 
wanted character trait with incest horror, 
emasculation phantasies, faeces-smearing etc. 
until such symptom or character trait is 
broken up. Moreover only when the pa- 
tient is convinced of the complete rationality 
of the process can he be said to have full 
“insight.” What is more, in the Freudian 
method, only the bulls-eyes count; the tan- 
gential hits such as the true cause-and-effect 
relationships between symptom and cause of 
symptom, causes which may be religious, 
sociological, vocational, or existential, have 
little value. This may be why the more 
reasonable, the more scientific derivatives 
of the Freudian method take longer to bring 
about results. One can go over the true 
causes of symptoms with neurotics at great 
length before results are obtained, whereas 
a few shots of incest horror or other necro- 
tizing agent injected into the area of the 
symptom will work wonders. But this hap- 
pens only when the patient is willing not only 
to handle his own syringe (under the expert 
guidance of the analyst) but also produces 
his own necrotizing agent. 

The next question of course is what differ- 
ence does it make? Is it important as long 
as results are achieved? But it is important, 
for two reasons—scientific and philosophical. 
If a patient with a carbuncle is cured by 
penicillin, we do not say that the patient had 
“penicillinitis.” We do not confuse the dis- 
ease with the medicine used to cure the dis- 
ease. And yet psychoanalytic literature bris- 
tles with such expressions as “he had a 
strong Oedipal relationship to his mother,” 
meaning simply that for various reasons, 
cultural and otherwise, the patient had an ab- 
normally strong attachment to his mother 
but that the emotional umbilical cord could 
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by an explana- 
tory gloss. “Figure X (this refers to a 
young patient's drawing of his mother) fea- 


What are we to make of this? How much 
of it is carbuncle and how much penicillin? 
How much is pathology and how much the 
medicine (the only medicine, the psycho- 
analyst would affirm) to cure the pathology? 
The above provides some excellent examples 
of the “penicillinitis” fallacy, but all psycho- 
Ee nee Salle’ wit it 

of this negative c diti ~ hni: This 
method, which is largely the important ac- 
tivity of psychoanalysis, does not take place 
in a philosophical vacuum (nothing does) 
but takes for granted a certain anthropology, 
or concept of man, a concept of man which 
in general reflects the philosophical climate 
of late nineteenth-century Germany. It will 
be recalled that, according to the Freudian 


used in the process of negative conditioning 
was regarded, not as something extrinsic or 


at least tangential to the true nature of man, 
but as welling up from the fiery bosom of 
humanity itself. This peculiar concept of 
the “Unconscious” is straight out of Hart- 
mann, out of Schopenhauer, out of Fichte. 
It will be recalled that at the heart of 
Schopenhauer’s noumenal idealism was a 
blind, restless, unintelligent, unconscious 
will, and that this “blind will” (Unbewusster 
Wille—roughly equivalent to Freud's Un- 
conscious) becomes conscious in us only by 
using intelligence as a means to an end. It 
cannot be overemphasized that these various 
German concepts of an Unconscious (includ- 
ing Freud's) are not merely psychological 
theories, but integral parts of pessimistic 

Systems, or, more properly, 
religio-philosophical systems, since we are 
dealing also with goals and values. In 
Freud's system, in addition to his Uncon- 
scious, we are dealing also with a compound 
of determinism, atheism, hedonism, fatalism, 
and mechanism. 

Determinism.—Freud’s patient, at the age 
of 14 years, precisely at 5 p. m. wakes up 
and beholds his parents having sexual inter- 
course a tergo, 3 times repeated. This hor- 
rendous spectacle determines a neurosis of 
which the following dream is the focal point 
occurring 24 years later. The window of 
his bedroom opened (i.e, he had opened his 
eyes) and he beheld 6 wolves. (Resistance— 
only 2 wolves would have been a dead give- 
away). They were looking at him with 
strained attention (i.e. he had watched his 
parents ditto) they were quite white (i.¢., 
the bed sheets were white) the wolves were 
sitting motionless (i.e., his copulating par- 
ents were in violent motion), etc., etc. This 
type of thinking is also mechanistic, for the 
primal scene described above determines the 
dream inevitably and inexorably like a long 
tow of toppling, up-ended bricks striking 
one another over the months and years. This 
dream incidentally fulfills the 3 requirements 
of every good Freudian dream interpreta- 
tion: (1) It has a really terrific nega- 
tive conditioning wallop. Asa matter of fact 
the patient’s symptoms were improved after- 
wards ; (2) by hoisting the placard, “This Is 
Science” and by variously classifying all ab- 
surdities and inconsistencies as “mecha- 
nisms,” it gives the superficial impression of 
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mechanism (the patient had already 
2 years of methodological brain wash- 
ing); (3) it gives ample scope for a mis- 
concept of Man ; his goals, his con- 
filets, and inner motivations. 

Atheism —"Religion is an attempt to get 
Control over the sensory world . . . by 
means of the wish-world ...it cannot 
"achieve its end. Its consolations deserve no 
‘trust . . . the truth of religion may be alto- 
ieee Siaregarded” (New Introductory 
DE” ). In place of religion, Freud 
et introduce a scientific W. eltanschauung 
“(which is pure gibberish) with, of course, 

| Psychoanalysis as the keystone, 
Hedonism —The main curative factor in 
esr en is the fact that after the re- 
-moval of the repressions, genital primacy is 
ote and regular satisfactions enable 
“the patient to regulate the economics of his 
i “instinctual life” (Fenichel). “Where sex is 
os available,” the same author says, “even 
_ in younger persons one occasionally has the 
| impression that a successful analysis might 


make a person more unhappy than he is in 

‘MS neurosis. This is the case if he is living 

_ if a situation that excludes any possibility 

= Of [sexual] gratification . . . it would do 
et provoke longings that cannot be 


___ And so with mechanism and fatalism. But 
Space forbids. 
AR I submit that the psychoanalytic method, 
Hike a HA in TNE is embedded in the 
~ religio-p ilosophical system described above 
= And that it is impossible to use it without 
poti- ing a characteristic system of values 
$ And philosophy of life. In other words, the 
_ Psychoanalytic method comes packaged, as 
2 whole. Many cases of resistance spring 
fom the patient’s rejection of the religio- 
3 osophical ingredients which are sold 
ong with the package. This system of 
= Course is not taught as such; it is never 
formulated but is assumed and taken for 
= granted. We may safely assume also that 
y Freud unconsciously was aware of this. His 
Very striking and often expressed aversion 
_t0 philosophy is pushed almost to the point 
= Of a deliberate policy of obscurantism. We 
y are reminded of a squid squirting ink to hide 
_ -5 movements from critical observation— 
And also from itself, 


fused, oversophisticated cukture--strikingty 
like Alexandrian society in the second cen- 
tury. In general they are problems which 
deal with values. They are problems that 
call for a clarification of what is good or 
bad, of what is worth striving for, problems 
of establishing a meaningful and satisfactory 
relationship to the world and to one’s fellow 
man—problems which raise the question as 
to whether life itself is meaningful, or with- 
out meaning, In short, they are the prob- 
lems of wisdom, In contemporary 
psychoanalysis (which is always 20 years 
ahead of our own), these problems which 
are the sources of existential anxiety are 
recognized as such and are treated with 
special techniques. For anxiety springing 
from existential sources cannot be stilled 
with sexual opiates. The attempt to trans- 
late existential anxiety into psychosexual 
anxiety only leads to tragic results as almost 
every busload of patients from a large 
metropolitan hospital with its quota of ana- 
lytical failures will testify. 

We must not forget that there is complete 
religious freedom in this country and pre- 
sumably there is room for hedonism along 
with the rest of the deterministic, atheistic, 
fatalistic, mechanistic syndrome, Essentially 
it makes no difference whether a value sys- 
tem and world outlook is tied in with and is 
corroborated by a psychological method of 
negative conditioning or whether it emanates 
from a supernatural, revealed religion, such 
as Christianity or Judaism. There is room 
for all. However, it is not in the American 
tradition to support religion with govern- 
ment funds. There has always been a sepa- 
ration between Church and State. This raises 
some puzzling questions about the govern- 
ment supported “(dynamically oriented” men- 
tal hygiene clinic. For despite the panache 
of “mechanisms,” an “economic theory of 
the Libido,” and other pees ome the 
mental hygienist most certainly s (im- 
plicitly) ith values, with what is good or 
bad, with what makes life meaningful, with 
what things are worth striving for. 
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Is it possible that we are developing the 
equivalent of a secular church, supported by 
government monies, staffed by a genital- 
level apostolate unwittingly dispensing a 
broth of existential atheism, hedonism, and 
other dubious religio-philosophical ingredi- 
ents? Is this exactly what the nation needs 
now as she girds herself for destiny? 

All this gives no grounds for complacency. 
For the problem of unhappiness, of “emo- 
tional maladjustment,” is not brought to the 
religionist as it was 100 years ago, but is 
brought to the scientist—for such the 
psychoanalyst purports to be. 

What then is the answer? The greater 
precision of diagnostic focus of European 
psychiatry has shown that the problems of 
contemporary man are no longer the sex and 
hunger which relate him to the animal, but 
are the varied existential anxieties which 
arise from the core of man as man. In the 
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practical business of running a mental hy- 
giene clinic what would this mean? Should 
chaplains, for example, be a part of the diag- 
nostic and treatment team? Most definitely 
not. For in my experience most of the min- 
istry who gravitate towards “pastoral psy- 
chiatry,” especially via a neurosis and 
psychoanalytic therapy, are little more than 
poorly trained lay analysts. Here again we 
must look to Europe where the trend is to- 
ward the clinician’s supplementing his onto- 
genetic studies with Jungian and existential 
techniques. Although there would be little 
demand for this literature, there should be 
American foundation or research money 
available for the translation of the works of 
Binswanger, Trueb, Frankl, Boss and others. 
(Even Jaspers is not yet translated!) In the 
meantime, in our medical schools and in the 
training and accrediting of our young clini- 
cians, we can at least insist upon a broad, 
enlightened eclecticism. 


THE STRUCTURE OF PRIVATE PRACTICE IN PSYCHIATRY * 
HENRY A. DAVIDSON, M.D., Crpar Grove, N. J. 


Until recently, most psychiatrists were in 
hospitals, agencies, and clinics. In 1954 for 
the first time the number in private practice 
exceeded the number in full-time salaried 
positions. This report is based on a 1954 
questionnaire survey of private practitioners 
of psychiatry, on a 1951 survey by Muncie 
and Billings, on the 1952 study by the A.P.A. 
Medical Director’s Office, a 1949 Depart- 
ment of Commerce survey, and on material 
in the files of the publication Medical Eco- 
nomics. In this text the word “psychiatrist” 
means one engaged essentially in private 
practice. A “high frequency” psychiatrist 
1s one who wants to see a psychoneurotic 3 
or more times a week for psychotherapy. A 

low frequency” psychiatrist is one who 

thinks that, for most psychoneurotics, one 
psychotherapeutic contact a week is enough. 
This difference between high and low fre- 
quency psychiatrists is of considerable sig- 
nificance, 

When I speak here of a certain fraction of 
the psychiatrists in this country, I mean that 
Proportion of the private practitioners who 
were counted in the survey. 

Only one-fourth of American psychiatrists 
are in the high frequency group. Both my 
Own survey and the earlier Muncie and 
Billings report agree on this, Analysis of the 
high frequency group—and I mean statistical 
analysis not psycho-analysis—shows that the 
high frequency psychiatrist is generally 
younger, less accepting of electrical therapies, 
and less willing to make calls than is the low 
frequency psychiatrist. He is more likely to 
send a bill to a physician-patient than his low 
frequency colleague. He is more reluctant 
to sign commitment papers or to testify in 
Court, About one-fourth of private practi- 
tioners are “pure psychotherapists” in that 
they generally stay in their offices, do not 
make calls, sign commitment papers, testify 
in court, perform electronic therapies, or 
cred Professional courtesy to physician-pa- 

nts, 

Beinn D 

Pi in the Section on Private Practice at the 

hace annual meeting of The American Psychiatric 
tation, Atlantic City, N. J., May 9-13, 1955. 


The gross income of psychiatrists averaged 
about $24,000 and the net income was about 
$18,000. The gross range varied from about 
$6,000 to over $100,000. The geographic 
variation followed the pattern for all business 
and professions, showing the lowest incomes 
in the northeast and the highest in the west 
and southwest. 

Psychiatry is one of the lowest-income 
specialties in medicine. In the Department 
of Commerce study psychiatry was three- 
quarters of the way down the list when 
specialties were arranged in order of net 
income. In terms of gross income, psychiatry 
was at the absolute bottom of the list of all 
medical specialties according to a Medical 
Economics survey. Because he has the lowest 
overhead in all medicine, the psychiatrist 
rates better in net income than he does in 
gross income. The reason for the relatively 
poor earning capacity of the psychiatrist is 
this: if he does much psychotherapy, he can 
see only one patient an hour. A dermatolo- 
gist sees, on the average, 4 patients an hour. 
By charging only 5-dollar fees, the derma- 
tologist can earn more than the psychothera- 
pist charging a 15-dollar fee. The psychiatrist 
generally has a low ceiling on his income 
because of the small patient-load he can 
carry. And since fees-per-patient-contact 
have to be high, fewer people can afford pro- 
longed psychiatric care than can afford care 
for chronic skin disease, hypertension, or 
allergies, Also, the psychiatrist has more in- 
volvement in educational and civic activities 
than most other physicians. Indeed, Muncie 
and Billings estimate that the psychiatrist di- 
verts a fifth of his working time to gratuitous 
activities. When these 3 factors are weighed, 
it is easy to see why psychiatry is a relatively 
low-income specialty. 

This highlights one of the basic dilemmas 
of private-practice psychiatry. The com- 
monest fee per patient-contact is 15 dollars. 
If, as many psychotherapists insist, a psycho- 
neurotic needs 3 to 5 interviews a week, then 
private psychotherapy costs 45-75 dollars a 
week. However, the average income per 
family today is 7o dollars a week. The aver- 
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age American, therefore, cannot afford much 
prolonged psychotherapy at 45 or more 
dollars per week. Since the psychiatrist al- 
ready has the lowest gross income of any 
medical specialist, he cannot lower his fees. 
This produces the grotesque situation where 
the psychiatrist cannot afford to work for 
fees which the patient can afford to pay. At 
the moment, there are relatively few private 
practitioners in psychiatry. They can keep 
busy with patients who can afford their fees, 


and thus may not know about the greater 


number who cannot afford them. 

Of the psychiatrists in private practice, 
about three-fourths are under the age of 50. 
In other specialties, only about one-half are 
in this bracket. In that sense, psychiatrists 
are a youthful group. However, the average 
age seems to be slowly advancing, and has 
climbed 2 age years in the last 3 calendar 
years. This has been due to a conspicuous 
fall-off in the number of young doctors enter- 
ing the specialty. I do not know whether 
this means that our specialty is losing its 
glamor, or whether the high rate of recruit- 
ment in 1947 and 1948 was caused by an 
abnormal situation. 

To a statistically meaningful extent, older 
practitioners were less likely to ask a fee of 
a physician-patient than were their juniors; 
they were less likely to ask for a very high 
psychotherapeutic visit frequency; they were 
more willing to make calls, testify and show 
professional courtesy to pharmacists, Actu- 
ally these findings did not correlate directly 
to age so much as they marked out the differ- 
ence between what might be called the pure 
psychotherapist and the more eclectic psy- 
chiatrist. i 

About two-thirds of today’s psychiatrists 
are board diplomates. In other specialties 
the certification ratio ranges from 18% to 
927%, with psychiatry at a mid-way position. 
Board diplomates in psychiatry were less 
likely to make calls, sign commitment papers, 
and show professional courtesy to phar- 
macists than were uncertified practitioners: 

and board diplomates were significantly more 
likely to perform electronic therapies than 
were nondiplomates. Diplomates also had a 
greater income on the average, 

With respect to the single consultation, 
88% of psychiatrists will refuse a fee from 
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a fellow physician. If a prolonged treatment 
series is involved, 619% expect some fee when 
the patient is a physician. In this respect 
psychiatrists are unique. Other specialists, 
particularly obstetricians in a hospital or uni- 
versity setting, complain about the burden 
of taking care of physicians and their de- 
pendents. In spite of their complaints, they 
do such service without cash fees and accept 
useless ash-trays, picture frames, and desk- 
clocks in return. Two-thirds of the psy- 
chiatrists however expect a cash fee when 
treating a physician for more than a few 
preliminary interviews. Because of the very 
limited case-load a psychotherapist can carry, 
this is an economic necessity. A psychothera- 
pist who sees his patients 3 times a week 
does not have more than 14 or 15 patients in 
active treatment. If 4 or 5 of these were 
nonfee-paying physicians or physicians’ 
wives, the burden on the psychiatrist would 
be a crushing one—meaning perhaps a cur- 
tailment of his income by as much as 25 to 
35%. Inno other specialty is this true. Un- 
fortunately, it has not been possible to make 
the profession as a whole see this. The 
typical attitude of other physicians is that 
if the psychiatrist wants to be identified as 
part of medical practice he must conform to 
standard professional courtesy practices. 

The psychiatrist who consistently charges 
a physician-patient differs from one who 
never bills a physician in these respects: he 
is younger, asks for much more frequent 
psychotherapeutic interviews, is reluctant to 
prescribe electronic therapies, and is loath to 
testify in court or to make calls. His pattern 
is that of the “pure” psychotherapist. This 
is scarcely surprising, since the pure psycho- 
therapist is the one with the smallest cas¢ 
load, and therefore the one who would be 
most hurt if he waived his fee for any large 
group of patients. 

Typically, of every 4 private practitioners 
of psychiatry, x does electronic therapy 
in his office, 1 does it in hospitals only, and 
2 refuse to do it anywhere. The psychia- 
trist who administers ECT in his office has, 
on the average, a higher income than the on¢ 
who administers it in hospitals only and he, 
in turn, does better than the practitioner wh? 
never administers ECT. High frequency ps)" 
chiatrists are less likely to administer shoc 
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than their low frequency brethren. Board 
diplomates are more likely to do ECT than 
are uncertified psychiatrists. Psychiatrists 
who administer ECT are less likely to charge 
a fellow physician for any kind of service 
than are practitioners who reject ECT com- 
pletely. Psychiatrists who do ECT are less 
likely to show professional courtesy to social 
workers and psychologists than are those 
who reject electronic therapies. 

Electronic therapies are destined to have 
a major impact on the structure of private- 
practice psychiatry. They make it possible 
for the doctor to see more patients a day so 
that, if so minded, he could reduce his fee 
per contact and thus somewhat lower the cost 
of private psychiatric care. ECT ties the 
physician in more intimately with general 
medicine. Conversely it is a procedure which 
only the physician can practice and thus 
marks out a frontier which the psychologist, 
the pastor, and the social worker do not cross. 
And the effort to wipe out Blue Shield dis- 
crimination against psychiatry is more likely 
to be fruitful with somatic procedures, like 
lobotomy and shock than with pure psycho- 
therapy. 

One of the charges sometimes made 
against the psychiatrist is his unwillingness 
to make calls. One-fourth of the respondents 
Said they would not make a call no matter 
what the psychiatric emergency. This high 
figure probably exceeds that in any other 
Specialty, The reason for the psychiatrist’s 
reluctance to make a call is that he recog- 
nizes only two psychiatric emergencies in 
neither of which he feels he has much to con- 
tribute. One emergency is violence, the other 
48 suicide-prone depression. Many psychia- 
ttists say that the emergency treatment of 
Sither is within the province of the family 
doctor. This puts the psychiatrist in the 
Position of saying something like this: 

When the alcoholic is tidied up, contrite, 
and cooperative, send him to my office. When 
he is hoisy, dangerous, sick and nasty, let the 


„family doctor see him.” While this is logically 


Sound, it is hard to sell to the professional 
or lay public. In popular eyes, the little black 
bag is the symbol of the good doctor, the 
friend in need. And, the psychiatrist who 
never makes a call blurs the distinction be- 
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tween himself and the psychologist, since the 
psychologist doesn’t make house calls either, 

The psychiatrist who never makes a call 
is more than likely to be one who charges a 
physician for even a single visit. Willingness 
to make calls also correlates with low fre- 
quency psychotherapy. It does not correlate 
with income, age, collection troubles, or use 
of electronic therapies, 

About half the psychiatrists in the country 
refuse to sign commitment papers, although 
they will agree that, in theory, a psychiatrist 
is better equipped to do mental examinations 
and determine the advisability of a commit- 
ment than is a general practitioner. Occasion- 
ally this refusal is due to quirks in local law. 
More often it is because the call to sign com- 
mitment papers interferes with office practice, 
may give patients an uneasiness about seeing 
psychiatrists, could embroil the physician in 
legal red tape, or pull him out at odd hours. 
On the whole, commitment is a nongratify- 
ing, messy, occasionally risky, usually inade- 
quately rewarded activity. It is much 
pleasanter, safer, and more lucrative to re- 
main in the office chair. But this means that 
commitment is left to physicians less skilled 
in handling it than psychiatrists. The un- 
sophisticated layman will interpret this as 
withholding a desperately needed service be- 
cause it is uncomfortable to the doctor. 

No branch of medicine has so many legal 
implications as psychiatry. And no physicians 
lecture the lawmakers as much as we do. We 
feel we ought to have a greater role in the 
administration of justice because of the many 
psychiatric implications involved in guardian- 
ship, crime, custody, will disputes, and per- 
sonal injury claims. Yet one-third óf the 
psychiatrists in the country will not will- 
ingly go to court. As a general finding, the 
psychiatrists who refused to go to court were 
younger, wanted more frequent psychothera- 
peutic visits, and were less inclined to show 
professional courtesy to other physicians than 
were those psychiatrists who did willingly 
testify. 

When it comes to collecting bills, the psy- 
chiatrist seems to be better off than any 
other specialist in medicine. A Medical Eco- 
nomics survey indicates that, for doctors 
generally, 15% of their accounts payable are 
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never collected. For psychiatrists the figure 
was only 9%. In our survey, 5% said that they 
did have trouble collecting bills. What type 
of psychiatrist has trouble collecting his bills? 
The only correlation was with visit frequency. 
The low frequency psychiatrist had signifi- 
cantly more trouble with his accounts than 
the one who regularly saw his patients 3 or 
4 times a week. I leave it to you to figure out 
why this should be so. 

The 1953 Medical Economics survey ar- 
ranged doctors according to their daily case- 
load. The general practitioner was on the 
top with 31 patients a day, with the radiol- 
ogist right behind him at 30 patients a day. 
The psychiatrist was at the bottom of the 
list with only 13 a day. This figure is some- 
what misleading. A psychiatrist who does a 
lot of electronic therapy will see 15 to 18 
patients a day while an orthodox analyst will 
see only 8 or 9. The 13-a-day figure is a 
lumping together of these extremes, and 
does not really reflect the typical psychiatrist. 

One of the road-blocks to smooth private 
practice in psychiatry is the discrimination 
shown by Blue Cross and Blue Shield. In 
all specialties outside of psychiatry, Blue 
Shield pays for about 45% of a subscriber’s 
surgeons’ or physicians’ bills for services in 
hospitals. And Blue Cross pays about 70% 
of the average subscriber’s hospital bill, But 
it pays for only a negligible proportion of the 
bills when the disorder is a psychiatric one. 
The typical policy will either categorically ex- 
clude care for psychoneuroses and psychoses ; 
or it will impose such crippling restrictions 
that the policy is practically valueless to the 
subscriber who needs psychiatric care. Blue 
Cross and Blue Shield advance many reasons 
for this discrimination against our specialty. 
You will find these reasons spelled out in 
the October 1954 report of the APA Com- 
mittee on Economic Aspects. One objection 
is this: Blue Shield says that it can stay in 
business at reasonable premiums only if 
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doctors’ fees do not exceed 5 dollars. Now, 
they say, a pediatrician, a cardiologist, a 
dermatologist is willing to accept 5-dollar 
fees, but a psychiatrist is not. And he has a 
perfectly good reason. Since the dermatolo- 
gist or the pediatrician can “handle” 8 or 10 
patients an hour, a 5-dollar fee is profitable. 
But since the psychiatrist can “handle” only 
one patient an hour, a 4- or 5-dollar fee is 
impossible. At which Blue Cross shrugs its 
collective shoulders and says “Maybe... 
but we can’t stay in business if we pay you 
3 times as much as any other specialist.” 


CONCLUSIONS 


I. Private practice of psychiatry on this 
continent is, in fact, a combination of two 
quite different types of practice. On the one 
hand, about one-fourth of such practitioners 
are substantially pure psychotherapists. They 
do not willingly make calls, testify in court, 
sign commitment papers, perform electronic 
therapies, do significant physical examina- 
tions, write many prescriptions, or show pro- 
fessional courtesy to other physicians. This 
group does not meet the traditional criteria 
of the practice of medicine, their activities 
being more akin to the work of clinical 
psychologists doing psychotherapy. The 
larger group, representing about 75% of the 
psychiatrists, has a more medical orientation. 
Generalizations about the practice of psy- 
chiatry are misleading unless the type of 
practice is specified. r: 

2. The present high level of prosperity 
conceals a curious economic paradox. The 
private practitioner of psychiatry cannot af- 
ford to work for what the average patient 
can afford to pay. This is because psychiatric 
therapy requires so much of the practitioner $ 
time. In the long run, the future of private 
practice psychiatry will probably depend on 
how this economic challenge is met. 


THE USE OF COMIC CARTOONS FOR THE STUDY OF 
SOCIAL COMPREHENSION IN SCHIZOPHRENIA * 


RITA SENF, Px. D.,? Derror, Micu.; PAUL E. HUSTON, M.D., AND 
BERTRAM D. COHEN, Ps. D., Iowa Crry, Iowa 


Analysis of the comic has been of interest 
to students of psychopathology for the under- 
standing of conscious and unconscious moti- 
vations. To appreciate the humorous ele- 
ment in any interpersonal situation, ordinar- 
ily that situation must be compared with 
normative criteria ; the typical must be under- 
stood before one can perceive the peculiar or 
“funny” properties of the comic situation. 
Since distortions in social interaction are par- 
ticularly prominent in schizophrenic patients, 
one might expect concomitant distortions in 
their comprehension of comic situations, This 
paper presents a method of analyzing re- 
sponses to comic cartoons, with evidence as to 
the value of the method for clarifying the 
psychopathology of schizophrenia. 

The comic cartoonist often brings into 
focus some familiar conflict, wish, fear, or 
socially disapproved but commonly existing 
motive. He may do this by exaggerating the 
motive either directly or in a disguised form, 
thereby giving it more blatant expression 
than would be normal, In many popular 
cartoons the experience essential to the point 
of the joke is semiprivate ; it is shared by all 
or most members of a given culture but not 
verbalized without some hesitancy or anxiety. 
While it may have repressed unconscious as- 
Sociational correlates, this experience is pre- 
Sumed to be available to conscious awareness, 
although possibly requiring a little effort. 

Redlich, Levine, and Sohler(1) and Brody 
and Redlich(2) have reported on the use of 
cartoons for the study of needs and conflicts, 

er cartoons were selected with reference 
to basic motivational themes. Analyses of the 
affective aspects of responses indicated that 
Much useful information can be obtained 
with this technique. The cartoons chosen for 
Use in the present paper depicted simple 
x 24 Social interactions, and the method 

analysis places primary emphasis on the 


df 1 This investigation was supported in part by a 
‘Scarch grant from the National Institute of Mental 


ealth, of the National Insti i 
Eien i nstitutes of Health, Public 


comprehension of the cartoon situations 
rather than on the affective aspects of re- 
sponses, 


SUBJECTS AND PROCEDURE 


Four groups of psychiatric patients were 
studied as part of a more comprehensive in- 
vestigation of psychological functioning in 
schizophrenia. A chronic and an early schizo- 
phrenic group were included to evaluate the 
effects of chronicity of schizophrenia, Manic- 
depressive patients, depressive type, served 
as a psychotic control group and neurotic 
patients as a nonpsychotic control. The 
cartoons test was given to 9 chronic schizo- 
phrenic (CS), 16 early schizophrenic (ES), 
13 depressive (Dp), and 18 neurotic (Nt) 
patients, These subjects, a portion of the 
larger groups under investigation, did not 
differ from the total groups in terms of 
mean age, education, or duration of illness, 
and all were adequately cooperative. The 
larger investigation was based on the data 
from 24 CS, 22 ES, 21 Dp, and 21 Nt pa- 
tients. The mean ages in years for these 
4 groups were: CS 39, ES 26, Dp 37, Nt 30. 
The mean durations of illness were: CS 12 
years, ES 1 year, Dp 9 months, Nt 6 years. 
The average educational level was approxi- 
mately 12 years in all groups. Other char- 
acteristics of the patients are reported else- 
where(3). 

The patients were tested under 2 condi- 
tions, without and with drugs, intravenous 
sodium amytal and amphetamine sulfate. 
These were used because they may alter the 
clinical condition of patients(4). Details of 
the drug administration are the same as 
previously described(3). 

The 10 cartoons used were selected from 
a larger pool;? on the basis of preliminary 


2 Cartoons 1 and 6 were from L. Lariar (Ed.), 
Best Cartoons of the Year 1947, New York, Crown 
Publishers, 1947. Cartoons 2, 3, and 7 were from 
A. Dunn, Who's Paying for this Cab?, New York, 
Simon & Schuster, 1945. Cartoons 4, 8, 9, and 10 
were from R, Taylor, The Better Taylors, New 
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trial those which were too abstruse or esoteric 
for general use were eliminated. The first 
5 cartoons were given without drugs, and 
the next 5 with drugs; on the average 7 days 
elapsed between the 2 sessions. 

The cartoons test was scheduled as the 
final one in a battery of 17 tests, which were 
given on 3 separate days in 2-hour sessions ; 
this procedure was repeated with drugs. 
Since the drug test came at the end of the 
third drug session, the clinical effect of the 
drugs was greatly diminished. This may ac- 
count for the fact that statistical analysis 
revealed only slight changes in score with 
drugs. Comment will, however, be made on 
any significant changes with drugs. 


CARTOONS 


The ro cartoons, in order of administra- 
tion, depicted: 


1. A living room with elderly couple, their young 
married daughter, and her 2 very young children. 
The elderly couple are prepared to leave and are 
asking their daughter, “Would you mind taking 
care of your children tonight? ...Ma and I 
would like to go out.” 

2. A clock shop with a multitude of clocks all 
indicating the time as 5 o'clock. There are 3 
workers, 2 ready to quit work. The third, with 
sleeves rolled up, is saying, “Hey! Don’t you fellows 
know Daylight Saving starts tonight?” 

3. A suburban scene with a row of identical 
houses. At each house a wife stands at the door, 
and a child and dog run to greet the father coming 
up the walk, brief case in hand. All fathers are 
identical, all wives identical; all children are alike 3 
etc. 

4. A complaint department in a department store. 
The clerk is distraught and appears to have broken 
down to the point of tearful helplessness, A portly 
woman shopper, in front of a line of other customers, 
is returning an open package containing an electrical 
appliance, and is saying, “There, there, now! 
Perhaps I didn’t give it a fair trial.” 

5. A hilarious New Year’s eve scene in a night 
club restaurant. One elderly customer is trying to 
eat his dinner in opposition to the alcoholic abandon 
of the other patrons. The waiter is asking him 
seriously, “Is everything all right, sir?” 

6. A husband standing looking down on his wife 
who has just fallen flat on a concrete sidewalk and 
spilled the contents of her purse. The husband is 
saying, “You mean that’s all you have left out of 

your week’s allowance!” 
OASES NNER SM eel ga 
York, Random House, 1944. Cartoon 5 was from 
R. Day, All Out for the Sack Race!, New York, 
Random House, 1945. 


7. A large office filled with workers. The boss, 
a cold pompous looking man dressed in formal busi- 
ness clothes, is walking up an aisle between rows of 
desks. A typist is on her knees bowing before him 
as he approaches her. Two male workers are watch- 
ing this and one comments, “That’s Miss Meely 
for you—always playing office politics!” 

8. Several penguins on an ice floc. Two are 
conversing in the foreground. One of these, wear- 
ing flashy sport clothes, says, “I just got damn well 
fed up with being formal all the time.” 

9. A father, mother, and two children arriving 
in a restaurant and being met by a waiter. All 
members of the family appear to be in an angry ir- 
ritable mood. The father says to the waiter, “Place 
us in the rear. We'll likely make a scene.” 

10. A young man and a seductive girl, informally 
dressed, seated on a sofa in a living room, with a 
great variety of parlor games, picture albums, 
Puzzles, tea and cookies, etc. The girl’s mother, 
a large elderly woman in formal evening gown, 
continues her attempts to entertain the couple. The 
young man asks, “Mrs. Bristow, “won't you just 
leave us to our own devices?” 


ADMINISTRATION AND SCORING 


As each cartoon was handed to the patient, 
he was asked to read the caption aloud, if 
there was one, and then to identify the 
speaker. Next he was asked to tell what the 
picture was about, If these questions did not 
elicit sufficient information as to the attitudes 
and roles of the cartoon characters, thepa- 
tient was questioned further. Finally, if he 
had not already indicated the comic element 
in the cartoon, he was asked to tell why it was 
funny. 

The response to each cartoon was rated 
with respect to 6 different categories: En- 
vironment, Speakers, Action, Social Roles, 
Motivation, and Humor. In all categories 4 
credits were given for a correct response and 
no credit for an incorrect response. In ad- 
dition, partial credits of 1 or 2 were given in 
the categories of Speakers, Action, Social 
Roles, and Motivation, for responses which 
were partly correct. Thus the perfect score 
was 20 for the 5 nondrug cartoons and for 
the 5 cartoons given with drugs. 

In those instances where the drugs had a 
statistically significant effect, that effect was 
the same for all diagnostic groups. Therefore 
the discussion is based in general on the 


* Since there was no speaker in cartoon 3, credit 
was prorated for the Speakers category. This was 
also done for the Social Roles category in cartoon 
8, where the penguins had no definite social roles. 
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scores for all 10 cartoons; specifically, on 
the mean of the nondrug and drug scores, 


RESULTS AND Discussion 


The downward trend observable in Fig. 1 
for all groups represents the decreasing ade- 
quacy of response from the simple perceptual 
tasks associated with the Environment and 
Speakers categories through the more com- 

thinking requirements associated with 


the Motivation and Humor categories. The 
CS group was unimpaired in simple percep- 


tion and denotation, but did show marked 
deficit where more complex interpretation of 
Social roles, insight into interpersonal motiva- 
tions, and appreciation of the humor element 
were involved. The ES group showed a 
similar trend, but their deficit was much less 
marked. 


An over-all statistical analysis indicated 
that the diagnostic groups differed signifi- 


cantly with respect to their performance in 


Various categories (p<.oor). The re- 
sults for each category are therefore ex- 


‘amined separately. 


ENVIRONMENT 


This category required recognition of the 
environmental setting in which the action 


took plaee. In general all patients, whatever 
their 


diagnosis, identified the environment 


correctly, and ‘there were no statistically sig- 


cant differences among the groups. 
Tn the examples which follow, the ex- 


ENVIRON= SPEAK! e 

MENT ERS ACTION Kenr Sonyk MUMOR 
CATEGORIES 
Fic, 1 
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aminer’s questions are indicated briefly within 
parentheses. 


Example 1.—A female CS patient, aged 44, with 
an eighth-grade education, responded to cartoon 3 
the suburban scene with identical families: “It 
looks like a movie street.” (Tell more about it.) 
“They're on a movie slide.” (What is happening?) 
“The little boy seems to be running very fastly. 
Another little boy is asking for help. And the other 
little boy seems to be startled.” (What is happen- 
ing?) “It looks like the boys are in trouble.” (Who 
is this? [pointing to father figure]) “He is a boy 
walking the street.” (Who is this? [pointing to 
mother figure]) “She’s a show girl.” (Why is it 
funny?) “She is showing herself.” (Tell more about 
it.) “She is playing the game.” (What game?) 
“Her show.” 


This patient clearly misidentified the en- 
vironment by referring to it as a “movie 
street.” The few patients who made errors 
in this simple category were also apt to make 
errors in the more complex ones, This pa- 
tient’s psychosis deyeloped one week post- 
partum and the content of her responses re- 
flected her delusions, 


SPEAKERS 


The essential requirement in this category 
was the identification of the speakers and 
listeners, regardless of the adequacy of com- 
prehension of social roles, At this apparently 
simple level of social perception the CS group 
was already slightly but significantly impaired 
in relation to the other groups (CS vs. ES, 
CS vs. Dp, CS us. Nt, p<.05 in each case). 
No other pairs of groups differed appreciably 
or significantly. 

Example 2—To cartoon 7, the office scene with 
female worker bowing before her boss, a female 
ES patient, a high-school graduate, aged 35, re- 
sponded: “Her boss [is speaking]. She's down on 
her knees, crying, I suppose so that her boss will 
feel sorry for her.” (What does this mean? [indi- 
cating caption]) “She thinks she would get a pull, 
or, work on his sympathies, I should say.” (Why 
is it funny?) “It’s just like some ladies—they’re 
tenderhearted ; and the typical thing a man would 
think of her, I suppose, that by her crying she 
might sway him.” 

In this cartoon the caption remark is being 
made by one male employee to another, but 
the patient perceived the remark as coming 
from the boss. Her attention was focused 
on the interrelation of boss and female em- 
ployee, and failed to include the actual 
speaker-listener pair. The boss and female 
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figure do make up the pictorially dominant 
figures in the cartoon, while the conversing 
pair are off to the side, in the background. In 
terms of the social meaning of the cartoon, 
however, the actual speaker and listener are 
crucial components of the field. 


ACTION 


This category pertains to the ability to 
describe accurately the action depicted in the 
cartoons. The subject must tell what each 
individual, or the group as a whole, is doing; 
this does not, however, necessitate compre- 
hension of social roles (#.¢., relations to one 
another, such as “father,” “boss,” etc.) or 
implicit motivations. Here the CS group was 
appreciably poorer than the other 3 groups 
(CS us. ES, p<.05; CS vs. Dp, p<.o1; CS 
vs. Nt, p<.oor). The ES patients, while 
equal to the Nt patients in identification of 
the environment and of the direction of com- 
munication, did begin to falter when required 
to describe the total action complex of the 
cartoons, the difference between the Es and 
Nt groups being marginally reliable (p<.10). 

Example 3—A male ES patient, a high-school 
graduate, aged 26, responded to cartoon 6, showing 
a woman who fell and spilled her purse: “The man 
of the house [is speaking]. The lady—maybe he 
tripped her to find out how much money she had,” 


(Why is it funny?) “That he'd trip his wife to see 
what she had left.” 


Normally, the woman’s fall is interpreted 
as accidental, but this patient perceived it as 
the result of aggressive action by the hus- 
band. Clinically, this patient had feelings of 
inferiority regarding his masculinity, and 
marked hostility against women. 

A final point with respect to the Action 
category is the improvement in the scores 
of all patients with drugs (p<.o1). The in- 
creased responsiveness under drugs noted in 
a previous report(5) may enable the patients 
to give a more complete description of the 
action depicted in the cartoons. 


SOCIAL ROLES 


This category pertains to the appropriate- 
ness with which the patient labels the social 
roles or relations of the various cartoon char- 
acters. In actual practice, of course, these 
features of a patient’s test record may be 
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highly correlated with his description of the 
action. For purposes of analysis, however, 
it may prove useful to score Action and So- 
cial Roles separately. While the ES group 
showed some suggestion of deficit in the Ac- 
tion category, they nevertheless remained un- 
impaired in ability to label the social roles 
of the cartoon characters. The CS patients, 
however, showed significant deficit in this 
category relative to the other groups (CS vs. 
ES, CS vs. Dp, CS vs. Nt, p<.001 in each 
case). In chronic schizophrenia, then, it 
seems that the patient’s withdrawal involves 
the misidentification of social roles. 


Example 4.—A female CS patient, a high-school 
graduate, aged 37, responded to cartoon 3, the 
identical suburban scene: “A dog is running toward 
some college students as they come home from 
school. A woman is standing in the door, and the 
kid is following the dog out to greet him.” (Why 
is it funny?) “It isn’t funny, but it’s a little bit odd. 
Most everybody takes college nowadays; it isn’t 
much odd; therefore they don’t much stand in the 
doorway and wait for them to come home.” 


Here the patient substituted “college stu- 
dents” for fathers returning from work. This 
interpretation was unique; no other patient 
so described the adult male characters in this 
cartoon, 


Example 5—A male ES patient, aged 22, a col- 
lege junior, responded to cartoon I, the scene with 
grandparents, mother, and children: “Pa [is speak- 
ing]. It's probably the big sister of the family. She 
probably wanted to go out herself.” (3Vhy is it 
funny?) “Probably it leaves her undecided.” (Tell 
more about it.) “Whether to stay home or how to 
get out of the situation.” (Tell more.) “She’s prob- 
ably the daughter of the ma and pa, the sister of 
the smaller ones.” 


The error here was in referring to the 
children’s mother as the children’s sister. 
This substitution of roles is partially sup- 
ported by the mother’s youthful appearance, 
but is contradicted by the cartoon caption, 
which the patient had read correctly. 


MOTIVATION 


Here the patient was required to report 
on the desires and goals of the characters in 
the cartoons. Again, the CS group was sig- 
nificantly poorer than each of the other 
groups (CS vs. ES, p<.o5; CS us. Dp, p< 
01; CS us. Nt, p<.001). While Fig. 1 sug- 
gests some degree of impairment for the ES 
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as compared with the Nt group, this differ- 
ence was not statistically significant. 


Example 6—To cartoon 7 with bowing female 
office worker, a female CS patient, aged 41, who 
had completed the ninth grade, correctly identified 
the speaker, and continued: “Well, she seems to be 
bowing to this man; [he is] probably the president 
or some official of the company—although she may 
have been taking exercises when this man came 
along.” (Tell more about this person [indicating 
female figure]). “Well, she—bowing before him— 
although if she was looking for something, she'd 
feel awfully foolish. I think they had misinterpreted 
her action.” (Why is it funny?) “The fact that they 
did misinterpret her action makes it funny to him. 
Do you think that's possible, that she could really 
be bowing down before this man?” 


The patient was reluctant to accept the 
possibility that the bowing employee was en- 
gaged in other than innocuously motivated 
activity, unrelated to the approach of the 
boss. She succeeded in denying the ob- 
Sequious servility expressed in such extreme 
form in the cartoon. The vacillation and per- 
plexity shown in her response were not un- 
common in the reactions of the schizophrenic 
patients to the various cartoons, Many of 
them also attempted, as this patient did, to 
explain away the exaggerated aspects of the 
cartoons ; they did not accept exaggeration as 
appropriate within the context of a comic 
cartoon. 


Example 7—A female ES patient, a high-school 
uate, aged 28, responded to cartoon 6, showing 
the fallen woman with spilled purse, as follows: 
“The man [is speaking] to the woman, to his wife 
as she come out the door. And I guess he's coming 
home from work.” (Tell more about it.) “His wife 
is leaving with her allowance to do some shopping 
he catches her at it. As she hits the ground, her 
Pocketbook flies open.” (Why is it funny?) I can’t 
tell you. (Try to explain.) “She should haye more 
oe, (Tell more about it.) “She has tried to 
t him out before he gets home.” 


The error here consisted in the patient’s 

ving overloaded the female figure with 
Motives of stealth, personal acquisitiveness, 
and fear of discovery by the husband, This 
za be considered an unrealistic projection 
ce it was unique. Ordinarily, also, the 
usband and wife are seen as leaving the 
e together, while this patient saw the 
usband arriving and the wife leaving, thus 
p mitting the attribution of the stealthy mo- 
Nang to the wife. This patient was un- 

tried and had a history of 4 abortions, 
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She was fearful that her father, a stern, 
moralistic man, would learn of her sexual 
activities. Thus the stealthy attitudes pro- 
jected in her response to this cartoon seem 
to reflect a significant component of her re- 
lation to her father. 

For all groups, scores in the Motivation 
category became significantly poorer with 
drugs (p<.05). This suggests the possibility 
that with drugs there is a distortion in the 
comprehension of motives, perhaps resulting 
from a weakening of defenses by the drugs 
(3). 


HUMOR 


In this category the subject must synthe- 
size his initial impressions and interpretations 
so as to arrive at the point of the joke pre- 
sented in the cartoon. This involves an in- 
tegration of the affective and cognitive com- 
ponents in the previous categories. Errors in 
the simpler stages of the process would of 
course reduce the probability of correct ap- 
preciation of the humor. Nevertheless, even 
though a patient had proceeded through the 
earlier stages accurately, faulty reasoning 
or inappropriate affect might engender error 
here. The results clearly showed deficit for 
the CS group as compared with the other 
groups (CS vs. ES, p<.05; CS vs. Dp, p< 
.o1; CS vs. Nt, p<.oo1). In addition, a 
marginally significant deficit was shown by 
the ES group as compared with the Nt group 
(p<.10). 

Example 8—The same patient who gave Example 
6 responded to cartoon 10, the scene with the young 
man, seductive girl, and her mother: “This man 
[is speaking]. It seems that they have been very 
much entertained. We have tea, we have cookies 
. . . [the patient enumerated all the objects]. He 
has something else on his mind; perhaps he thinks 
he can provide his own entertainment.” (Tell more 
about it.) “Oh, probably a little—necking, love- 
making. Maybe he thinks he’s outgrown all those 
games.” (Why is it funny?) “Well, anyone who's 
watched children grow up knows that they get to 
a stage where they consider themselves just a little 
grown up for those sort of things. Most of us don’t 
want to be told; that’s where the tact comes in.” 


The patient seemed unaware of the exag- 
gerated obtuseness of the mother in regard 
to the young man’s designs, Instead, as was 
common in the schizophrenic groups, the pa- 
tient perceived the cartoon as a simple state- 
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ment of a prosaic situation in which nothing 
is especially out of the ordinary. Often, in 
giving such responses, the schizophrenic pa- 
tients would laugh or express amusement 
verbally, and appeared to consider that they 
had adequately explained the humor. 
Example 9—A male ES patient, aged 23, in his 
first year of college, responded to cartoon 9, the 
restaurant scene: “The father is speaking to the 
head waiter. Well, it looks like a brattish family 
in the first place, and they’re angry. And they’re 
the type that would make a scene whether they were 
angry or not, but they have enough consideration 
not to want to disturb the other customers, who 
seem to be enjoying the meal.” (Why is it funny?) 
“Oh, another thing I thought of, maybe they think 
they’re too good for the place. Either they think 
they’re so attractive or so superior, without even 
—eyven if they are polite, the other customers will 
seem humble. I don’t know what makes it funny. 
It doesn’t seem likely that they would make a 
scene because it seems like she was the boss of the 
family and he would meekly obey.” 


This patient, in contrast to many other 
schizophrenic patients, was aware of the lack 
of humor in his interpretation, although evi- 
dently not disturbed by his inability to per- 
ceive a comical element. The vacillation noted 
earlier may also be seen in this response, 


COMMENTS 


In the preceding discussion, only brief 
reference has been made to the qualitative 
features of the patients’ responses, Even 
in the isolated examples presented, however, 
the reader may detect suggestions of the 
value of cartoon responses in revealing 
qualitative information concerning the pa- 
tients. These features are much clearer when 
all 10 responses from a single patient are 
considered together. 

Some of the characteristics common to the 
responses of schizophrenic patients have been 
noted. In contrast with the depressive and 
neurotic patients, they seemed quite inde- 
cisive and vacillating in their interpretations. 
They often applied a matter-of-fact interpre- 
tation and attempted to explain away the 
absurd exaggerations. Many of them ex- 
pressed or verbalized amusement, but few 
showed a correct appreciation of the humor, 
Also, it was often necessary to question the 
schizophrenic patients repeatedly in order 
to obtain scorable details ; they tended to give 
very brief replies, apparently feeling that 
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they had given an adequate and understand- 
able interpretation. 

The skills found to be deficient in chronic 
schizophrenia and to a lesser extent in early 
schizophrenia depend mainly on active par- 
ticipation with the social environment. They 
do not appear to depend primarily on strict 
logical reasoning. Our previous work has 
indicated that schizophrenic patients may 
show no deficit on tests involving only 
formal, nonpersonal stimuli; but schizo- 
phrenic deficit is usually clearly demonstrable 
when the test situation involves interper- 
sonal or social stimuli (5, 6). Other workers 
have reported similar results(7, 8). The 
impaired appreciation of humor in schizo- 
phrenia can be viewed as an aspect of a more 
general deficit; namely, the deficit in social 
comprehension. 

Our results suggest that the chronic schizo- 
phrenic patient's difficulty in interpreting the 
cartoons involves distortions of basic social- 
perceptual responses. The erratic, fluctuating 
attention often seen in early schizophrenia 
may become fixed into a rigid pattern of so- 
cial isolation, resulting in more and more 
Social-perceptual errors and distortions as 
the illness continues. Duration of illness 
alone may be insufficient to bring this about. 
There are probably many other factors as- 
sociated with chronicity of schizophrenia, in- 
cluding prolonged institutionalization, a con- 
dition which in itself might favilitate the 
deterioration of social perception. 


SUMMARY AND CONCLUSIONS 


A method of analyzing responses to comic 
cartoons is presented as a means of studying 
social comprehension. The method was ap- 
plied to 4 groups of patients ; chronic schizo- 
phrenic, early schizophrenic, depressive, an 
neurotic. 

No group showed impairment in simple 
description of the environment depicted in 
the cartoons. Proceeding through the cate- 
gories of Speakers, Action, Social Roles, 
Motivation, and Humor, decreasing adequacy 
of response was apparent for all groups. The 
CS group showed impairment in all these 
categories relative to the other 3 groups. For 
the ES patients there was a suggestion pi 
deficit in Action, Motivation, and Humor; 
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but these patients were clearly better than the 
CS group. The Dp and Nt groups did not 
differ from each other. 

The schizophrenic patient has difficulty in 
understanding social interactions, even in the 
simple situations depicted in the cartoons 
used here. Since the ES patients tended to 
have difficulty in the more complex cate- 
gories, it is suggested that the ability to in- 
terpret these more complex aspects of inter- 
personal situations is impaired early in the 
course of schizophrenia, 

This method helps to clarify the nature 
of the schizophrenic difficulty in social inter- 
actions. Further development of the method 
may permit greater clarification of the psy- 
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chopathology of interpersonal relations in 
various diagnostic groups. 
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THE PERSONAL ELEMENT IN PSYCHIATRIC RESEARCH 
PAUL E. FELDMAN, M.D. Topexa, Kan. 


In psychiatric research, the absence of 
standardized, uniform criteria whereby the 
results of one investigator may be compared 
with those of another is well known. Uni- 
versally accepted rating scales, etc., are con- 
spicuous by their absence and each investi- 
gator has his own pet method of evaluation 
which precludes any possibility of comparing 
his results with those of another. 

The recent flood of literature regarding the 
new ataractic drugs reflects this deficiency. 
Each author utilizes his own conceived stand- 
ards for degree-of-improvement and it be- 
comes extremely difficult to compare one in- 
vestigator’s report of “95% improved” with 
another’s report of “35% improved.” 

There are at present concerted efforts to 
standardize the criteria for estimation of im- 
provement, methods of evaluation, tating 
scales, etc., and all of these trends will 
eventually bear fruit. While our efforts are 
properly concerned with establishing stand- 
ardized methods and structure wherein re- 
search may be conducted, little if anything 
is being said regarding standardized require- 
ments for the research worker himself, 

The importance of the emotional attitude 
of the investigator in research is recognized 
but is rarely credited as being a determining 
factor in his results. Authors are averse to 
record in their papers their own emotional 
attitudes toward their projects, though all of 
us recognize that these attitudes play an all- 
important part in their findings. 

Can anyone, properly trained and moti- 
vated, conduct medical research? Will the 
most idealistic of research designs be of any 
profit if the attitude of the workers involved 
is not assayed with the same care that goes 
into the consideration of the rest of the proj- 
ect structure ? 

The writer, during an extensive investiga- 
tion of the clinical effects of chlorpromazine, 
was impressed by the marked individual 
variations and degree-of-success displayed by 
37 participating physicians, working under 


1 Director of Research and Education, Topeka 
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fairly standardized conditions with compa- 
rable groups of patients, 

Perhaps reporting of these individual 
variations will reinforce the concept that in 
the structuring of a research project, the 
measurement of the attitude of the workers 
involved is just as vital as the standardiza- 
tion of the other conditions under which the 
project is conducted. It is unrealistic to pre- 
sume that different persons working under 
similar conditions will be uniformly success- 
ful in any undertaking. 

This report summarizes the “success- 
rates” of 37 physicians who evaluated the 
clinical responses of 321 patients receiving 
chlorpromazine. It is hoped that our findings 
will provide statistical corroboration for the 
universally accepted fact that the prescribing 
physician plays a very significant role in the 
effectiveness of a drug, and that in a research 
project involving the evaluation of a drug, 
the physician himself may provide an uncon- 
trolled variable which may completely negate 
his clinical observations. , 

It should be born in mind that the physi- 
cians involved in this evaluation, members 
of the staff of the Topeka State Hospital, 
have in addition to their clinica] obligation 
to their patients, the responsibility of partici- 
pating in one of the largest psychiatric train- 
ing programs in the country—The Men- 
ninger School of Psychiatry. All forms © 
therapy—milieu, E.C.T,, insulin, psychother- 
apy, etc.—are conceived of and utilize 
within a psychoanalytic frame of reference: 


NATURE OF PROJECT 


Following the announcement of the avail- 
ability of chlorpromazine for clinical trial 
37 staff physicians voluntarily chose to pat 
ticipate in the investigation and eventually 
reported their clinical experiences with the 
treatment of a total of 321 patients. Their 
evaluation of the results of treatment ae 
based upon their pre- and post-treatme” 
psychiatric examination, daily observatio" 
rating scales, psychological examination, f° 
ports from ancillary disciplines, reports fro” 
patients’ families, etc. 
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Their reports were submitted upon a 
standardized form which called for the evalu- 
ation of 25 different aspects of clinical be- 
havior which could be graded on a 4-point 
scale. These reports were then converted 
by the writer into an over-all index of im- 
provement on a 6-point scale. 


RESULTS 


From the onset of the study a year ago, 
there has been considerable mixed feeling 
about the use of chlorpromazine and a 
number of characteristic attitudes in various 
members of the medical staff. These re- 
sponses and attitudes seem to fall into the 
following categories : 

Category r: Wholehearted, enthusiastic ac- 
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ceptance of this new drug.—tThe attitude: 
“This is it—now we can throw away the shock 
machine.” These men had generally speak- 
ing a high degree of success with chlorpro- 
mazine. Figure 1 illustrates a profile of the 
“treatment-success” of such a physician. In 
his series of 44 patients, 34 showed at least 
moderate improvement. It would appear that 
for this man chlorpromazine was effective in 
77% of his cases. Considering the chronicity 
of illness of the patients involved, their re- 
fractiveness to previous attempts at other 
forms of therapy and all the other factors 
which tend to make for a poor prognosis, 
this was no small accomplishment. That this 
splendid result was not merely overevalua- 
tion and wishful thinking upon the part of 
the physician involved is indicated by the 


"Treatment—Success" Profile 


Improvenen\ 


Patients 


Composition of group: 


Category #1 
Investigator 


Category #3 
Investigator 


Schisophrenics: 29 patients (66% 26 patients (87%) 
Chr. Brain Syndromes 10 s (350 4 F (13%) 
Involutional reactions 5 (11%) 
Average Age: 51 years 43 years 
" duration of illness: Le ie Oe 
y " of hospitalization oe n Be ie 
Marked Improvement: 9 patients (203%) O patients (0% 
Moderate to Marked Improvement: 1i (32%) fir 1 S (5) a0 
Moderate Improvement: u (25%) 2 PT £2; 
Slight to Moderate Improvement: 2 (h 13 = (43%) 
Slight Iaproverent: 6 Os) 13. © (toe) 
No Improvezent: 2 (k 1 aa 
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Sepresemtalive *Treataent<iaceess* Profiles 
of Partons Sralesters 


effective in only 10% of his cases, and in con- 
trast to the physician exemplified in Category 
I, only 2 of his patients have been released 
from the hospital (an additional one is in the 
Process of separation), even though as a 
group his patients had a slightly more favor- 
able prognosis. 

Category 4: Characterized by complete re- 
jection of the concept of drug therapy and 
nonparticipation in the program. 

Figure 2 illustrates some of the varieties 
of individual success recorded by various staff 
personnel. 


SUMMARY AND CONCLUSIONS 

This study provides evidence that all re- 
search workers are not uniformly successful 
in their evaluation of the clinical effectiveness 
of new drugs. It is not the province of this 
Paper to enter into factors that are respon- 
sible for the wide variations of attitudes and 
success displayed by various workers, but it 
: is suggested that both conscious and ape 
j y scious factors determine how any given indi- 
psychiatry.” F; gi vidual will report the efficacy PORTA 
profile of the u A There is need to record the characteristics 
member of our staff who fits into this cate- - of the research worker as carefully as the 
gory. In his group of 30 patients, other elements of the research design. The 
showed at best moderate improvement. bias of a single investigator may in some 
this particular physician chlorpromazine was cases be offset by using multiple evaluators. 


This paper is a further development of the 

expressed in my previous paper, 

"Money: A Rehabilitation Incentive for 
‘Mental Patients" (3). 

= Starting with the basic premises (1) 

_ Money as a conventional reward for labor 

tn our society(1) is a sufficient incentive to 

Motivate psychotic patients, and (2) a normal 

" @eial and work environment can be thera- 

| peutic in the terminal phases of the rehabili- 

_ tation of the mentally ill, the Member-Em- 

Ployee Program was instituted in the Vet- 


pans Administration by the author. 
there 


When a program of this kind is established 
there are many resulting ramifications. The 
purpose of this paper is to discuss some of 

these in the light of our own experiences and 

those of others. 

The need for a “bridge” between hospital 

‘and community has long been recognized by 

~ Psychiatrists, Patients long hospitalized be- 
come institutionalized. They become com- 
able in the hospital setting, adjust to the 
hospital routine, operate on a fairly efficient 


Psychoses have been somewhat reduced, are 
f k , 
: discharged and hired as employees of the 
hospital, with Salaries ranging from $657.00 
to $821.00 per year. Administratively, 3 
iber-employee positions are allowed for 
pital ceiling position. Member-em- 
live in their own quarters apart from 
pati and receive, in addition to salary, 
‘Subsistence, quarters, laundry, medical and 
ey, although adjusting ade- 
_ quately to the hospital community, mental 
Patients are often unable to make the next 
| _step—return to the community as productive 
_ Sitzens, Over the years their contact with 
_ ie extramural community has been dimin- 
ished and in some cases completely cut off. 
eee eee 


f 
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A _t Read at the 111th annual meeting of The Ameri- 
an Psychiatric Association, Atlantic City, N. J, 
9-13, 1955. 
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MOTIVATION OF THE CHRONIC MENTAL PATIENT * 
Í x PETER A. PEFFER, M.D.* Beocxton, Mass. 


The prospect of returning to that community 
precipitates severe anxiety and thus this 
step is viewed as traumatic. For these pa- 
tients the member-employee program serves 
as a transitional experience from hospitali- 
zation to participation in the community, The 
program is directed to those patients on 
whom somatic therapy and ps 

have been tried with insufficient success. In 
many cases hope for psychiatric rehabilita- 
tion has been abandoned. 

Aside from the motivational reinforcement 
provided by money, the member-employee 
plan has certain advantages as a means of re- 
conditioning normal work and social atti- 
tudes, The member-employee in the hospital 
is required to abide by the same j 
governing work performance of all regular 
VA employees: If he comes to work late 
he is docked; no more than one-half hour is 
allowed for lunch; he is expected to work a 
full day and is not allowed unauthorized 
absences. While entitled to the same fringe 
benefits as other employees, he is subject to 
the same disciplinary action if they are 
abused. Nevertheless, we must always be 
mindful that the process of reconditioning is 
a gradual one. Since our goal is to help the 
newly hired member-employee develop toler- 
ance of stress sufficient to cope with problems 
he will meet in the extramural community, 
his ability to deal with increasing stress and 
strain on the job must be built up step by 
step. The member-employee goes through 
2 phases: first the adjustment he must make 
when he leaves the relatively permissive 
atmosphere of the hospital to assume the 
added responsibilities of a salaried employee. 


- This involves certain anxieties and feelings 


of insecurity which have to be handled in a 
tactful manner by the work supervisor and 
the member-employee supervisor. Very often 
the new member-employee has ambivalent 
feelings toward the new situation. He is 
giving up a relatively comfortable situation 
for one that involves certain discomforts. 
For the first time in years, perhaps, he is 
being required to follow a definite work rou- 
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tine and to meet the strict requirements of a 
job, something which is not expected or 
demanded of a patient on a similar hospital 
industry assignment. The step-by-step period 
of adjustment is necessary because of the 
feeling of threat which such an assignment 
engenders. The time this adjustment re- 
quires varies with the individual case, 

Once the member-employee has stabilized 
at this higher level he enters the second phase 
— preparation for return to the community. 
During this period the stresses of the job 
are being continually increased to the point 
where they are equal to or greater than those 
he will face in the community. As part of 
this process he is encouraged to look for 
work in the community. A target date is set 
for termination of his member-employee 
status and for return to the community. Dur- 
ing this phase, apprehension develops anew 
over leaving the program. A firm but under- 
standing approach is necessary, because the 
member-employee will recall his previous 
failure in the outside environment and con- 
trast this with his successful performance 
on the program and the acceptance he has 
found in the social and work situation at the 
hospital. i 

An extremely critical aspect of the con- 
ditioning process is the handling of leisure 
time after working hours. Since he is no 
longer a patient the member-employee is free 
to come and go as he pleases after working 
hours. This freedom is a way of testing his 
social adjustment, Many patients make a 
good work adjustment but are unable to 
adjust socially to the family, to friends, and 
acquaintances, They must work out these 
problems before they are ready to move com- 
pletely into the community, Thus, since there 
is no restriction on their movements after 
working hours, they are confronted with this 
challenge but in a more secure setting than 
they would have if their ties with the hospital 
were severed completely, Frequently, family 
problems become easier to handle because of 
their intense desire to stay on the program 
and to avoid doing anything which might 
necessitate rehospitalization. 

The kinds of jobs to which member-em- 
ployees are assigned are limited only by the 
range of jobs available at the hospital and the 

abilities of the patients. Two methods are 
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used in determining job assignment: (1) 
observation of specific job performance in 
various physical medicine rehabilitation ac- 
tivities, mainly educational therapy, manual 
arts therapy, and particularly industrial ther- 
apy; (2) evaluation by the various members 
of the psychiatric team; especially important 
is the vocational evaluation by means of tests, 
interviews, and observations. 

The patient assigned to member-employee 
Status must work at a job which meets the 
operational needs of the hospital. This serves 
an important therapeutic aim in that he is 
made to feel that he is making a useful con- 
tribution to the hospital. In the VA he 
must work at a job that is a recognized civil 
service position and that requires a position 
description analyzing in detail the duties and 
responsibilities of the job. The following 
are some of the jobs being filled : dental tech- 
nician, assistant librarian, clerk-typist, finance 
clerk, custodian, kitchen helper, baker, 
butcher, carpenter’s helper, machinist’s 
helper, locksmith’s helper, occupational ther- 
apy aide, messenger, and storekeeper. 

The environment or atmosphere such a 
program requires to function successfully 
involves, first, hospital-wide acceptance. All 
employees must feel themselves a part of a 
therapeutic community in which each em- 
ployee makes a contribution to the treatment 
of the patient. Such an attitude on the part 
of the employees can be attained only by 
indoctrination when employees are first hired 
and a continual process of indoctrination and 
education with respect to the mental patient. 
Secondly, the member-employee supervisor 
must be a forceful, enthusiastic, yet mature 
person who has the “drive” to carry through 
such a program and has the flexibility to 
play the many roles imposed on him by 
the ever-changing situation. As Margolin(2) 
pointed out: 

The member-employee supervisor must be a father 
figure, friend, helper, public defender, paymaster, 
and boss. Also, once the program is established, it 
has a motivational impact upon acutely disturbed 
and regressed patients, causing a qualitative sprea 
effect, It serves as a catalytic agent to motivate 


these patients to function at a higher level of inte- 
gration generally, 


The above discussion concerns the useful- 
ness of this program in the treatment of the 
chronic patient, but we have found it helpful 
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in the rehabilitation of certain types of acute 
patients. For example, patients with no 
previous work history—Korean War veter- 
ans, young men suffering their first mental 
breakdown; also, patients with repeated but 
brief hospitalizations, one of whose main 
problems has been inability to maintain stable 
employment. For them member-employee 
status is useful as a conditioning process and 
also as a means of testing gains derived from 
specific therapies. There are also occasions 
when the psychiatrist is not sure that the pa- 
tient’s improved psychotic condition has 
stabilized. A period of member-employee 
status serves as a means of evaluating this. 


MOST RECENT STATISTICS 


From the inception of the first member- 
employee program at the VA hospital, Perry 
Point, Maryland, from February 1952 to 
October 1954, 15 other VA hospitals have 
initiated such programs, Three hundred and 
forty-five patients with 46 different diag- 
noses were placed on the program, About 
60% of these were schizophrenics. The 
number on the program ranged from 1 to 85. 
Of the 345 placed on the program, 88 have 
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been discharged to the community, 90 read- 
mitted to the hospital, and 167 remain on the 
program. Almost all of the 88 discharged 
were chronic patients who apparently could 
not be discharged through previous programs 
(Tables 1 and 2).° 

Since this program for mentally ill patients 
is relatively new, further evaluation will be 
needed as more is learned concerning criteria 
for selection and methods of operation. Much 
of the present work is still of a trial-and- 
error nature. 

One further point should be noted: it is 
far less costly, administratively and finan- 
cially, and far less traumatic for the patient, 
to be readmitted to the hospital from the 
member-employee program than from the 


8 Statistics gathered in January 1956, subsequent 
to presentation of this paper, give the following: 
Total patients admitted to M.E.P.—710; M.E.’s 
discharged to community—293; readmission to 
hospital of M.E.’s discharged to community—25; 
average length of hospitalization of above 203 M.E.’s 
—4 yrs. 11 mos.; No. of M.E/’s currently on pro- 
grams in VAH—231. 

The following VA hospitals have instituted M.E. 
programs since the report contained in Table 1: 
Albany, N. Y.; Bedford, Mass.; Danville, I1l,; Fort 
Lyons, Colo,; Pittsburgh, Pa.; Salt Lake City, 
Utah. 


TABLE 1 


STATISTICAL SUMMARY OF MEMBER-EMPLOYEE Activity * 


n 

‘ l; 55E 

$ age 

Or mer E ae 

si ae 
Augusta, Ga. erso sessa, 11/2/53 3 
oston, Mass, .........00 4/11/54 2 
Brockton, Mass. .......... 2/8/54 28 
Chillicothe, Ohio +++ 3/15/54 a 
partey, S a * 12/2/53 12 
pot Meade, S. Dak 7/18/54 ri 
ort Thomas, Ky 6/1/54 60 
Houston, Tex. ........... 3/5/54 7 
Jefferson Barracks, Mo.... 10/28/54 I 
E N Jessie 7/1/53 64 
Orthport, N. Y.......... 11/53 25 
alo Alto, Calif.........0. 5/4/54 7 
erry Point, Md.......... 2/2/52 85 
Wanoke; Va. Ca a 8/5/53 10 
Sere OTe. G. 598, See 3/3/49 3 
heridan, Wyo, .......... 1/6/54 8 
Ly Seperated Se a ae 345 
Patentit (i902), > eee te et 100% 


[=| 

Be ais 2g 88 EE 
5E Seyn diu E EFR 

$ EEFE es S38 58 
3 g EEEE] 8 Bo as 8: B 
ie He EE sig 8 wigs 
a2 gas gee gis 8 

I - I — 1 

at a ra = 2 

3 = 4 2 19 

I _ 4 = 5 

2 — 2 a 8 

= — 3 = 7 

II 4 16 — = 

= F PEET ó 

16 4 14 = 34 

2 pm 5 2 16 

2 I 2 I 2 

35 — 26 = a 

2 — 4 I 3 

I = I - I 

I — 3 F 16 

82 9 go 

23.8% 26% 26.1% 1.7% 48.4% 


* Prepared in conjunction with member-employee workshop beld at VA Hospital, Brockton, Mass., 12/8/54-12/10/54- 
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TABLE 2 


Diacnosis 


Depressive Reaction 
Involutional Psychotic Reaction 
Anxiety Reaction 
Conversion Reaction 
Phobic Reaction ... 
Manic Depressive Reaction, Manic Type..... 
Manic Depressive Reaction, Depressive Type. . 
Schizophrenic Reaction, Unclassified.......... 
Schizophrenic Reaction, Simple Type......... 
Schizophrenic Reaction, Hebephrenic Type... 
Schizophrenic Reaction, Catatonic Type...... 
Schizophrenic Reaction, Paranoid Type....... 
Schizophrenic Reaction, Undifferentiated Type. 
Schizophrenic Reaction, Schizo-affective Type. 
Schizophrenic Reaction, Residual Type....... 
Inadequate Personality ............. 
Schizoid Personality ........ CIE eee Pt 
Personality Disorder ................ caleeleiase 
Passive-aggressive Personality ...... 
Mental Deficiency ........ 


Chronic Brain Syndrome.......... Rie anchors Oe 
pemk Brain Syndrome with Convulsive Dis- 
Order sossess Cn ne ers 


Chronic Brain Syndrome with Syphilitic Psy- 


Epilepsy, Idiopathic 
Alcoholism 2 Een vss are in) HA 
Encephalopathy, Traumatic ... 
Psychosis, Unclassified ..., 


System ....... eG bs TR nat E 
Dependency State .......... 
Pulmonary Tuberculosis .... 
General Paresis ....... 


Diabetes; ers aun URAN 
Toxic Psychosis .......... 
Hypertension ............. 
Syphilis, Tertiary ........ 
Chronic Bronchitis 


MOTIVATION OF THE CHRONIC MENTAL PATIENTS 


> 


NAA mnn 


| 


Total Uae. t 


ENT RAAS dlana ty 345 


community, in the latter instance often under 
conditions involving publicity and public 


humiliation of the patient. 
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RESEARCH FINDINGS 


Only by means of controlled and system- 

atic research and follow-up is it possible to 
determine the relative effectiveness of this 
or any other program. At one hospital a 
study is being made comparing the readmis- 
sion rate of member-employees who have 
successfully completed the program with that 
of patients from trial visit or straight dis- 
charge who did not have benefit of the pro- 
gram. 
Stotsky’s(4) study of factors differenti- 
ating successful from unsuccessful member- 
employees discloses that unsuccessful mem- 
ber-employees showed significantly more 
current difficulties with alcohol, records of 
arrests, and elopements. 

It has been observed clinically that pa- 
tients who meet the following criteria are 
the best prospects: (1) psychotic condition 
stabilized to the extent that patient is not 
showing acute behavior disturbances or florid 
symptomatology. When symptoms are in the 
acute stage patients are too difficult to man- 
age in the less structured member-employee 
role; (2) ability to conduct himself without 
difficulty on week-end passes; no abuse of 
full ground privileges; (3) no recent evi- 
dence of aggressive, suicidal, or antisocial 
behavior, including alcoholism. Where alco- 
holism has been a problem in the past, a pa- 
tient must show definite evidence that it is 
under control before he can be considered 
for the program. j 


INTERPRETIVE SUMMARY 


1. Preliminary findings suggest that the 
member-employee program is of value as 2 
method of rehabilitation, It is of special value 
in motivating chronic institutional patients 
to work toward their own rehabilitation. 

2. In certain instances it makes a signifi- 
cant contribution to the rehabilitation 0 
acute patients. 

3. As a logical extension of present te 
habilitation programs in hospitals it serves 
as a link between those programs and the 
community, tying the two together. |, 

4. A wide variety of occupational activities 
can be utilized in this program thus broaden- 
ing the scope of rehabilitation measures. 


yer, the types of positions filled by 
-employees bear much closer re- 
nce to jobs in the community than do 
tional hospital activities. 
Flexibility in the administration of sucha 
m is indispensable. It must be adapted 
the cultural setting of the hospital in which 
tablished. Thus the program will not 
the same form in each hospital but will 
features unique to the respective hospi- 


réliminary statistical evidence sug- 
i that a large number of these member- 
loyees are able to adjust to the extra- 
| community after a varied tenure on the 
im, and, further, while on member- 
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level adjustment intramurally for mental pa- 
tients than was previously possible. Con- 
sidering that patients chosen for this program 
are mainly those with long histories of mental 
illness and hospitalized, these findings are 
encouraging. Further controlled research is 
needed. 
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WHEN PHYSICAL THERAPY (SHOCK) FACILITATES 
PSYCHOTHERAPY + 


LEWIS B. HILL, M.D.? an» JOHN D. PATTON, M.D.2 
Towson, MD. 


Psychotherapy, for the purpose of promot- 
ing significant and enduring changes in a pa- 
tient’s attitude and character so that crippling 
symptoms and destructive behavior patterns 
may be modified or made unnecessary, is a 
time-consuming procedure. Ambulatory pa- 
tients who are able during psychotherapy to 
carry on their usual educative, self-suppor- 
tive, and social activities need not find the 
duration of treatment a serious deterrent, 
There are few hospitalized psychotic patients 
who can afford prolonged psychotherapy, 
however desperately they need it. Most psy- 
chotic patients are under real pressures and 
obligations to recover as soon as possible. 
These pressures are not all financial, Many 
must return to school or to work or lose their 
positions and their places in the community. 
Prolonged absence from the home threatens 
disruption of the family group. Most pa- 
tients also need to make measurable progress 
toward recovery, otherwise they lose hope, 
incentive, faith, and self-esteem and sur- 
render to disintegrative psychotic forces. 

However, the nature of psychotic illness 
imposes severe obstacles and disabilities in 
the pursuit of psychotherapeutic goals, Con- 
sidered functionally, psychosis is an escape 
from unendurable situations, The patient 
wishes to recover, but shrinks from and is 
unable to endure the pain and humiliation 
he feels when he looks at his life situation, 
His best efforts to see, comprehend, and 
think about his difficulties are undone by the 
very psychotic defenses that need correction, 

Psychotherapy is effective only insofar as 
there is rapport between the healthy ego of 
the therapist and some healthy bit of ego of 
the patient. It is in this setting that reinte- 
grative forces are mobilized, However, this 
reintegrative activity and rapport itself may 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 Authors are respectively Psychiatrist-in-chief, 
and clinical director, Sheppard and Enoch Pratt 
Hospital, Towson 4, Md. 
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be blocked and disrupted by psychotic tech- 
niques for escape from and sabotage of 
reality, The therapeutic situation itself may 
become a method of sabotage. Some out- 
standing psychotic techniques effective in 
sabotaging therapy are the following: 

Denial of reality, both external and intra- 
psychic, frequently destroys the basis for 
psychotherapy. The patient denies the fact of 
his illness and the function of the physician, 
thus preventing discussion of his illness or 
his relationship to his doctor. Fortunately 
some patients can be helped to recognize this 
maneuver and how it is self-defeating. Many 
others persist in denial to the extent that in 
their eyes no therapeutic situation exists. 
The technique of denial is commonly rein- 
forced by further defenses. One of these is 
internalization of the conflict and withdrawal 
of feeling from external relationships. 

In one sense all conflict is internal, but it 
has to do admittedly with attitudes and be- 
havior toward other persons. The psychotic 
ego, having broken with reality, may recog- 
nize and value only the good and bad intra- 
psychic objects and devote its attention only 
to the mental combat going on between these 
persecuted and persecuting internalized ob- 
jects. The therapist, being outside, may be 
unable to secure the patient’s attention. The 
therapeutic situation is not improved if the 
patient succeeds in Teprojecting his perse- 
cutors onto an outer “they,” be they Commu- 
nists, the FBI, or mankind in general. He 
cannot come face to face with “them,” he 
can engage in no constructive battle with 
“them.” 

One purpose of the defenses of internal- 
izing or Projecting is to avoid meaningful 
rapport with the therapist for fear of re- 
vealing feelings of helplessness, dependency; 
passivity, and distrust of the therapist as 4 
Source of needed supplies. Such fear an 
distrust can be denied and replaced by 2 
hard, cold, defiant, angry, pseudo-indepen® 
ent, or indifferent avoidance of any nearness 
that would reveal the patient’s passivity a0 
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need of help. This amounts to sabotage of 
rapport. 

Another technique for denying the thera- 
peutic realities is found in the exploitation, 
to a fantastic extent, of reaction formations 
with which we are familiar in the obsessive 
character, We see psychotic patients who, 
however tense they appear, blandly deny any 
feelings of anger, revenge, or defiance, or any 
impulses to self-assertion against anyone. 
This defense when overworked can push 
the patient into a massive psychotic depres- 
sion or into a bland grandiosity of virtue 
which is paranoid. 

It may be noted here that many acutely 
psychotic patients manage by the methods 
Just mentioned to resolve the acute phase of 
their illness, only to exist in a chronic de- 
fensive state best described as a psychotic 
character. This outcome of an acute psy- 
chosis is to be resisted by the therapist as 
It 1s severely crippling and very often is the 
path into recurrence of the acute psychosis. 
Psychotherapy aims whenever possible to 
achieve an integration superior to that which 
the patient had before he fell into a psychotic 
episode, 

One further defense against therapeutic 
reality, frequently so effective as to prevent 
indefinitely any accomplishment, is the utili- 
zation by the ego of defective functions for 
purposes of defense after the defects can be 
repaired. For example, a patient, who in 
acute psychosis*was too confused to make 
sense out of spoken words, may continue for 
months or years to become confused when- 
ever the therapist says anything which, if 
understood, would be painfully meaningful. 

hat this is a purposeful sabotage is seen 
n the patient discontinues it upon being 
ae what he is doing, Mutism, stupor, re- 
at manic flight, or aggressive violence 
a. 2 revived by the patient whenever he 
rca e need to break off rapport with his 

Tapist in order to avoid the terrifying ex- 
oe of recognizing his illness and the 

culties of trying to work out of it. 
pranta psychotherapy can often support 
chs care a patient out of his psychosis, re- 
Clty i resistances as they appear and 
cee hr Bete Whenever possible, this 
a of choice. When it is not 

sible by such means to achieve satisfactory 
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reintegration of the patient, it is our thesis 
that intervention, at the right moment, with 
ECT or ICT, or combined treatment as indi- 
cated, may break up the massive and destruc- 
tive psychotic resistance so that the patient 
and the therapist can work together profit- 
ably, Although we are at present investigat- 
ing the usefulness of reserpine and chlor- 
promazine for the purpose of facilitating 
psychotherapy, we here limit our observa- 
tions to our experiences with ECT and ICT. 

Our observations support the belief that 
physical therapies used without psychother- 
apy are frequently unsatisfactory. They may 
break up a psychotic impasse but they do 
not of themselves offer the patient much pro- 
tection against immediate or later relapse. 
We have observed this in some of our own 
patients and also in patients who received 
shock or coma treatment elsewhere, without 
psychotherapy, and who came into our care 
shortly thereafter because they were again 
psychotic. What we have frequently ob- 
served is a resolution of the acute phase but 
the development of a chronic psychotic char- 
acter state. 

When we have used physical therapy to 
facilitate psychotherapy, its efficacy has ap- 
peared to depend largely upon our judgment 
as to when to use it. If applied too soon, 
that is before rapport has been established, 
it is liable to intensify the patient’s persecu- 
tory anxiety and lead to further psychotic 
defenses, thus further preventing establish- 
ment of rapport. “Too soon” does not refer 
so much to measured duration of time as to 
the stage of development of the patient- 
therapist relationship. If the patient has 
some appreciation that he needs the thera- 
pist and that the therapist means to be help- 
ful, then physical therapy may be gratefully 
accepted and used. 

If physical therapy is withheld too long, 
so that the patient comes to feel that the 
therapist is indifferent to his condition or in- 
competent to help him, he may surrender to 
his psychotic futility and depression. At this 
time physical therapy may confirm the pa- 
tient’s surrender. It may also be noted that 
physical therapy, like psychotherapy, is more 
successful when used by a therapist who has 
an optimistic opinion of his patient. 

We believe that physical therapy, used 
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either before the patient-therapist relation- 
ship is established, and the persecutory anx- 
iety minimized, or long after patient and 
therapist have lost hope, leads to results 
which support the widely-held idea that 
physical therapy closes the door to psycho- 
therapy, We find that when physical therapy 
is used at the opportune time, psychotherapy 
is facilitated, not made more difficult, 

Insulin coma therapy does not of itself in- 
troduce any barrier against continuing psy- 
chotherapy. Electroshock is followed by 
amnesia and sometimes confusion, However, 
our patients report that the amnesia is selec- 
tive. They say that they forget what they 
want or need to forget and remember 
when they need to remember. Confusion 
is transitory unless the patient elects to ex- 
ploit it as defense. 

In the choice between ICT and ECT it is 
generally the prestige-oriented, power-ma- 
nipulating, nonintrospective patient—i.¢., the 
manic depressive or paranoid—who gets 
ECT. These are the patients who, with or 
without ECT, would not be expected to lend 
themselves to extensive and intensive study 
of the depths of their character disorders, 
ECT does not make them appreciably less 
available for psychotherapy than we would 
expect them to be without it; on the contrary, 
it facilitates such therapeutic work as they 
are able to do. 


Below are brief reports illustrating our 
thesis, 


Casz 1.—A married woman of i 
because she was disoriented, intent, Mirkes 
santly, saying she was doped, persecuted by traitors, 
a Her parents were over- 
indulgent yet remote and concerned with social 
as ambitious and success- 


her capacity diminished. 
episode 5 years before admission, 

During the first 10 weeks of hospitalization she 
talked under pressure to seen and unseen persons. 
Her content was obscene, self-contemptuous, and 
full of confused sexual references. She was aware 
that she was ill but blamed her condition on being 
doped, or on a brain tumor. Twice she injured 
herself in her violence. She said she was “caught 
between God and the Devil, so to speak.” She spoke 
of her fear of being alone, fear of people, and need 
of love. The psychiatrist was recognized as such 
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from time to time but no progress was made in 
psychotherapy. 

ECT was begun, and 12 treatments given in 8 
weeks, The patient feared and fought these treat- 
ments. Following the first one she raged against 
the psychiatrist. She managed to persuade him to 
stop ECT after the twelfth treatment and within 
I week was in contact and cooperative with him. 
She still spoke of dope and a brain tumor, but ac- 
cepted regular psychotherapeutic interviews, and 
was able to structure the previously incoherent ma- 
terial and to relate it to her life experiences and 
problems. She spoke first of masturbation guilt, 
then of adolescent homosexual preoccupations, then 
of her interest in her father, She became less in- 
tolerant of her sexual impulses. During 3 months 
of psychotherapy her behavior steadily improved. 
She went into the meaning of her alcoholism and 
the ways in which she used it to fight her husband. 
Finally she talked out, in the course of a month, 
her intense ambivalent investment in the psychia- 
trist. She was discharged after 7 months and has 
remained at home, without psychosis, for over 3 
years. ! 

This case illustrates the not uncommon situation 
in which an outbreak of psychotic material, so pro- 
fuse and diffuse that it cannot be used in therapy, 
floods the ego with such violent primitive impulses 
that it becomes helpless. The ECT, used after the 
therapist had become well acquainted with her, had 
the effect of focussing the patient’s diffuse rage 
and feelings of persecution upon the person of 
her therapist; furthermore, it so constricted the 
flow of psychotic associations that the ego could 
integrate itself to deal with one thing at a time. 
It can be noted that ECT made possible a clarifica- 
tion of the patient's feelings about the therapist 
enabling her to use his help in her reintegration. 

Case 2—This patient, admitted because he was 
going into panic, was overactive, uncontrollably 
aggressive and preoccupied with ruminative ideas 
about murder, He came directly from 2 years 0 
Psychoanalysis, begun and carried out on the as- 
sumption that his was an hysterical reaction, and 
during which his situation had deteriorated unti 
finally his therapist had discussed discontinuing 
treatment, This left the patient with the alterna- 
tive of going through with a marriage, conflict over 
which had brought him to treatment, or escaping 
from it by a psychosis to avoid murder, either 0 
his fiancée or his therapist. 

The protection of hospitalization reduced the 
acuteness of the conflict and encouraged the rem- 
stitution of neurotic defenses, but distortions © 
reality and of transference from his previous hen 
pist directed his aggressiveness toward the residem 
in charge of him. The latter became uneasy an 
responded with active interpretative intervention 
which frightened the patient and increased his un- 
controlled outbursts. When the patient again bar 
Perienced a panic reaction coincident with a The 
from his fiancée, treatment plans were revised. 24 
goal became exclusively that of reinstituting ed 
control of impulses and getting the paticnt 
together.” All discussion of dynamics and genetic 
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was discontinued and ICT was begun. He received 
54 treatments with 43 comas in 11 weeks. There 
was hostile abreaction against the insulin nurse 
and physician. After the first coma the theme of 
murder disappeared and was replaced by a struggle 
to survive the insulin comas. The psychotherapist 
remained quietly supportive. 

In the months following ICT there was per- 
mitted a cautious return to discussion of the pa- 
tient’s psychotic ruminations, which the therapist 
related to current daily experiences and to the 
time immediately before the psychosis erupted. 
After several months a visit from the fiancée was 
permitted. It aroused great anxiety but not a re- 
turn to psychosis. The therapist was now able 
to relate the anxiety to the fiancée, the original 
therapist, the mother, and the present therapist. 

_ There followed a few months devoted to clarifica- 

tion, investigation, and working through of many 
genetic-dynamic factors as they influenced the pa- 
tient’s character. He was discharged after 10 
months, apparently with much increased security 
against psychosis, and with an integration permit- 
ting return to productive work. He has remained 
well for about 3 years, 

This patient is one of a number who have re- 
sponded to psychoanalytically oriented therapy with 
increased anxiety and finally with loss of ego 
boundaries and control, so that further therapy was 
destructive rather than useful. In this case, and 
Aoi Net ICT facilitated the reinstitution of ego 
unction and permitted cautiously applied psycho- 
therapy with resultant beneficial modification of 
character defenses so that the threat of psychosis 

ame relatively remote. 

Case 3.—This woman, in her early forties, ad- 
Hee after 1 month of increasingly manic be- 
avior, was overactive, untidy, overtalkative, sar- 
ae and said she was “desperately happy.” Her 

er died when she was 2, and thereafter she had 

No enduring secure family support. Through child- 
soy ee had mood swings. In her mid-twenties 
cae in love with, and proposed marriage to, an 
a rable employer. He declined. She married 
other man “on the rebound,” and had a son. 
Sr PA was a depression following the love affair 
ai ere have been anniversary depressions each 
in Since. She had 9 years of psychiatric care. 

e and 2 years ago, respectively, ECT aborted 
S pressions, This, her first manic excitement, grew 
ut of a depression, 
are months after admission, the manic state be- 

ree be punctuated by episodes of depression. 
fee fg Persistent concern was for the welfare of 
ad n. After another 5 months she experienced 

pendent little girl” attachment to her therapist, 

ol Hae ieee affectionate dependence upon an 
said Py ae Gradually the mania abated. She 
if ae will live with my husband for my son even 
into a s me.” She began to visit home and slipped 
is aranan depression about living with her 

a She also felt great loss of self-esteem 
Resse of her manic behavior, and used her de- 

he n as a plea for love from the psychiatrists. 

elements were pointed out repeatedly and 


gradually lost their intense value for her. She then 
expressed guilt and depression about her son. De- 
pression deepened and she pleaded for help. ECT 
was instituted with her consent, She had 7 treat- 
ments in 3 weeks. From the first treatment, the 
depression lifted and she was discharged 2 months 
later. There was a short hypomanic episode im- 
mediately following shock, but this cleared as the 
therapist worked with her to clarify and reap- 
praise some of the issues of her life. Much of the 
tedious, painful work of her years of psychotherapy 
could now be synthesized and integrated into her 
useful awareness. 

It is our belief that ECT might have abated the 
manic phase, but lasting results depended upon 
waiting until the patient and the therapist were in 
agreement as to its necessity. 

Underlying this patient’s efforts to get narcis- 
sistic supplies in the form of care and attention, and 
her use of depression to atone for guilty feelings, 
we believe there is an endogenous liability to severe 
mood swings. We are not certain that this latter 
factor will not again disturb her, but it appears 
that it will get less reinforcement than heretofore 
from her guilt feelings or from her quest for de- 
pendence upon psychotherapeutic help, Since dis- 
charge she has, in fact, had one brief, mild period 
of overactivity which she survived without further 
therapy. 

Case 4.—A 34-year-old married woman was ad- 
mitted for treatment because she had tried to kill 
herself and her husband. This patient was humili- 
ated in childhood by a paretic father. She married 
an epileptic who beat her, divorced this husband, 
remarried, and has 2 children. Her present husband 
has ulcers. Three years before admission there 
was a complete hysterectomy followed by diffuse 
left-sided symptoms from ear to knee, For the next 
year she quarrelled with her husband, her house- 
keeping deteriorated, and she became seclusive. 

During 4 months of hospitalization she was 
anxious, irritable, and overactive. She “sang and 
danced to keep from crying.” She spoke of events 
in her history, of the Red Cross, the Cross of Jesus, 
and of her father as a saint who had raped her and 
given her syphilis. She liked her therapist and grad- 
ually came to speak of her somatic complaints as 
having an emotional basis. She fell in love with 
an elderly psychiatrist “because I was never able 
to love my father.” She wrote her husband, angrily 
demanding divorce. : 

The staff thought that the patient was becoming 
stereotyped in brief swings of excitement and de- 
pression which prevented consistent therapeutic 
gain. ICT was begun. Her first reaction was “that 
damned insulin makes me numb. I feel like an 
epileptic.” The first dozen comas were accom- 
panied by increasing rage against the husband and 
by suicidal threats. The next 10 were in the setting 
of helpfulness to other patients and recognition of 
her therapist’s helpfulness to her. She spoke long- 
ingly of her children and was less delusional. After 
40 comas she said, “I was a wreck. I am getting 
better and I don't know why.” She made increas- 
ingly good sense in her therapeutic hours, but her 


64 WHEN PHYSICAL THERAPY (SHOCK) FACILITATES PSYCHOTHERAPY 


behavior still varied from better to worse. After 
46 comas she reported a “recovery dream.” She 
commented on the beauty of the flowers and en- 
joyed her time outdoors. After her fiftieth and last 
coma she feared she would not be able to leave the 
hospital, although she made plans to resume care 
of her children. Three years later she is reported 
taking care of her children and a sick husband, 
She occasionally telephones her referring doctor but 
has no regular psychotherapy. 

This patient, slipping for several years into a 
schizo-affective escape from her grim reality, could 
still make an investment in her therapists, but she 
could not resist acting out her phantasies about 
them. During ICT her resentments were reorgan- 
ized and her devotion to her children emerged as a 
nucleus about which she could reintegrate her be- 
havior. Her prognosis was thought to be bad. 
She has surpassed our expectations. Although still 
psychotic she maintains a useful family relationship. 
We think ICT was a decisive factor in helping her 
to use her trust in her psychotherapist. 


DISCUSSION 


Pau. H. Wircox, M.D, (Traverse City, 
Mich.).—Drs, Hill and Patton are to be congratu- 
lated for their clear exposition of some of the ob- 
stacles to the successful use of psychotherapy alone 
in psychotic conditions. However from their de- 
scription of the selective use of ECT and ICT to 
help overcome these obstacles, I get the feeling that 
they have introduced these physiodynamic therapies 
almost apologetically. This brings to mind the 1954 
paper? of Dennis Hill in England in which he 
deplores the present tendency for psychiatry to be 
divided into 2 hostile camps, one versed in the 
physical methods of treatment and the other in the 
Psychopathology of the patient's problems, He 
stresses that each camp can profit by the experi- 
ence and insights of the other, 

It has long been my contention that shock ther- 
apy, which I now prefer to call by the broader 
term physiodynamic therapy, is a means of facili- 
tation of the intrinsic healing tendencies of the 
brain. I refer to my 1946 article, “Brain Facilita- 
tion not Brain Destruction, the Aim in Electro- 
shock Therapy.” 4 During the years, I have at- 
tempted to utilize Psychotherapy aggressively to 
consolidate the gains made with the physiodynamic 
therapies. 

_ I wish to take issue with Drs, Hill and Patton 
in regard to the time when the physiodynamic ther- 
apies should be instituted. I am impressed by the 
quality of therapeutic results they have reported 
in these cases but the delay in instituting the facili- 
tating therapy was not Primarily adapted to the 
need of the patient. I predict that, as they become 
more experienced not only with ECT and ICT but 
also with the various techniques of nonconyulsive 
electrostimulation and of carbon dioxide therapy, 


* Hill, Dennis, J. Ment, Sc., 100: 360, Apr., 1 
*Wilcox, Paul H. Dis. Nery, Syst., ro 
July, 1946. 
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they will find justification in using these facilitators 
much earlier, To a remarkable degree the mind- 
set and expectation of the therapist determines the 
acceptability to the patient of any chosen therapy. 

Take the first case reported. The doctors ad- 
mitted that no progress was made with psycho- 
therapy for 10 weeks and that when ECT was 
started the patient feared and fought it. That does 
not sound as if the ro weeks were determined by 
patient’s need to develop rapport with the doctor 
first, for fear of intensifying her persecutory anx- 
iety and for fear of her developing further psy- 
chotic defenses. This period was used up in con- 
vincing the doctor that he was getting nowhere 
with psychotherapy alone. 

In the second case reported, the authors state 
that the patient had come directly from 2 years of 
psychoanalysis with progressive increase in symp- 
toms. Even that was not convincing until the pa- 
tient became so aggressive toward the resident that 
treatment plans were revised. 

The third case suffered for 7 months in the 
hospital with a manic state punctuated by episodes 
of depression before she reached a depressed stage 
so deep that she was asking for anything to re- 
lieve her of her agony, even the dreaded ECT if 
necessary. This delay was dictated by the mind- 
set of the therapist, not by the therapeutic need 
of the patient, 

Likewise in the fourth case there was a delay of 
4 months before ICT was started. The evidence 
presented does not indicate that this expensive de- 
lay in using the adjunctive therapy was necessary 
in order for the patient to develop the necessary 
rapport with the doctor, 

In my private practice I deal mostly with psy- 
choneurotic problems and the results should not be 
compared directly with the psychotics reported by 
Drs. Hill and Patton and they probably would be 
even more inclined to rely on psychotherapy alone 
for most of my patients, However, I find I cat 
use nonconvulsive electrostimidation and carbon 
dioxide therapy selectively © and ECT when neces- 
sary beginning immediately, with a gain to the pa- 
tient and with a gain rather than a loss in rapport 

On the other hand, I hope to be more effective 
in my psychotherapy by utilizing the insights into 
the psychodynamic blocks of the patients which 
have been so clearly described in this paper. 


REPLY TO THE FOREGOING 


Lewis B. Hitz. (Towson, Md.) —Our report W35 
not meant to be apologetic; we had hoped our audi- 
ence might include psychoanalysts and therefore 
undertook to explain to them the basis upon whic 
we introduce physical therapies at appropriate ie 
to facilitate Psychotherapy when psychotic detense 
in their massiveness preclude rapport. Dr. W po 
illustrates his thesis that the mind-set of the mat 
pist is a factor of importance, His orientation | 
that he is dealing with a brain disorder, treating Ë | 
by physical means, and using psychotherapy secon® | 
-y physical means, and using psychotherapy secon” 


* Wilcox, Paul H. Confinia neurol., 14:2833, 195+ 
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arily. Our mind-set, based on many years of ex- 
perience with psychotherapy, is that psychosis is a 
disorder of the whole person and his whole way of 
life, and that treatment must be directed primarily 
to the person in his life situation. 

Our thesis is that this program can be facilitated 
by the occasional use of physical therapy if it is 
applied at an appropriate stage of the treatment 
relationship. It happens that our case material re- 
ported here refers to those who have had previous 
psychotherapy without success. It would be equally 


ww 
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easy to present a longer series of patients who have 
had previous physical therapy without lasting bene- 
fit, and who have responded under our observation 
to psychotherapy facilitated at the appropriate mo- 
ment by physical treatment. 

We share Dr. Wilcox’s feeling that it would be 
good for patients if all psychiatrists were oriented 
toward both the psychological and the physical 
aspects of patients rather that falling into 2 camps, 
those treating the patient and those treating the 
brain. 


PSYCHIATRIC RESIDENCY TRAINING IN AFFILIATED CENTERS: 
REPORT OF FIVE YEARS’ EXPERIENCE + 


WALTER E. BARTON, M.D., anp PAUL I. YAKOVLEV, M.D.: 
Boston, Mass. 


With the growing importance of mental 
health in our country, there is an increasing 
demand for trained psychiatrists. The de- 
velopment of adequate facilities for training 
psychiatrists becomes a matter of national 
importance. 

Two as yet unsolved problems seem to 
dominate the picture of psychiatric training 
as it has developed since the war. One prob- 
lem pertains to economics, the other to the 
peculiar nature of the process of psychiatric 
training. We shall state these 2 problems 
briefly. 

Psychiatric residency training is a long 
and costly process, undertaken usually at an 
age when most young physicians are married, 
have dependents, and must look for lifetime 
careers. They need financial support while 
in training. In keeping with the growing 
importance of mental health, federal and 
state funds, in larger amounts than ever be- 
fore, are being made available for psychiatric 
training, especially since the war. There 
exists, however, a considerable discrepancy 
in the motives which mobilize the public 
funds to finance the training of psychiatrists 
and the motives which bring young physi- 
cians into the field. The majority of young 
aspirants for psychiatric training are moti- 
vated by the appeal of private practice. On 
the other hand, the public funds for training 
are appropriated under the pressure of the 
need for trained psychiatrists to staff the 
public mental health agencies such as state 
hospitals, mental hygiene clinics, and like 
community psychiatric services. To reconcile 
the discrepant motivations which bring the 
best young minds into psychiatry with those 
which provide the wherewithal for their 
training is a long-term problem for which 
there are no short-term solutions, It will Te- 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. Ne 
May 9-13, 1955. 

2 Superintendent, Boston State Hospital and 
Chairman Psychiatric Training Faculty, 
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quire perspective in planning, enlightened 
leadership, and the support of an informed 
public opinion. Only by education of the 
sense of professional obligation to the com- 
munity among the residents, and, ultimately, 
by the saturation of the demand for private 
practice in densely populated areas, will it be 
possible to meet the need for trained psy- 
chiatrists. The immediately obvious answer 
to this problem is to train more psychiatrists 
by making training financially accessible to 
a larger number of qualified aspirants. This 
is principally a problem of economics. It 
demands rational and effective utilization of 
the available resources where the training po- 
tential is optimal. The problem of rational 
distribution of resources is intimately bound 
to the peculiar nature of the process of psy- 
chiatric training. 

Psychiatric training differs in many Te 
spects from training in other specialties. It 
is peculiarly an interdisciplinary branch 0 
medical practice(1). The second Cornell 
Conference has brought clearly into focus 
this distinctive feature of psychiatric train 
ing. A great deal of training is involved in 
areas of knowledge that are not strictly medi- 
cal, but lie in the borderlartds of tradition 
medicine and some even outside of medicine, 
per se. There are few single training centers 
which can, within the framework of their 
own program, offer the whole range of ex 
perience necessary for a well-rounded trait 
ing. Such training requires 3 to 5 years an 
a diversity of experience is a prerequisite, 
This feature is reflected in the tendency ° 
residents to move from one training center t0 
another. In part, this mobility of residents 
in psychiatry is conditioned by the ee 
ability of a suitable stipend; to a large exter 
it is motivated also by the legitimate desire y 
have the opportunity for training in differen 
fields of psychiatric experience and to ‘| 
exposed to different trends, attitudes, < 
Philosophies in psychiatric thinking; he" 
the reluctance of residents to accept ev" 
financially attractive appointments in the ge 
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gtaphically isolated state hospitals and even 
in many of the training-wise, self-contained 
institutions. Instead, they seek training 
centers with medical school and multiple 
hospital and clinic affiliations. Only an affilia- 
tion of training centers, reciprocally supple- 
mental in the content and orientation of ex- 
perience offered by each center, can provide 
the necessary diversity of experience required 
by the psychiatrist today. This is a problem 
of effective regional coordination of the state, 
private, and university-established training 
facilities, and of the mobilization of federal, 
state, and private resources as they may 
locally exist. The pattern for expansion of 
training in psychiatry this suggests is the use 
of the potential existing in the traditional 
medical centers, where there are already good 
teachers, a variety of facilities, and the social 
and cultural climate of higher learning. 

The Psychiatric Training Faculty of Mas- 
sachusetts was organized in 1949 on the 
initiative of the Advisory Committee on Psy- 
chiatric Education and Research of the Mas- 
sachusetts Department of Mental Health in 
cooperation with the department of psychi- 
atry of the 3 medical schools in Boston, 

The objectives of the affiliation are; (1) 
To develop residency training encompassing a 
wide range of psychiatric experience through 
affiliation of multiple university, private, and 
state training centers within the framework of 
à unified 5-year program. (2) to mobilize and 
implement the training potential of state and 
Private hospitals, child guidance clinics, and 
other centers included in the faculty program, 
and the affiliation of those centers which offer 
standards of acceptable training. (3) To 
stimulate the interest of trainees in those 
areas of public mental health where trained 
Personnel is most needed. 


Di 
Pa SLOPMENT OF AFFILIATION AND ORGANI- 
ATION OF THE PROGRAM 


The first 5 years of the development of the 
g program were necessarily experi- 
ep bas a considerable extent. The opera- 
emni o mework of the program had to be 
“See defined. The most important con- 
St i was to coordinate the multiple 
RyGacie of diverse orientation without en- 

iment upon their internal autonomy. 
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The following 6 training centers consti- 
tuted the original charter members of the 
affiliated program: (1) Boston Psychopathic 
Hospital (BPH) ; (2) Boston State Hospital 
(BSH); (3) Worcester State Hospital 
(WSH); (4) Massachusetts Memorial 
Hospital (MMH) ; (5) Massachusetts Gen- 
eral Hospital (MGH); (6) Judge Baker 
Guidance Center (JBGC) ; and the following 
training centers have been affiliated since 
1952: (7) Beth Israel Hospital (BIH) (July 
I, 1952) ; (8) James Jackson Putnam Chil- 
dren’s Center (PCC) (July 1, 1952); (9) 
Worcester Youth Guidance Center (WYGC) 
(July 1, 1953); (10) Metropolitan State 
Hospital (MSH) (July 1, 1954; (11) 
Douglas A. Thom Clinic for Children (TCC) 
(July 1, 1955). 

The affiliated centers are free to accept 
residents outside the framework of the Psy- 
chiatric Training Faculty. However, in terms 
of the convenant of affiliation, the affiliated 
centers agree to give preference of appoint- 
ment to residents approved by the subcom- 
mittee on admissions and recommended to 
them by the subcommittee on training. All 
appointments are made for 1 year only. In 
actual practice, however, the Training 
Faculty considers itself morally committed to 
the residents for opportunity to continue 
training on its program through at least 3 
years of basic training. Accordingly, all resi- 
dents in training on the faculty program ap- 
proved for continuation at next-year level 
have a priority of appointment over new ap- 
plicants. 

The program is designed for 3 years of 
basic training and for 1 to 2 additional years 
of advanced training in the subspecialties of 
psychiatry, 

In the organization of the basic training, 
the faculty has endeavored to follow the 
recommendations of the Second Cornell Con- 
ference (1), and the GAP reports on medical 
education(2), The first year provides resi- 
dents with experience in clinical psychiatry in 
an inpatient setting and develops the personal 
orientation appropriate for therapeutic pa- 
tient-physician relationships. New residents 
are, as a general rule, appointed at 1 of the 4 
affiliated centers; 3 of which are state hospi- 
tals and one a university center under the 
Department of Mental Health. These centers 
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were found to be best suited for basic train- 
ing. The residents are confronted here with 
the positive and negative realities, the assets 
and liabilities as they exist in the care and 
treatment of patients in need of hospitaliza- 
tion. The supervised experiential training is 
supplemented with instructions in the form 
of seminars, conferences, and lectures. The 


residents approved for continuation at the ` 


second-year level have a choice of 6 centers 
and are provided with supervised experience 
in an outpatient as well as an inpatient setting. 
Experience with individual and group psy- 
chotherapy and with various physical meth- 
ods of treatment is emphasized. The resi- 
dents at the third-year level have a choice of 
10 affiliated centers. The training at third- 
year level is planned to provide residents with 
experience in special areas of psychiatry in 
preparation for advanced training in various 
subspecialties. Advanced training in sub- 
specialties includes child psychiatry, psycho- 
somatic and psychosocial medicine, psycho- 
analysis, and mental hospital administration. 

The affiliated centers in child psychiatry 
presently take about one-half of the residents 
at the third-year level. Those who have 
completed the 3 years of basic training, of 
which 1 year was in child psychiatry, may ap- 
ply for advanced training in that subspecialty 
at one of the affiliated centers formally ac- 
credited for such training, 

A limited number of residents may be ac- 
cepted for training in psychoanalysis during 
or after their second year through individual 
arrangements with the Boston Psychoanalytic 
Institute. Seventeen (21%) of 81 current 
residents are in analytic training. 

Training in psychiatric hospital adminis- 
tration is offered to some trainees at second- 
and third-year level at the affiliated state 
hospitals in the form of training “on the job” 
in junior staff positions, 

Three hundred and thirty-five physicians 
have applied for training on the Psychiatric 
Training Faculty Program since its organi- 
zation July 1, 1949; 133 applicants were ac- 
cepted. The relevancy of the principle of 
affiliation to the residents and the attraction 
of the continuity of sponsorship through all 
levels of the program is indicated by the 
growing number of applications and admis- 
sions. We believe, from personal communica- 
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tions, that self-contained centers are experi- 
encing a decline in the pressure for 
admissions in the past 3 years. The expansion 
of the Boston Faculty is shown in Table 1. 

It is estimated that by affiliation of addi- 
tional training centers the potential capacity 
of the Psychiatric Training Faculty to pro- 
vide good residency training at all levels of 
a 5-year program in the Boston area is ap- 
proximately 200 residents; 110 residents 
could be accommodated at present. The num- 
ber of actual appointments is, however, con- 
ditioned by the availability of stipends which 
still remains below the actual training ca- 
pacity of the program. 

A few facts concerning the residents of 
the Faculty are of interest. One hundred and 
ten trainees (82%) were in the age group 
26 to 35 years at the beginning of their train- 
ing; 10 (8%) were under the age of 26; 
and 13 (10%) were over 35 years of age; 
18% (24 residents) were women; 67% (89 
trainees) were married, the majority of 
whom claimed one or more dependents. 

While 44% (58 of the 133 residents) 
were graduates of the 3 medical schools in 
Boston, only 26 of them came from the New 
England States. Seventy-five residents 
(56%) are graduates of 38 other medical 
schools, It is evident that the majority © 
the residents on the Psychiatric Training 
Faculty program are not local men and 
women, but have come into the Boston aret 
from a wide radius. Eight residents (6%) 
were non-nationals, mostly Canadians. 

Five years is too short a period to judge 
the effect of the residency training progra™ 
on the vital problem of staffing state hospr 


TABLE 1 
APPLICATIONS AND Number or ResIpeNTS ON 
Roster Per YEAR 


Con- Total 


" : residents 
ee e Se 
i a a 

1949-50 .... 4 4 CTi 4 
1950-51 .... 9 8 3 r 
1951-52 .... 30 21 8 ai 
1952-53 64 27 25 5 
1953-54. .... 64 32 35 He 
1954-55 .... 77 38 43 80 
1955-50 .... 87 34 55 (esti- 
(todate) (todate) mated) 


tals and community mental health agencies 
with trained psychiatrists; however, some 
Significant and encouraging trends have been 
discernible, especially during the past 2 years, 
when the turnover of the intake of new resi- 
dents and the output of those completing 3 
years of basic training has grown in volume. 
To June 30, 1955, 55 trainees have com- 
pleted 3 years of basic training within the 
framework of the affiliated program. Of 
these 55, 18 (33%) still continue in advanced 
training, mostly in child psychiatry. How- 
ever, of the 37 who have terminated their 
formal residency training, 21 (57%) have 
entered or intend to enter private practice; 
and 16 (43%) have accepted appointments as 
staff psychiatrist in state hospitals and mental 
hygiene clinics in Massachusetts and in other 
States, There is, therefore, no lack of in- 
terest among residents to enter the State 
Mental Health service. Unfortunately, how- 
ever, the inducements are not sufficient for 
them to continue in service, Only a few of 
the former residents kept their state posi- 
tions more than a year. This demonstrates 
that the problem of staffing state agencies 
With trained psychiatrists is more than a 
matter of merely training men willing to ac- 
cept appointments. 
The stipends which implement the affiliated 
program come from 2 sources, fed- 
eral and state, in the ratio of about 2 state 
traineeships for each public health service 
Stipend. The public health service stipends 
Support mainly residents at the third-year of 
ic and higher levels of training in sub- 
Specialties at the university and independent 
training centers of the Faculty. The bulk of 
ne state stipends are allocated preferentially 
to residents at the affiliated state hospitals. 
ome residents carry their state stipends into 
€ higher levels at the university and inde- 
Pendent centers. We emphasize the fact that 
the affiliation of the university and state 
training centers and the pooling of resources 
‘helped greatly to mobilize additional state 
facilities and to open additional areas for the 
aning of psychiatrists. This was accom- 
Plished in 2 ways. On one hand, the resi- 
cy salaries in the outlying nonaffiliated 
State hospitals could not be filled, so these 
ag pooled and made available to the ap- 
Plicants qualified by the Psychiatric Train- 
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ing Faculty. The number of residency train- 
ing positions at the affiliated centers, which 
hitherto had to turn away from their priority 
lists many highly desirable candidates for 
lack of stipends, was thus substantially in- 
creased. On the other hand, as the program 
expanded and as the quotas of residency po- 
sitions at the affiliated state hospitals became 
filled, their vacant junior staff positions were 
made available for senior residents. Thus, 
the training program not only increased its 
capacity at residency levels, but at the same 
time served as a reservoir of staff replace- 
ments for affiliated state hospitals. Many 
of these residents have eventually been pro- 
moted to senior staff positions, and some 
have taken positions in other state and com- 
munity mental health agencies. 

The mobility of residents at the end of 
each year of training from center to center 
within the program is a reliable indicator of 
the efficiency of its internal coordination. 
Table 2 expresses the mobility in percentage 
of residents who moved from one to another 
affiliated center each year. 

The movement of residents from one 
center to another within the program is de- 
pendent almost entirely on the availability of 
stipends that are mobile and can be used 
through the program at any of the affiliated 
centers, 

We wish to underscore the importance of 
the operational flexibility of traineeship 
funds for effective coordination of the af- 
filiated training program, As may be seen in 
Table 2, about I in 4 of the PTF residents 
had the opportunity to obtain traineeships at 
another training center. 

The experience of the Faculty indicates 
that the contribution of the affiliated program 
toward staffing state hospitals is directly re- 
lated to the capacity of the program to offer 
training to a large number of residents 


TABLE 2 
Total 
reies i ha Ei 
in train same cen- Moved to Per. 
ing from ter as soles centara 
Year at pean center mobility 
1950-51 ..., 8 6 2 25 
1951-52 .... 27 17 10 37 
1952-53 .... 40 20 12 30 
1953-54 «+++ 47 35 12 25.5 
1954-55 +... 62 44 18 29.2 
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through the entire range of affiliated centers 
rather than at any particular center. Here 
the cooperation of the university and private 
training centers and the participation of state 
resources, financial and otherwise, in the de- 
velopment of the program of training is 
essential. 

When stipends are fixed by the terms of 
grants or of state appropriations at the indi- 
vidual training centers which hold title to 
them, this freezes the resources in certain 
fiscally defined areas and creates an unde- 
sirable operational rigidity which prevents 
the resident from moving to the next level of 
training where the stipend would yield most 
good for the very purposes for which it was 
ostensibly appropriated. For example, a resi- 
dent appointed at a given affiliated center 
with a stipend from that center may not be 
able to carry the stipend with him into the 
next center and so cannot move unless that 
center has a traineeship for him. The ap- 
pointment of a resident at a specific training 
center is psychologically (and otherwise) 
essential for the integration of the affliated 
program as an effective whole, Thus, as the 
scope of the Training Faculty program ex- 
panded, the need of greater operational flexi- 
bility in the allocation of stipends within the 
framework of the total affiliated program be- 
came increasingly evident, We believe that 
creation of regional pools of mobile trainee- 
ships which would be available for residents 
at any affiliated center is a much needed step 
to make training accessible to a large number 
of qualified physicians and to facilitate their 
orientation into the areas of mental health 
service where psychiatrists are most needed. 

Interviews with the applicants for training 
and the individual and collective expressions 
of opinions of residents indicate that from 
the resident’s point of view, the major contri- 
bution of the affiliated Program is the conti- 


nuity of training from year to year with a 
wide range of choice in orientation according 
to their best interests, It dispenses with the 
distressing uncertainty as to where a resident 
might find appointment or should go next 
year. Finally, it dispenses with the consider- 
able nuisance of submitting applications each 
year, and of waiting, sometimes for months, 
for a decision as to where a resident may go 
next year. These are legitimate and under- 
standable concerns. In terms of the utiliza- 
tion of energy and best efficiency of residents, 
they are highly undesirable. They are avoided 
by coordination of the multiple centers co- 
operating within a unified operational frame- 
work. From the point of view of the train- 
ing centers, the affiliation offers the follow- 
ing advantages: it stimulates the initiative in 
the development of best training within the 
program of each center and provides a frame- 
work for a steady flow of carefully selected 
trainees reducing the unpredictable element 
in the usual fluctuation of the number and 
quality of applicants from year to year ; from 
the point of view of public agencies con- 
cerned with the problems of trained per- 
sonnel for mental health services, the affili- 
ated program provides a medium through 
which the training of psychiatrists can be 
more effectively focussed upon the areas of 
mental health service which are of special 
national as well as local importance. 
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THE ROLE OF THE ADMINISTRATIVE PSYCHIATRIST IN INTEN- 
SIVE PSYCHOTHERAPY IN A MENTAL HOSPITAL? ? 


J. MARTIN MYERS, Jr, M. D., PHILADELPHIA, Pa, 


More than 40 years ago Meyer, Bleuler 
and Freud introduced the idea that the 
schizophrenic psychoses were individual re- 
actions to life situations and not disease proc- 
esses. This genetic-dynamic approach has 
become well integrated into our understand- 
ing of the individual patient’s reaction, but 
there has been some lag in individualizing 
his treatment, perhaps particularly so in the 
mental hospital, Our desire to set into mo- 
tion all the assets of the individual patient, 
to utilize all his growth potential, and assist 
him to a better adjustment may be jeopar- 
dized when we treat him as one of a group 
of schizophrenics or depressives and think 
of him in these terms, 

Intensive psychotherapy with its emphasis 
on the individual relationships of the psy- 
chotic patient has come into greater promi- 
nence in the past several decades with such 
exponents as Sullivan, Fromm-Reichman, 
Rosen, Whitehorn, and many others. It is 
now one of our generally utilized therapeutic 
tools. Many psychotherapists working with 
these or similar concepts wish to function 
without administrative responsibility, par- 
ticularly when the patient is hospitalized. 
Even when the psychiatrist relies heavily on 
Somatic therapy as a major adjunct to his 
treatment, other cogent reasons may intro- 
duce a second psychiatrist who serves pre- 
dominantly as an administrator, 

When such a psychiatrist participates in 
treatment, what is his role or function, what 
are some of the problems introduced, what 
are his contributions, and what are his re- 
Wards? Does utilization of a second psychia- 
trist as administrator facilitate treatment? 


: 1 Read at the 111th annual meeting of The Ameri- 
an Psychiatric Association, Atlantic City, N. J., 
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Can such a treatment be integrated into a 
general psychiatric hospital? We shall com- 
ment on some of these questions on the basis 
of experience in a private, nonprofit hospital, 
which has an active resident program. The 
approach is eclectic in a broad sense and 
treatment may be selected and chosen not 
only in terms of the individual patient but 
also with regard to the particular psychi- 
atrist’s orientation. 

The mental hospital of today has a rich and 
honored tradition of caring for the mentally 
ill. In spite of severe limitations from budget, 
and perhaps correlatively personnel, there 
has been a continuous humanitarian gentle- 
ness in handling these patients. However, 
there is a tendency to a pervasive authori- 
tarian attitude of the personnel toward the 
patient. (Our working definition of authori- 
tarian is that of Webster’s Unabridged Dic- 
tionary—Authoritarian : advocating the prin- 
ciple of obedience to authority as opposed to 
individual liberties.) Such a tendency of 
authoritarianism is necessary and essential, 
for in any hospital there are groups of pa- 
tients whose welfare and treatment must 
take precedence at times over the individual. 
When it is carried to the extent that the 
compliant, submissive patient is the “good 
patient,” when the regressed, tube-fed, soil- 
ing patient is preferred to the affect laden, 
sometimes-hostile one, we may be covertly 
seriously jeopardizing the patient’s growth. 
We must also be aware that perhaps the best 
hospital administration cannot prevent block- 
ing the patient’s growth by keeping him at 
the child’s level of emotional maturity where 
he is capable of making only minor decisions 
with a strong parental figure making the 
larger ones. In a hospital most major de- 
cisions are made for the patient, some at 
least are for the convenience of the hospital 
personnel and not always in the best inter- 
ests of the patient. When decisions are made 
to allay our own anxiety, we ought to know 
it is so done and what the implications are for 
the patient. 

71 
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On the other hand we cannot overlook the 
psychotherapeutic usefulness of authority. 
The well-run hospital is beneficial for pa- 
tients. To do away with an authorita- 
tive chain of command and responsibility 
is to leave many personnel on all levels 
open to an excess amount of anxiety 
and may lead to chaos. An overpermissive 
attitude on the part of the psychiatrists and 
staff can block the understanding of and in- 
sight into the patient’s handling of frustra- 
tion and limits. This is also unrealistic as 
limitations of gratification are always exist- 
ent whether one be an infant or an adult. 
This problem of dependence versus inde- 
pendence, individual versus group need, per- 
missive versus authoritative handling must 
be continuously assessed in terms of the in- 
dividual patient, Two psychiatrists, one with 
the individual need uppermost in mind, the 
other with the group need foremost, can, by 
discussion and conference, work out the 
solution to these problems more effectively 
so that within the generally authoritative 
hospital framework maximum therapeutic 
flexibility, without Overpermissiveness, is 
possible. 

Our hospital, of more than 200 beds, is 
dedicated first to the treatment of the pa- 
tient, secondly to the training of residents, 
and thirdly to research. (It might also be 
said fourthly to keep the deficit as low as pos- 
sible.) As 100-120 patients are of the more 
chronic type, intensive therapy is aimed at 
about 70-80 patients, There are 3 full-time 
staff psychiatrists, several part-time ones, 
and variously from 5-8 residents in their 
first or second year of training. The ma- 
jority of the patients are referred by psychi- 
atrists who continue to participate actively 
in their treatment. Although the full-time 
staff is in charge (this is legally defined in our 
statutes) they are flexible in accepting treat- 
ment programs outlined by the referring 
psychiatrist. The average number of visiting 
psychiatrists at any one time is between 30 
and 40. Their viewpoints range from what 
might be termed rather organic to the ortho- 
dox Freudian. The variance of theoretical 
framework is perhaps in marked contradis- 

tinction to that found in other hospitals 
where intensive psychotherapy is carried on 
in a setting with the total staff working within 
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a single theoretical system. This produces 
in-group security for the staff. However, 
even where 2 psychiatrists agree as to theory 
and strategy, they are apt to view differently 
the tactics to be employed. Such differences 
in viewpoint may provoke anxiety in the 
resident who is looking for the security of 
the psychotherapy and the right decision for 
every single move. 

Those therapists with marked psychoana- 
lytic leanings have been perhaps most de- 
sirous of separating themselves in their work 
with patients from the administrative func- 
tions which most naturally then fall to the 
full-time staff including the resident. We be- 
lieve there are 2 main reasons for this: The 
first is that it is a natural extension of the 
psychoanalyst’s training with the neurotic. 
He has been accustomed not to interfere di- 
rectly in the life of the patient but rather 
to analyze and help him understand his inter- 
personal relationships and the defenses and 
transferences involved. Secondly and more 
importantly a workable relationship with the 
psychotic patient, particularly the schizo- 
phrenic, is difficult to establish. Because of 
the patient’s fear and hostility in interper- 
sonal relationships, the therapist, especially in 
his initial contact, may want to emphasize 
his acceptance of the patient and avoid sit- 
uations where hostility might be aroused. 
This acceptance may entail a permissive at- 
titude about infantile behavior and demands, 
and upon it may depend the future of the 
therapy. The demands of reality with its 
limitation of gratification may be interpreted 
as rejection by the patient and, if brought 
into the same doctor-patient relationship, pro 
hibit the development of the positive feelings 
necessary for psychotherapy. 

With a sharp division in the treatment of 
the 2 psychiatrists, the psychotherapist may 
deal entirely with the primitive infantile 
problems while the other deals with current 
life situations arising in the hospital. This 
technique has been proved to be of particular 
value in treating the type of patient who 0b- 
Structs treatment by constantly stirring UP 
problems in the hospital. As soon as the 
psychotherapist is free to tell the patient 
that all current problems and plans are to 
handled by the administrator, he can conce™ 
trate on the primitive etiological conflicts a” 
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usually the relationship of the patient and 
hospital becomes smoother as the current 
problems have less value as a defense in his 
relationship with his psychotherapist. 

Another advantage derives from the fact 
that many schizophrenic patients need a lot 
of help and education on the reality level in 
learning about the workings of society. The 
psychotherapist may find his relationship 
more confused if he must jump back and 
forth between the infantile and current re- 
ality problems. This separation may bring 
into sharper focus for the patient the fact 
that much of his illness arises from conflict 
between the adult and infantile portions of 
his personality so that with increased aware- 
ness and conviction he can venture the neces- 
sary steps for growth. 

If a patient has only one therapist and 
treatment enters a negative transference stage 
not rapidly resolved but continuously filled 
with a great deal of terror, he may no longer 
depend on the therapist, but feel utterly alone 
and deserted. If a working relationship has 
been established with another therapist, he 
usually turns to him for support, The ad- 
ministrative psychiatrist may not only be able 
to offer the necessary support for this period, 
but also assist in clarifynig the negative 
transference so that the impasse between the 
Patient and the psychotherapist is broken. 

_ In severe schizophrenic reactions, the rela- 
tives „not infrequently bear a deep-seated 
hostility and guilt toward the patient. Early 
in therapy, particularly, when the psycho- 
therapist wants to ally himself with the pa- 
tient, there arises almost inevitably a conflict 
between the relatives and the therapist. Later, 
when therapy makes progress, the relatives 
may become jealous that the therapist has 
helped the patient grow when they could not. 

he parents will often break up treatment 
Tather than deal with their anxieties, A 
Second psychiatrist is most useful in these 
and other situations in helping the relatives 


Make important readjustments in their atti- 


tudes, 

The splitting of therapeutic roles into a 
Psychotherapeutic one dealing with primitive 
Material and an administrative one dealing 
With the reality world of the hospital and the 
Management of the patient from a more 
authoritative standpoint may be interpreted 
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by the patient as showing the psychotherapist 
is lacking in strength and thus failing him in 
terms of the ego support he needs. This 
interpretation that the psychotherapist is 
weak because he is not active (e.g., not tube- 
feeding the patient if he doesn’t eat) may 
hinder the formation of an effective doctor- 
patient relationship. Care must also be exer- 
cised that the patient’s need for and reaction 
to a strong authoritative figure is interpreted 
and understood in psychotherapeutic sessions. 

As use of two psychiatrists results in the 
splitting of the transference in most in- 
stances, it may hinder therapy rather than 
expedite it, particularly if it introduces dif- 
ficult countertransference problems. As the 
administrative psychiatrist is most apt to be 
the frustrating one, he receives the major 
brunt of the hostile feelings. Frequently the 
administrative psychiatrist who bears this 
brunt is the younger resident who has not the 
experience necessary to handle such hostility, 
and if not carefully supervised, he may react 
by becoming punitive or overpermissive. The 
result is much the same as when two parents 
struggle for a child’s love. This overt or 
covert conflict of the psychiatrist may result 
in inconsistencies and a type of rejection that 
has a devastating effect on the patient. At 
times it may involve other personnel who re- 
act to defend themselves against their own 
anxiety. Nurses and other adjunctive person- 
nel need training and help in these situations. 
They have generally been accustomed to tak- 
ing directions from one doctor about one pa- 
tient ; two doctors are bound to have differing 
attitudes and though one attempts to divorce 
himself from the administration he nonethe- 
less may desire different tactical moves on the 
part of other personnel than does the ad- 
ministrator. This difference of opinion is 
picked up by the personnel and may generate 
in them excess anxiety about whom they are 
to follow. Two therapists also make it pos- 
sible for the patient to play off one against 
the other so that a great deal of time is spent 
in conferences gathering data and piecing 
together the puzzle of interpersonal relation- 
ships. Of course, the obvious answer is ef- 
fective communication, This means many 
conferences between the psychiatrists them- 
selves and among all personnel to examine, 
evaluate, and clarify their own attitudes with 
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a maximum resolution of conflicts. All com- 
munication systems, however, have a satura- 
tion point beyond which no more messages 
can be sent or received without blocking the 
network. The administrative psychiatrist at 
our hospital spends, in some instances, as 
much time working with one patient being 
treated by a consultant who utilizes this type 
of psychotherapy as he does with 3 others. 
Complete separation of the 2 roles is not 
possible nor desirable. In calling one psychi- 
atrist the psychotherapist and the other the 
administrator, it must be understood that 
this means merely that the larger responsi- 
bility of each falls in a different sphere. 
Often the psychotherapist’s knowledge of 
what phases or conflicts are being worked on 
at a given time is essential in making ad- 
ministrative decisions, for the predominant 
dynamics of the moment cannot always be 
adjudged from a more behavioristic view- 
point. The administrator, however, must be 
in control and make decisions largely on his 
knowledge of how the patient reacts outside 
his therapeutic hour, The psychotherapists 
have commented on the number of times a 
patient seems much sicker or much less sick 
in his therapeutic hour than he does in his 
other behavior and the errors they might 
have made if decisions were based on be- 
havior during therapy alone, The administra- 
tor must have information from the psycho- 
therapist so that his decisions can have 
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maximum therapeutic effectiveness with a 
minimum of risk. He has to decide when to 
modify the environment to meet the patient’s 
individual needs. He will have to decide how 
much flexibility can be granted without ma- 
terially harming the efficiency of the hospi- 
tal or ward for on this will depend how much 
the patient can grow in hospital. He must 
be plastic, but not all yielding. He must also 
serve as coordinator. We feel he can best 
be compared to the healthy father in a healthy 
family, in that he provides the material set- 
ting, supplies the emotional support, and de- 
fines the broader limits within which the pa- 
tient gets his initial start toward maturity 
albeit in his relationship with another—the 
psychotherapist. His personal reward is less 
immediate than that of the psychotherapist, 
but nonetheless real. 


ConcLusions 


1, Intensive psychotherapy can be inte- 
grated into the therapeutic armamentarium 
of a general psychiatric hospital which is 
not committed to a specific treatment method. 

2. The utilization of a second psychiatrist 
is necessary. This psychiatrist is the adminis- 
trator, the coordinator, and the reality-in- 
terpreter. 

3. He must be flexible, experienced, good 
at communication, and constantly scrutinizing 
his own attitudes toward the patient and the 
others involved. 


CASE REPORTS 


CEREBELLAR INVOLVEMENT DURING RESERPINE THERAPY: 
STEPHEN B. PAYN, M.D., New York City 


This note reports an unusual reaction en- 
countered in the course of reserpine therapy. 


A 57-year-old man was admitted to the hospital 
in a state of anxiety. His illness had begun with a 
depression 2 years previously, It had grown worse 
in spite of electroshock treatment and, 4 days before 
admission, led to a suicide attempt with about 3 gm. 
of barbiturates, 

He was restless, apprehensive, and preoccupied 
with hypochondriacal and delusional ideas. Physi- 
cal findings were essentially within physiological 
limits. Blood pressure was 130/80, pulse rate, 100 
per minute, blood Wassermann negative. 

On his third hospital day he received 10 mg. of 
Teserpine intramuscularly in the morning and 3 mg. 
by mouth in the evening, That night he slept with- 
out sedation, and on awakening was more relaxed. 
The next day, the injection of 10 mg. was repeated. 
Six hours later, his speech suddenly became slurred, 
and he had a sensation of heaviness in his tongue. 
Examination revealed cerebellar signs: ataxia, dys- 
metria, intention tremor, and adiadochokinesis, 
There was also general weakness and mild mental 
Confusion manifested by retrospective memory falsi- 
fication. Blood pressure was 120/60, the same as 
before the injection, 

Four hours later, the blood pressure was 60/50; 
but the Patient was not in shock, His pulse rate 
Was 58 per minute. He was comfortable. The con- 
fusion and the cerebellar signs had disappeared. 
Blood Pressure returned to normal after a subcu- 
taneous injection of ephedrine, The reserpine was 
Omitted for 24 hours. No further episodes occurred 
when daily reserpine injections were resumed in the 
Same dosage for 3 more days, 


It appears unusual to find involvement of 
the cerebellum in the course of reserpine 
therapy since the main effect of the drug is on 

© autonomic nervous system and has been 
explained on the basis of depression of sym- 
pathetic predominance at the hypothalamic 
sate However, it has become increasingly 
sPparent that the action of reserpine is less 
oe and also involves other parts of the 
“lia system, Barsa and Kline(1), for 
TN observed convulsive seizures during 
—Pine therapy. Rinaldi and Himwich(2) 


i From the Psychiatric Institute of Grasslands 
Ospital, Valhalla, New York. 


have found that reserpine stimulates the 
“mesodiencephalic activating system,” which 
includes the reticular formation of the brain 
stem. They feel that this effect may be the 
reason for the appearance of Parkinsonism 
during reserpine therapy since the brain stem 
reticular formation plays an important part 
in the development of extrapyramidal symp- 
toms. Whatever the theoretical concept, 
Parkinsonism is undisputedly an indication 
of involvement of parts other than the hypo- 
thalamus, This idea was further pursued by 
Schneider and his co-workers(3), who postu- 
lated, on the basis of their experimental 
studies, that the central sympathetic depres- 
sant effect of reserpine is due to an increase 
in the cortical inhibition of the hypothalamic 
centers. 

With the recognition that the action of 
reserpine is more generalized than was orig- 
inally assumed, the appearance of cerebellar 
signs during reserpine therapy is less surpris- 
ing. It is worth noting that the signs lasted 
only several hours and had disappeared by 
the time the patient showed another side 
effect, hypotension (asymptomatic). It is of 
further interest that the cerebellar manifes- 
tations did not recur when medication was 
resumed, 

This case suggests that the occurrence of 
cerebellar signs in the course of reserpine 
therapy is not an absolute indication to dis- 
continue the drug although it certainly is 
advisable to reduce the dose. 
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A CASE OF FATAL AGRANULOCYTOSIS DUE TO 
CHLORPROMAZINE + 


WERNER TUTEUR, M.D, Excin, IL.. 


This case brings the total of blood dyscra- 
sias described in the American and British 
literature in connection with chlorpromazine 
to 49, and the fatalities encountered to 18. 

The patient, A. L., was a 62-year-old 
white female, admitted to Elgin State Hos- 
pital on August 23, 1946. Throughout her 
hospital course she had shown signs of irri- 
tability, rage, vulgar and profane language. 
Her diagnosis was schizophrenic reaction, 
paranoid type. On November 28, 1955, she 
became extremely agitated and was placed on 
chlorpromazine, 100 mg. twice a day. By 
December 30 she was reported as quiet and 
cooperative. 

On January 10, 1956, she developed a tem- 
perature of 103°, going along with a mild 
tonsillitis. There were no necrotizing ulcers 
visible in any of the body openings or on the 
skin, Her blood pressure was 130/84, pulse 
88, respiration 20, and physical examination 
in general was negative. W.B.C. was 700, 
with 94% lymphocytes and 6% granulocytes, 
Chlorpromazine was immediately discontin- 
ued and the patient was placed on broad 
spectrum antibiotics. Another blood count 
taken during the same day revealed 1,000 
leucocytes with 97% lymphocytes and 3% 
granulocytes, On January 12 she received 

* Clinical director, Elgin State Hospital, Elgin, 


Ill.; Clinical associate, Stritch School of Medi 
Chicago, Ill. 


500 c.c. of whole blood. Following this her 
white count amounted to 1,100, with 98% 
lymphocytes and 2% granulocytes. The fol- 
lowing day, January 13, it had reached 1,600, 
with 95% lymphocytes and 5% granulocytes. 
On January 14 she received another trans- 
fusion of 250 c.c, of whole blood, after which 
her white count was 1,500, with 97% lympho- 
cytes and 3% granulocytes. On January 14 
her temperature remained 102.2° and during 
that day she appeared generally improved. 
However, during the early morning hours of 
January 15, she went into acute cardiac 
failure, with a heart rate of 140, going along 
with cyanosis and dyspnea, and a respiratory 
rate of 34. There were a few coarse rales 
audible over both lungs and the impression 
was that of beginning pulmonary edema. She 
was immediately digitalized, but died at 6:30 
am. of that day. No cortisone had been 
given, 

It appears that transfusions of whole blood 
are of little benefit in cases of agranulocytosis 
and that in this particular case they might 
have caused acute heart failure. Dosage an 
duration of chlorpromazine treatment seems 
to have little bearing on the incident of 
agranulocytosis (patient received a mere 100 
mg. bad. from 11-28-55 to 1-10-56 only). 
This is the only dyscrasia as well as fatality 
in a total of 1,508 patients treated at Elgin 
State Hospital with chlorpromazine. 
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DRUG THERAPY PUBLICITY 


Editor, Tue American Journat or Psy- 
CHIATRY : 


Six: From time to time, members of the 
medical profession voice complaints regard- 
ing “premature publicity” about develop- 
ments in the field of medicine. These com- 
plaints generally are directed at newspaper- 
men and others employed by lay communica- 
tions media. 

Such criticisms are usually groundless, but 

it is unfortunately true that instances of 
“premature publicity” do occur now and 
then, although the National Association of 
Science Writers (NASW) feels it is achiev- 
ing considerable success in its persistent ef- 
forts to reduce their incidence. 
_ The NASW wishes to deplore publicly the 
indefensible methods employed by a certain 
Pharmaceutical firm in connection with the 
announcement of a new ataractic drug on 
Feb. 20, 1956. Early in that month telegrams 
were sent, on behalf of this firm, to a number 
of science writers in the United States, which 
said in part: 


By special arrangements with the chief of staff 
and chief psychiatrist of the (name of hospital and 
city) you are invited to attend a staff meeting on 
the results of the hospital’s clinical work with a 
new potent ataractic drug known as ——. 
The date is February sixteenth 1:30 pm sharp 
in the Medical Auditorium of the main hospital 
building. This is a regular Staff Meeting to which 
will be invited physicians from the medical schools 
Of nd . Physicians at 
(the hospital) have done extensive clinical work 
With the drug and find it most promising. 

„We thought you would be interested in this sig- 
nificant development in the field of chemopsycho- 

lerapy and particularly in the clinical studies under 
Way at the hospital. Transportation incidentals and 
unch will be provided by our friends at (name of 
drug house). Luncheon will be served at the Hotel 
1 at 11:30 am sharp. Limousines will 
leave the hotel at 12:45 pm for the hospital. 


On Feb, 16, a press release was issued on 
behalf of this drug house. Dated for use 


Feb. 20, it was 753 words long and began 
thus: 


A new drug which calms and controls acutely 
agitated mental patients, alcoholics and drug ad- 
dicts and facilitates their physical and psychiatric 
rehabilitation was disclosed here today at a medi- 
cal staff conference of the Hospital. 

The new drug differs from others in use in that 
the calming of patients is not masked with de- 
pression. Little or no fall in the patient’s blood 
Pressure has been observed. Vasomotor collapse 
(precipitous drop in blood pressure) has not oc- 
curred, nor has the drug produced tachycardia (ex- 
cessive rapidity in action of heart). There is no 
evidence of intolerance to intramuscular nor intra- 
venous administration of the drug, no pain on in- 
jection and no tissue destruction at the site of the 
injection. Jaundice and agranulocytosis attributable 
to some drugs in the field of chemopsychotherapy 
has not been observed thus far after administra- 
tion of the new drug.” 


Meanwhile the pharmaceutical house itself 
was sending confidential letters bearing the 
name of the firm’s president to the profes- 
sion, which most physicians received on or 
about Feb. 11. These letters stated in part: 
Dear Doctor: 

You may have read or may be reading in your 
newspaper about a potent new ataractic drug 
called 

It is almost impossible to control publicity on 
an important new scientific achievement. Busy re- 
porters are finding out about in lo- 
cations where it is being clinically investigated. 

Because we want you to know about T 
from us, and not from the newspaper, I am writ- 
ing you this letter to give you the gist of the 
preliminary findings. 

Pre-release publicity is unfortunate because we 
are not quite ready to make avail- 
able. 

The NASW feels such duplicity cannot be 
condoned, It has no place in medicine or in 
medical journalism. 

Joun Troan, Chairman, 
Committee on Information, 
National Association of 
Science Writers, Inc. 
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PREMEDICATION IN ELECTRIC CONVULSIVE THERAPY 


Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY: 

Str: Following a discussion of Dr. Lothar 
Kalinowsky’s letter, in the March issue, page 
745, of the American Journal of Psychiatry, 
cautioning the usage of chloropromazine and 
reserpine combined with electroconvulsive 
therapy, the staff of Glenwood Hills Hos- 
pital, Minneapolis, would like to report their 
experience in using these medications with 
ECT. 

Our neuropsychiatry staff consists of 34 
members, all Board men or Board eligible. 
Our research committee has made a survey 
of the techniques employed by each doctor 
during a 3-month period from January 1, 
1956, through March 31, 1956. A total of 
2,803 electroshock treatments were adminis- 
tered. In practically every case chloropro- 
mazine was combined with ECT in doses 
varying from 25 mg. to 100 mg., qi.d. In 
addition to chloropromazine, the larger per- 
centage of the staff add atropine grs. 1/150, 
sodium pentothal and succinylcholine chloride 
to their preshock routines, Five of the doc- 
tors have frequently used reserpine in dos- 
ages of 0.25 mg. to 0.5 mg. q.id., combined 
with ECT and the above-mentioned drugs 
without ill effects. In only one case where 
reserpine was being administered in dosages 
of 1.0 mg. q.id. was respiratory distress fol- 
lowing ECT of concern, The reserpine was 
discontinued and the patient completed his 
course of ECT without complication, 

It is the consensus of our staff that there 
has been no increase of complications result- 
ing from the combination of tranquilizing 
drugs in usual doses with ECT, In this 3- 
month period there has been neither deaths 
nor fractures, 

From this experience it has been concluded 
that there is no contraindication to continuing 
the use of these tranquilizing drugs in pre- 
paring patients for electroconvulsive therapy. 

The Research Committee of 

Glenwood Hills Hospital Staff, 
Joserm A. Rescu, M.D., Chairman, 
Joun W. Scxut, M.D., 
Irvine C. Bernstern, M.D, 


Editor, THE AMERICAN Journat. or Psy- 
CHIATRY: 


Sm: I have read Dr. Lothar B. Kalinow- 
sky’s letter in the March 1956 issue of THe 


AMERICAN JOURNAL oF Psycuratry with 
much interest, and I would like to comment 
on some of his statements. 

He first states that death in electroshock 
without premedication has been extremely 
rare and that practically all the deaths were 
in patients who had received curare. I do not 
find this true in our experience at Bourne- 
wood Hospital. We have reported 5 deaths 
in 70,000 treatments and none of these had 
curare or any relaxant drug or pentothal. 
Since we have started using succinylcholine 
chloride we have now had approximately 
17,000 treatments with no deaths and no 
medical complications, Dr. Kalinowsky re- 
ports that he had heard of deaths due to suc- 
cinylcholine chloride in personal communica- 
tions but he does not state the cause of death. 
I am wondering whether death was due to 
respiratory failure without the correct use of 
oxygen under positive pressure or whether 
they were cardiac deaths. 
` Tagree with Dr. Kalinowsky that succinyl- 
choline chloride should not be used by every 
psychiatrist routinely or we shall have many 
more deaths. However, when a person skilled 
in anesthetic procedure assists, when oxygen 
is given routinely, I believe it is a very safe 
procedure and it is certainly less traumatic 
to the cardiovascular system. The 5 deaths 
from unpremedicated treatment were attribu- 
ted mainly to coronary episodes and cardiac 
conditions. I am sure that with succinyl- 
choline chloride those deaths would not have 
occurred because the stress on the cardiovas- 
cular system would have been that much less. 
With our 17,000 treatments with succinyl- 
choline chloride we have had no complaint 0 
back pain and no fractures reported as com- 
pared with the 1% to 10% fractures reported 
when unpremedicated treatments are given. 

In connection with Dr. Kalinowsky’s state- 
ment that the question of its routine use has 
not yet been settled, I would like to give him 
my experience in the courtroom in the past 
2 weeks. On April 3, 1953, when succinyl- 
choline chloride treatment was first being 10- 
troduced at Bournewood Hospital and we 
had treated only about 3-4 patients previous 
to that time, a man was treated without suc- 
cinylcholine chloride and sustained a fracture 
of the 7th dorsal vertebra. He was subse- 
quently treated with succinylcholine chloride 
and made an uneventful recovery. He then 
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instituted suit against the hospital and the 
private psychiatrist who treated him. This 
suit was defended in court and the case rested 
on the fact that succinylcholine chloride was 
not used on the first treatment. The plain- 
tiff’s attorney introduced articles on the use 
of succinylcholine chloride and, in spite of 
the fact that succinylcholine chloride was not 
in general use at that time and was just be- 
ing introduced, a verdict of $3,000 against 
the psychiatrist was returned by the jury. 
There was a directed verdict of no negligence 
against the hospital since the facilities were 
there and could have been used by the psy- 
chiatrist if he so desired. 

Now the question we can all ask is: if on 
April 3, 1953, when succinylcholine chloride 
was first being introduced and very few were 
using it, one of us was found guilty of neg- 
ligence in not using it, what will happen in 
1956 if a man does not use succinylcholine 
chloride and a fracture is sustained? 
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Dr. Kalinowsky also warns against the use 
of electric shock in patients on large doses 
of chlorpromazine and reserpine, and I have 
no objection to this even though at Bourne- 
wood we have treated these patients using 
atropine, pentothal-succinylcholine chloride 
routinely with no untoward effects, 

I want to repeat that if succinylcholine 
chloride is used one should have experience 
with the method and should be skilled in the 
technique of maintaining a patent airway and 
oxygen under positive pressure. I agree with 
Dr. Kalinowsky that the routine use of suc- 
cinylcholine chloride by unskilled persons 
will lead to fatalities, but the effort should be 
made to train men in the use of succinyl- 
choline chloride and/or to use nurse-anes- 
thetists skilled in the procedure so that the 
goal of routine use of succinylcholine chlo- 
ride can be attained. 

Cartes Sattzman, M.D., 
Brookline, Mass, 


ADDITIONAL REMARKS ON THE DANGER OF PREMEDICATION 
IN ELECTRIC CONVULSIVE THERAPY 


Editor, THE AMERICAN Journat or Psy- 
CHIATRY: 


_ Sr: The comments on my previous letter 
Sive me a welcome opportunity to amplify the 
points therein, To begin with the letter by 
Dr. Resch and his staff, it is known to me 
that many hospitals apply ECT during medi- 
cation with chlorpromazine and reserpine 
without accident. The deaths reported in my 
letter, should have been sufficient as a warn- 
ing against this combination. I am now able 
to Teport on 2 more fatalities which Bini, 
who introduced electric shock therapy, au- 

orized me to mention here. Considering 
the fact that in almost 20 years of experimen- 
tation with and routine use of ECT, the 
group at the Neuropsychiatric University 

Ospital in Rome lost only 1 patient, the 2 
faths within a short period of medication 
with chlorpromazine were significant enough 
to discontinue a combination which has not 

en proven superior to the subsequent appli- 
cation of the 2 treatments. 

_ The problem of premedication with suc- 
“inylcholine was added in my letter as evi- 
dence that any premedication adds to the 
tisk of ECT. This did not mean a strict 
Tejection of succinylcholine with which I am 


thoroughly familiar. I am treating many 
selected cases with large doses of succinyl- 
choline with the assistance of an anesthetist, 
and at the New York Psychiatric Institute 
we are trying to evaluate the usefulness of 
small doses given without an anesthetist. Dr. 
Saltzmann, like most staunch advocates of 
the method, tries to explain accidents with 
poor technique. The personal communica- 
tions mentioned in my first letter came from 
2 extremely competent therapists, Baumer 
and Baumgartl, who, as early as 1953, gave 
an excellent and then favorable report on 
succinylcholine (Nervenarzt, 24: 66, 1953), 
and von Baeyer, foremost electroshock ther- 
apist. Baumer described his cases as cardiac 
deaths and rightly points out in his letter to 
me that respiratory arrest, even of long dura- 
tion, can always be controlled. : 
I wish to clarify my position in this 
matter. I cannot see why cardiovascular dis- 
ease should be a reason to use muscle relax- 
ants. The entire experience with ECT in 
patients with cardiac disease has shown that 
electrically induced convulsions do not in- 
crease cardiac decompensation any more than 
convulsions in epileptics. Recently I saw a 
threatening reaction with pentothal-anectine 
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given by an anesthetist in such a patient who 
had had no difficulties in a previous series of 
ECT, and none when I continued the treat- 
ment without anectine. For many years fa- 
talities in unmodified ECT remained ex- 
tremely rare. I have no explanation for the 
high death rate in the sanitorium mentioned 
by Dr. Saltzmann, and it is in contrast to the 
experience of most large hospitals here and 
abroad which are still using the original 
Cerletti-Bini method. I see the only indica- 
tion for muscle relaxants, aside from threat- 
ening hemorrhages in subdural hematoma, 
bleeding ulcers and post-operative conditions, 
in the prevention of fractures of the long 
bones. Those of the spine have no clinical 
significance, and court decisions like the one 
mentioned by Dr. Saltzmann, as well as a 
similar one, where a fusion operation (!) 
had made the backache permanent, should 
not influence our medical judgment. In view 
of the greater risk for life, we must search 
our conscience and be sure that no legal con- 
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siderations or the possibility to shift the re- 
sponsibility over to somebody else, namely 
the anesthetist, influence our handling of a 
medical problem. 

There are groups of patients in whom 
fractures hardly ever occur, for instance 
young females and patients who have had 
many previous treatments without compli- 
cations. There is no reason to complicate the 
treatment in such cases. It is also definitely 
acceptable if many psychiatrists still feel 
that the danger of a fracture is preferable 
to an added risk for life, and reject muscle 
relaxants in all cases. Perhaps it is not even 
the anectine but the intravenous barbiturate, 
or the combination of the two, that makes the 
convulsion more dangerous. The point I 
wanted to make was that any medication 
might complicate a treatment which, for 
many years, proved to present remarkably 
little danger for the patient's life. 

Lorwar B, Katrnowsxy, M.D., 
New York City. 


ATARACTICS IN PRIVATE PRACTICE 


Editor, THE AMERICAN JournaL or Psy- 
CHIATRY: 


Sir: It seems to us that Drs, Dean’s and 
Gahagan’s interesting article (p. 661, Feb. 
1946; p. 850, Apr. 1956) about ataractic 
drugs call for a little more clarification on 
the subject. 

We would like to point out that the psy- 
chiatrist in private practice usually treats 
more neurotics than psychotics, The latter 
are found in mental hospitals and that is 
exactly where the greatest successes with 
ataractic or neuroplegic drugs, as they are 
also called, are reported, 

By now, it is well established that chlorpro- 
mazine and reserpine should not be given in 
depressive states unless accompanied by anx- 
iety and agitation and, in this case, the atarac- 
tic drugs should be combined with electro- 
shock or, in some cases, with antidepressant 

drugs like Amphetamine, Meratran, etc. It 
also should be remembered that ataractic 
drugs should be discontinued 1-2 days before 
electrocoma therapy is given, in order to 
avoid serious complications, 


We would like to cite 2 of our recent 


dramatic improvements, among our numer- 
ous patients who responded in a similar way. 


A 40-year-old man, diagnosed schizophrenia, 
chronic undifferentiated type, for more than 12 
years had been getting treatment by psychiatrists, 
Psychologists, social workers, received psycho- 
therapy, insulin, E.S.T., and electronarcosis wi 
no response. At times he was combative, very de- 
manding, grandiose, nasty, arrogant. In spite of 
a high IQ. (138), he wrote very empty, noncom 
mittal letters. Had no insight into his condition 
and was a serious management problem. He was 
put on Thorazine in September 1955; received 300 
mg. qid. He now receives 100 mg. with the fol- 
lowing results: He is pleasant, friendly, coopera- 
tive, has no delusions or hallucinations. His talk 
is coherent, relevant, and it is possible to carry 0 
a reasonable conversation with him. He even de- 
veloped some insight into his condition. He spon- 
taneously asked for work; has now worked very 
successfully over 2 months, He participates in all 
kinds of activities. Š 

It is the unanimous agreement of our professional 
staff, social service, and group work department 
that he made remarkable improvement. He is now 
being considered for trial visit, goes home 0 
Passes, and his brother, who committed him, 1$ 
very pleased with the marked improvement in his 
personality. 

A 39-year-old man was admitted to the hospital 

28, 1949. He had to be handcuffed. 
was diagnosed schizophrenic, catatonic type at t 
time. During all the following years, patient = 
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combative, alternated between a catatonic stupor 
and catatonic excitement, and had to be secluded 
and restrained continuously. He received 50 elec- 
troshock treatments with 50 convulsions, and no 
improvement. E.S.T. was repeated many times 
until 1954. He also had a course of insulin coma 
without any results, There were some slight re- 
missions, lasting only a few days, but invariably 
patient would fall back into his excitement or 
stupor very shortly. He had had to be restrained 
and secluded almost continuously since 1949. On 
January 15, 1956, patient was put on a course of 
Serpasil injections 5 mg., i.m. q.i.d. for the first 10 
days; then every second day for 5 more injections ; 
then every third day for 5 more injections. He 
also received 3 mg. Serpasil orally. One week after 
Serpasil medication was started, patient showed 
dramatic improvement. For the first time he gave 
a pleasant smile when he was greeted, was visibly 
relaxed, asked for cigarettes, more food, was out 
of restraint for the first time in many years and 
has been out ever since. His relatives take him on 
the grounds for walks. He is interested in occu- 
pational therapy, takes part in dance activities, and 
may now be considered for short home visits. 


We should all remember that there is no 
such thing as a panacea, but we strongly 
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believe (as has been proven by many workers 
throughout the country and the world) that 
the ataractic drugs are a tremendous help in 
our fight against mental disease, if they are 
applied according to well-established indi- 
cations. 

The 2 published cases of depression should 
never have been treated with ataractics, at 
least not alone. In the cited cases where 
E.S.T. was applied, ataractic drugs should 
have been withheld 1-2 days prior to electro- 
shock treatment. 

We sincerely hope that a careful study of 
the published literature may convince even 
the most pessimistic psychiatrist about the 
established usefulness of the ataractics, re- 
spectively neuroplegic drugs; especially in 
conjunction with other established methods 
such as psychotherapy, group work, and oc- 
cupational therapies. 

Manrrep Braun, M.D., 
ARTUR PHILIPSBORN, M.D., 
Cleveland State Hospital. 


IDIOPATHIC GLOSSODYNIA 


Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sır: The undersigned are investigating 
the psychiatric aspects of idiopathic oro- 
lingual paresthesias and particularly idio- 
pathic glossodynia (burning tongue) in which 
cases the histories and repeated oral exam- 
mations and laboratory findings are always 
negative. These circumstances lead us to be- 
lieve that this frequently seen syndrome (5 
new patients per week, perhaps, in our clinic) 
has a psychosomatic origin and requires psy- 
chotherapeutic measures. 

However, owing to the sometimes transi- 
tory character and lack of severity of the 
disease, psychiatric clinics are unwilling to 
treat these cases on an experimental basis 
without charge. In addition, the reluctance 
of such patients to pay for therapy privately 
or to entertain the thought of commencing 
Psychotherapy has prevented a study of the 
effectiveness of psychotherapy in eliminating 
the Symptoms of this disturbance. 

This letter is written with the hope that 
Psychotherapists reading this appeal will co- 
operate with us by supplying information as 
to findings in their patients, present or past, 


who have “burning tongue” symptoms. We 
realize that usually the burning tongue would 
be only one of a group of complaints for 
which the patient is being treated. However, 
we are focusing our attention on this aspect 
of the syndrome, and would be grateful to 
any physician for brief information as to 
history, physical examination, course of ill- 
ness, therapy, and results in cases he has 
treated. 

With this information we hope to be able 
to determine better the nature of the syn- 
drome of idiopathic glossodynia and the effi- 
cacy of psychotherapy in its treatment. 

We would appeal to the readers of the 
Journat for any such case histories as they 
may be willing to place at our disposal. All 
information as to the source will be suitably 
acknowledged in the publication we hope will 
result from this study. 

Kindly address your reply to Dr. Austin 
H. Kutscher, School of Dental and Oral 
Surgery, Columbia University, 630 West 
168th Street, New York 32, New York. 

Carros J. Dacmav, M.D., 
Austin H. Kurtscuer, D.D.S., 
New York City. 
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THE SPIRIT OF MIDDLE-EUROPEAN PSYCHIATRY UNDER 
NAZI DOMINATION 


Editor, Tue Amertcan Journat or Psy- 
CHIATRY : 


Sır: In an article on the Allgemeine Arst- 
liche Gesellschaft fiir Psychotherapie in the 
March issue of this Journat, W. G. Elias- 
berg makes reference to an alleged pro-Nazi 
and anti-Jewish attitude on the part of 
C. G. Jung during the recent war. 

As a member of Dr. Arthur Kronfeld’s 
staff on the Zentralblatt fiir Psychotherapie, 
and being in Zurich in 1933 when C. G. Jung 
was persuaded, with great difficulty, to be- 
come president of the Internationale Gesell- 
schaft der Psychotherapie, and to help save 
the Zentralblatt by becoming its editor, I was 
intimately acquainted with the situation (see 

my paper titled “C. G. Jung, Defender of 
Freud and the Jews” in the Psychiatric 
Quarterly, April 1946, written at the request 
of the late Dr. Richard Hutchings). 

No one defied the Nazis more than the 
German psychiatric group. None of the 


professional organization. In this way they 
received contact with the outer world and 
could receive help from there. Dr. Eliasberg 
quotes one sentence from an article of Jung's 
that says there are “factual differences be- 
tween Germanic and Jewish psychology.” 
This sentence needs to be understood in its 
context and in relation to the critical political 
situation at the time. The article was written 
as a pedagogical attempt to open discussion 
with the Nazis. To have spoken openly 
against antisemitism would have been like 
throwing oil onto a flame. Agreeing on a 
difference was an attempt to lift the discus- 
sion out of the sphere of hatred, and Jung 
did succeed in getting further than half-way 
with the Nazis. Jung, however, had quite a 
different attitude in his personal relations. In 
the first book which he had printed after the 
Nazi rise, there was a chapter by a Jewish 
student of his on the “Psychology of old 
Judaism.” Jung asserted the importance of 
Freud openly in addressés he made in the 
middle of Nazi Germany. If one wants to 
point to a disintegration in the basic concepts 
of psychotherapy, this was not caused by an 
infiltration of Nazi philosophy in psychiatry, 
but by the fact that there were already half 
a dozen fighting schools before the start of 
Hitler’s influence. Besides the schools of 
Freud, Adler, and the Zurich and Munich 
groups, there were workers with very indi- 
vidualized methods and concepts, like 
H. J. H. Schulz’s autogenic school in Berlin, 
or Karl Jasper’s at Heidelberg. 

Since the war there have been several at- 
tacks on Jung because of alleged cooperation 
with the Nazis; and the sole purpose of this 
letter is to point out once more the baseless- 
ness of these allegations and to express the 
hope that we have heard the last of them. 

Ernest HARMS, 
New York City: 


LIMITS TO KNOWLEDGE 


Man, being the servant and inte ter 
so much only as he has observed pipe g rare eee tae much and 


this he neither knows anything nor can do an 


thought of the course of nature, Beyond 
thing. 


—Francis Bacon 


mittee with Mrs, Hugh Carmichael as Chair- 
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THE CHICAGO MEETING 


The 112th annual meeting of the American 
Psychiatric Association was held in Chicago, 
Illinois, from April 30 to May 4, 1956. All 
sessions were held at the Morrison Hotel, 
except the Monday morning opening session 
which took place in the Chicago Civic Opera 
House. At this session, the Invocation was 
made by Rev. Gerald F. Burrill, Episcopal 
Dioceses of Chicago, and a warm welcome 
was extended by Hon. Richard J. Daley, 
Mayor of the City of Chicago. Following 
a number of reports by chairmen of com- 
mittees and officers of the Association, the 
President, Dr. R. Finley Gayle, Jr., delivered 
a distinguished address on the subject “Con- 
flict and Cooperation between Psychiatry and 
Religion.” He presented in it a most com- 
prehensive review of psychiatry-religion re- 
lationships and made an earnest plea for 
more effective cooperation and collaboration 

them. The meeting was very well 
attended, with a registration of 2,158 mem- 
bers, 600 wives, 1,000 guests, and some 250 
exhibitors. The arrangements for the meet- 
ing were superbly carried out by a committee 
under the chairmanship of Dr. Paul Nielson. 
A special program for the ladies was ar- 
Tanged and successfully carried out by a com- 


man. The scientific program, which was one 
Of the finest ever formulated, was prepared 
by the Committee on Program under the 
chairmanship of Dr. Titus Harris. 
_ The program this year was distinguished 
in several respects, For one thing, it fell at 
atime when the rooth anniversary of Freud’s 
was being celebrated. On the opening 
day, Dr, Ernest Jones of England, the dean 
of the psychoanalytic movement today, ad- 
a joint session of the A.P.A, Section 
on Psychoanalysis and the American Psycho- 
analytic Association on the subject “Psychi- 
' Before and After Freud,” in which he 
Outlined the great contributions of Sigmund 
Teud to psychiatric thought and practice, 
ther highlight in the program was the 


Seneral scientific session on Wednesday 


morning, in which three distinguished sci- 
entists in the field of genetics presented a 
theoretical symposium on “Recent Progress 
in Genetics and its Implications for Psychi- 
atric Theory.” Professor H. J. Muller of 
Indiana spoke on the genetic principles in 
human population; Professor Linus Pauling 
of California discussed molecular basis of 
genetics; and Professor Franz J. Kallmann 
of New York discussed the genetics of hu- 
man behavior. Excellent discussions of these 
papers were presented by Drs. H. W. Brosin 
and B. H. Glass, and the whole symposium 
was highly stimulating and thought-provok- 
ing. The Academic Lecture entitled “The 
Great Psychiatric Revolution,” was presented 
by Dr. Percival Bailey, the eminent neurolo- 
gist. Following traditional precedents estab- 
lished by some previously invited speakers, 
Dr. Bailey took this occasion to express sharp 
criticisms of certain phases of psychiatric 
theory and practice, and although it evoked 
a great deal of controversy and the feeling 
on the part of many that some of the criti- 
cisms were not justified, it was very thought- 
provoking and was informally discussed by 
a large number of the members throughout 
the course of the meeting. 

The election of new members was held on 
Monday morning and permitted the induction 
of new members and new fellows in a special 
induction ceremony that was held Monday 
night in the Terrace Casino of the Morrison 
Hotel. This was the first attempt to formal- 
ize this event as a special convocation cere- 
mony, at which President-Elect Francis J. 
Braceland gave an inspiring address entitled 
“Dedicatio Medici.” This precedent-setting 
convocation was applauded by all and may be 
expected to continue as an annual event. The 
acceptance of 646 new Members in the 
A.P.A. this year, brought the total member- 
ship to 9,385. Three new Honorary Fellows 
were accepted in the Association: Mrs. 
Henry Ittleson, Dr. Ernest Jones, and Hon. 
John Biggs, Jr. Two Members were trans- 
ferred to Honorary Fellowship: Dr. G. 
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Brock Chisholm and Admiral Bartholomew 
W. Hogan. The Hofheimer Prize was won 
by a medical team comprised of Drs. John 
Money, Joan Hampson, and John Hampson 
of Johns Hopkins Hospital in Baltimore, for 
their study of psychosexual adjustment in 
children. The Isaac Ray Lectureship Award 
went to Dr. Philip Q. Roche of Philadelphia, 
for his many contributions to better under- 
standing between psychiatry and jurispru- 
dence, The Mental Hospital Achievement 
Award was given to the Veterans Adminis- 
tration Hospital of Ft. Lyons, Colorado, for 
a comprehensive reorganization of the hospi- 
tal with resulting advances in staffing, train- 
ing, and treatment. Two Honorable Men- 
tions were given to the Indiana Village for 
Epileptics at New Castle and to the Pownal 
State School in Maine for marked improve- 
ment in their programs. 

The Annual Banquet held on Wednesday 
evening was presided over by Dr. Gayle and 
was a highly successful and most pleasant 
experience to the large number of members 
and guests who attended it. One of the high- 
lights of this banquet was the presentation of 
a very beautiful scroll to Dr. C. B. Farrar 
for twenty-five years of distinguished service 
as editor of the AMERICAN JoURNAL oF Psy- 
curatry, The audience stood applauding as 
Dr. Farrar, who is the eighth editor of the 
JournaL and who has made such an out- 
standing contribution to the Association, re- 
ceived his scroll. Several foreign guests were 
presented at the meeting this year, including 
Drs. Andres Carrillo-Broatch of Peru ; Leo 
and Elizabeth Eitinger of Norway; Kho 
Tjok Khing of Indonesia ; William R. Kings- 
ton of Australia; Martens Sten of Sweden; 
David Rubenstein of Cuba; Takeo Doi of 
Japan; W. A. Stoll of Switzerland; Manuel 
Marin-Foucher of Mexico; Prasop Ratana- 

korn of Thailand ; Marcelino Veras of Chile; 
Charles N. Wiggins of Panama. 

At the business meeting it was announced 
that the Building Fund campaign had been 
successfully concluded with a total of $209,- 
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000, donated by 4,666 members and various 
District Branches, Affiliate Societies, and 
hospitals. New Ad Hoc Committees were 
established on Mental Hospitals, Liaison with 
the American Academy of General Practice, 
and Relation between Psychiatry and Re- 
ligion, The Treasurer reported that the As- 
sociation had completed the fiscal year in 
good financial condition. Six new District 
Branches were approved by the membership: 
Florida, Virginia, Minnesota, Central New 
York, North Carolina, and Texas. The re- 
sults of the annual election were reported as 
follows: Dr. Harry C. Solomon as President- 
Elect; Dr. William Malamud, Secretary; 
Dr. Jack R. Ewalt, Treasurer; and Drs. 
Norman Q. Brill, D. Griffith McKerracher, 
and Howard P. Rome as new Councillors, 
the fourth new member of the Cox cil being 
the retiring President, Dr. R. Finley Gayle, 
Jr. At the final business meeting on Friday, 
President-Elect Francis J. Braceland as- 
sumed the presidency, succeeding Dr. R. 
Finley Gayle, Jr. 

In general, this meeting stands out as one 
of the finest in the history of the Association 
and was eminently successful both scientifi- 
cally and socially. This was made possible 
by the excellent leadership and guidance of 
the President, Dr. R. Finley Gayle, the 
spirit of cooperation of the whole member- 
ship, and the very excellent performance 
of the officers, committees, and personnel. 
Special recognition and thanks should go t0 
those who worked most diligently through 
out the year and particularly during the an- 
nual meeting to make this success possible; 
More particularly, to Mr. Austin M. Davies, 
Executive Assistant, Dr. Blain, and Messrs. 
Robinson and Turgeon of the central office, 
and members of the staff of both offices, 3 
well as to the Committee on Arrangements 
and Program. 

The meeting was adjourned Friday after- 
noon, May 4. 

Wittram Matramup, M. D., 
Secretary 


CHANGES IN THE EDITORIAL BOARD 


The Editorial Board of this Journal has 
lost one of its senior members in the retire- 
ment of Dr. William C. Sandy. The wide and 


varied experience of Dr. Sandy in hospital 
work in several states and particularly i 
long administrative experience as Direct? 


of the Bureau of Mental Health of the 
_ Pennsylvania Department of Welfare made 
him a valuable member of the Board. His 
broad vision and discriminating judgment 
were continually relied upon and the coopera- 
tion he so cheerfully gave was most welcome 
and helpful. As a former president of 
The American Psychiatric Association, Dr. 
Sandy’s membership of the Editorial Board 
has conferred distinction upon the JOURNAL 
these many years. 

At the meeting of Council, April 29, 1956, 
during the Annual Meeting of The American 
Psychiatric Association in Chicago, Dr. Titus 


H. Harris was elected to the Editorial Board, 
thus maintaining the traditional number of 
twelve members, The accession of Dr. 
Harris, himself an editor and also chairman 
of the program committee, is especially 
gratifying and his membership materially 
strengthens the board. His associates had 
unanimously favored his nomination. Two 
days later, on May 1, the annual meeting 
of the Board of Editors was held, the best 
attended in some years, and it was a happy 
circumstance that Dr, Harris could be pres- 
ent. We welcome him to this fellowship. 


SAY IT RIGHT 


I never went to school more than six months in my life. But, as you say, this [“unusual 
power of ‘putting things’”] must be a product of culture in some form... . I can say 
this, that among my earliest recollections I remember how, when a mere child, I used 
to get irritated when anybody talked to me in a way I could not understand. . . . I can 
= going to my little bedroom, after hearing the neighbors talk of an evening 
with my father, and spending no small part of the night walking up and down, and trying 
to make out what was the exact meaning of some of their, to me, dark sayings. I could 
not sleep, though I often tried to, when I got on such a hunt after an idea, until I had 
caught it; and when I thought I had got it, I was not satisfied until I put it in language 
Plain enough, as I thought, for any boy I knew to comprehend. This was a kind of 
Passion with me, and it has stuck by me; for I am never easy now, when I am handling 
a thought, till I have bounded it north, and bounded it south, and bounded it east and 
bounded it west. Perhaps that accounts for the characteristic you observe in my speeches, 
though I never put the two things together before. 


—AsraHAM Lincotn (1860) 


NEWS AND NOTES 


BarcELONA Facutty or Mepictne CEN- 
TENARY OF SIGMUND Freup.—tThe sixth 
annual seminar of the department of psy- 
chiatry at the University of Barcelona cele- 
brated the centenary of Sigmund Freud, 
March to to May 15. There were many 
eminent speakers taking part in this pro- 
gram, and Freud’s life and all phases of his 
work were dealt with by the various con- 
tributors. 


First ARGENTINE Coneress or Psycut- 
AtRY.—This first psychiatric congress in the 
Argentine Republic was held July 5-8, 1956, 
in Buenos Aires, Members of the permanent 
committee of the organization are: Dr, Gre- 
gorio Bermann, Cordoba; Dr. José Castro 
Peña, Oliva; Dr. Pedro Farias Gomez, 
Capital ; Dr. Teodoro Fracassi, Rosario; Dr. 
Enrique Pichon Riviere, Capital; Dr. Jorge 
Thenon, Capital. The Secretary General is 
Dr. César Ottalagano, Rosario. 


Asociacion Pstqurarrica PERUANA.— 
This new psychiatric association was founded 
in Lima, June 25, 1954. This association will 
bring together and represent officially the 
psychiatrists of Peru. 

In a letter reporting the organization, its 
‘president, Dr. Federico Sal y Rosas, states 
that apart from interest in psychiatric pro- 
gress generally, the purpose of the organi- 
zation will be to investigate psychiatric and 
anthropological conditions peculiar to the 
country, and also to achieve friendly and 
scientific relations with psychiatric organiza- 
tions in other countries. 


Isaac Ray Awarp.—Dr. Philip Q. Roche, 
Philadelphia, has received the Isaac Ray Lec- 
tureship Award of The American Psychi- 
atric Association. The award is given an- 
nually to a lawyer or psychiatrist for 
contributing to better understanding between 
the two professions. 

As winner of the $1,000 award, Dr. Roche 
will deliver a series of lectures on psychiatry 
and the law at the University of Michigan, 
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under the joint sponsorship of the law and 
medical schools. These will later be published 
in book form. 

The award commemorates Dr. Isaac Ray, 
a founder of the A.P.A., whose Treatise on 
the Medical Jurisprudence of Insanity, pub- 
lished in 1838, was for many years the stand- 
ard work on the subject. 


N. Y. STATE DEPARTMENT GERIATRICS 
WorksHop.—A 2-day workshop on rehabili- 
tation and treatment of aged patients was 
set up by the New York State Department 
of Mental Hygiene in connection with its 
establishment of 3 pilot geriatric rehabilita- 
tion units. Sessions were held in New York 
City on May 18 and at Central Islip State 
Hospital on May 19. Two of the experi- 
mental geriatric centers already are in opera- 
tion at Buffalo and Central Islip state hospi- 
tals. The third is expected to open in the 
near future, A number of new positions have 
been provided to staff the Buffalo and Central 
Islip centers. ; 

The geriatrics units represent an experi- 
mental project under the Mental Hygiene 
Department’s new 9-point program of in- 
tensified treatment and research in order to 
find out how many geriatric patients can be 
sufficiently rehabilitated by intensive medical 
and psychiatric care to be returned to the 
community. 


Nirron SEISIN SINKEI GAKKAI (JAPA 
NESE NEUROPSYCHIATRIC ASSOCIATION )-— 
Prof, S. Naka (Kyushu University), cof- 
responding member of the A.P.A., reports 
that the Japanese Neuropsychiatric Associa- 
tion held its 53rd general meeting at Niigata 
City, April 25-28, 1956. Over 600 specialists 
from all parts of Japan gathered together in 
this small city, where it was still very cold. 

Under Dr. Tadao Kamimura, the presi- 
dent, 20 executive officers were elected from 
among 61 new committee members. Dr. 
Sukeyuki Uchimura was appointed chief 
executive officer, and Dr. Nozomu Suw4 
elected president for the next term. 
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The highlight of this meeting was a speech, 
“Clinico-hereditary Researches in Nervous 
Diseases,” by Dr. U. Murakami (Nagoya 
University) who emphasized the necessity 
of investigating status dysraphicus, which is 
thought to be the basis of all hereditary dis- 
eases of the nervous system. A symposium 
on schizophrenia was held on the last day 
of the session, with Dr. Syuzo Naka (Kyushu 
University) as chairman. This large prob- 
lem was dealt with in its 3 aspects: psycho- 
genic (Dr. T. Imura), biochemical (Dr. A. 
Hayashi), and genetic (Dr. H. Mitsuda), 
with discussions following. 


Cuiwpren’s HosrrraL or L. A. Pepi- 
ATRIC-PSYCHIATRIC SEMINAR.—The Chil- 
dren’s Hospital of Los Angeles and the Child 
Guidance Clinic of Los Angeles held their 
annual pediatric-psychiatric seminar, June 
20 and 21, 1956, entitled ‘“Medical-Psycho- 
logical Aspects of Special Problems in Chil- 
dren.” Dr. Lauretta Bender, New York State 
Department of Mental Hygiene, led discus- 
sions and workshops widely attended by the 
staffs of the Hospital and Clinic. 


American OCCUPATIONAL THERAPY AS- 
SOCIATION.—The 1956 Conference of the 
American Occupational Therapy Association 
will be held from September 29 through 
October 5, 1956, in Minneapolis, Minnesota, 
at the Nicollet Hotel. 

à The theme of the Conference will be 
“Time for Reflection,” and the topics will 
include: Occupational T herapy in relation 
to General Medicine and Surgery, Geriatrics, 
Pediatrics, Physical Disabilities, and Psy- 
chiatry, 


CONFERENCE ON THE EVALUATION oF 
PHARMACOTHERAPY IN MENTAL ILLNESS.— 
A conference on validation of research on 

cotherapy in mental illness will be 

held at the Statler Hotel in Washington, 
DS; September 21-22, 1956, It will be spon- 
Sored jointly by the National Academy of 
sciences-National Research Council, the Na- 
tional Institute of Mental Health, and The 
erican Psychiatric Association, under the 

; ership of Dr. R. W. Gerard. The Con- 
erence will be based on presentations of 
Several ad hoc working groups. Their re- 
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ports on the methodological, theoretical, and 
administrative problems involved in evalu- 
ating tranquilizing and other drugs, both at 
preclinical and clinical levels, will be reviewed 
in committee sessions before the open meet- 
ing. Those interested in attending the main 
conference should write to the Executive 
Secretary of this project, Dr. Jonathan O. 
Cole, National Academy of Sciences-National 
Research Council, 2101 Constitution Avenue, 
N. W., Washington 25, D. C., before July 1, 
1956. 


13TH SEMINAR IN GENERAL SEMANTICS. 
—The Institute of General Semantics, Lake- 
ville, Connecticut, is again offering a 16-day 
summer seminar and workshop from August 
17 to September 2, 1956. All persons inter- 
ested in the non-aristotelian formulations 
of the late Alfred Korzybski, and in improv- 
ing their skill in evaluation and communica- 
tion in their own profession, can participate 
in this annual intensive program of general 
semantics. Application forms may be ob- 
tained from the Registrar, Institute of Gen- 
eral Semantics, Lakeville, Connecticut. 


AMERICAN BOARD oF PSYCHIATRY AND 
Newuro.oey, INc.—Dr. David A. Boyd, Jr., 
secretary-treasurer of the American Board 
of Psychiatry and Neurology, Inc., an- 
nounces that it has become necessary to 
cancel the October 1956 examination to be 
given by the Board in Chicago, Illinois. The 
following examinations are now scheduled: 
New York, N. Y—December 10 and 11, 
1956; New Orleans, Louisiana—March 18 


and 19, 1957. 


Seconp INpustRIAL MentaL HEALTH 
ConFerENCE.—Attempts to define the duties 
of industrial physicians and the causes of 
business executives’ psychosomatic illnesses 
highlighted the second industrial mental 
health conference sponsored by the New 
York State School of Industrial and Labor 
Relations last May 14-15 at the Statler, Cor- 
nell University. Conference chairman, 
Temple Burling, M. D., stressed the need 
for cooperative investigation of the problem 
of executive stress, between medical and 
personnel departments. 


New York Srate Service.—Commis- 
sioner Paul Hoch of the New York State 
Department of Mental Hygiene reports that 
for the first time since World War II the 
population of the public mental hospitals of 
the State has shown a decrease. Each year 
during the preceding 10 years has shown an 
average increase of 2,000 patients, The resi- 
dent population on March 31, 1956 (92,916), 
was 500 less than a year ago. This decrease 
is attributed mainly to intensified treatment 
and wide use of the new tranquilizing drugs. 

The present building operations will have 
to continue, however, as the state institutions 
are still 30% overcrowded and obsolescent 
buildings must be replaced. 


Menas S. Grecory Lecture.—The 1956 
Menas S. Gregory Lecture was delivered by 
Frank A. Beach, Ph. D., Sterling Professor 
of Psychology, Yale University, May 10, 
in the amphitheater of the Psychiatric Di- 
vision, Bellevue Hospital, New York City. 
Professor Beach's lecture, “Theories of 
Sexual Motivation,” was widely attended by 
local psychiatrists and professional workers 
in the field. 


New Construction at ROCHESTER 
State Hosrrrat.—Contracts were let early 
this year for the construction of a new State 
Hospital medical-surgical building in Roches- 
ter, providing space for 1,100 beds including 
a reception service. The planned to-million- 
dollar structure will be 16 stories high, and 
of modern design, 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The 33rd annual meeting of the As- 
sociation was held at the Hotels Commodore 
and Roosevelt in New York, March 1 5-17, 
1956. Nearly 5,000 psychiatrists, psycholo- 
gists, psychiatric social workers and others 
interested in community mental health, psy- 
chiatric treatment, and institutional adminis- 
tration attended. 

Luther E. Woodward, Ph, D., senior com- 
munity mental health representative for the 
New York State Department of Mental Hy- 
giene, was installed as president at the con- 
clusion of the meeting. Other officers for 
1956-57 are president-elect, Reginald S, 

Lourie, M, D. ; vice-president, Theodora M, 
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Abel, Ph. D.; treasurer, S. Harcourt Pep- 
pard, M. D. 

A resolution passed at the final session 
placed the association on record as officially 
in favor of attempts to achieve “effective, 
psychologically sound and lawful transition 
from segregated to non-segregated public 
schools” on the basis that “research findings, 
clinical studies and general observation indi- 
cate that racial segregation, discrimination 
and arbitrary prejudices damage and distort 
the personality of children” and that “a 
racially non-segregated society will be con- 
ducive to the good mental health and well- 
being of the entire nation.” 


WASHINGTON Universiry PSYCHOLOGY 
CENTENARY CELEBRATION.—“Psychology in 
Perspective—a Centenary Celebration : 1856- 
1956” is announced by Washington Univer- 
sity, St. Louis, to take place on Friday and 
Saturday, September 28-29. The occasion 
signalizes the convergent anniversary of 
Wundt, who received his M. D. degree at 
Heidelberg in 1856, and of Kraepelin and 
Freud who were both born that year. There 
will be 4 addresses followed by an integrating 
panel. 

On Friday afternoon Julian Huxley will 
discuss “Psychology in Evolutionary Per- 
spective” and E. G. Boring, “The Psychology 
of Consciousness—First Phase of a New 
Psychology”; that evening Winfred Over- 
holser will have as his topic “Organic Order 
in Mental Disorder” and Saul Rosenzweig; 
“The Cultural Matrix of the Unconscious.” 
The panel, including the 4 speakers, Marion 
E, Bunch, and Edwin F. Gildea, is scheduled 
for the following morning. All sessions arè 
open to the public and members of The 
American Psychiatric Association are cor- 
dially invited to attend. 


Louis CHoLpeN Memorial FUND-— 
Upon request of many members of The 
Amercian Psychiatric Association, a Louis 
Cholden Memorial Fund has been set uP- 
The late Louis Cholden has made valuable 
contributions to the Section on Psychother- 
apy as one of its first officers as well as in the 
preparation of the first volume of Progress 
im Psychotherapy containing the scientific 
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presented at its first meeting in At- 


lantic City, May 1955. 

His untimely death, due to an automobile 
accident, occurred on the way to the airfield 
to attend the Chicago meeting. Contribution 
checks marked “Louis Cholden Memorial 
Fund” may be sent to J. L. Moreno, M. D., 
Secretary, 259 Wolcott Ave., Beacon, N. Y. 
An account of the receipts will be given at 
the 1957 business meeting of the Section on 


Psychotherapy. 


CHAMBLEE VENEREAL DISEASE RESEARCH 
Lanoratory.—Nine laboratory refresher 
courses covering the serology of syphilis, 
management and control of syphilis serology 
by the regional laboratory, and tests for 
syphilis using the Treponema pallidum will 
be offered at the Venereal Disease Research 
Laboratory in Chamblee, Georgia, from 
August 1956 to May 1957, the Public Health 

ice’s Venereal Disease Program has an- 
nounced, Correspondence about these courses 
should be addressed to: Director, Venereal 
Disease Research Laboratory, Division of 
Special Health Services, PHS, Department 
of Health, Education and Welfare, P. O. 
Box 185, Chamblee, Georgia. 


AMERICAN Funn ror Psycutatry.—Fel- 
lowships totaling $30,000 for 5 young physi- 
cians who are teachers and researchers in 
Psychiatry have been awarded for 1956 by 
the American Fund for Psychiatry. The 
Fund, organized in 1954, raises money from 
corporations, foundations, and individuals 
for the Purpose of financing academic and 
Tesearch appointments in psychiatry. Its aim 
4s to reduce the critical shortage of teachers 
and researchers in the mental health field. 

The awards were made by a committee of 
eared under the chairmanship of Vernon 
if rica M.D., Dean of the Yale School 
A edicine. Among its contributors are 

ears, Roebuck and Company ; Metropolitan 
> fe Insurance Company; Smith, Kline and 

rench; the Inland Steel Company ; Stand- 
a Oil Company of Indiana; the Gillette 
ompany; Eli Lilly and Company; Crown 
ellerbach, Inc. ; the Harris Foundation and 
others, 
oh American Fund for Psychiatry is 
tently engaged in acampaign for $250,000 


for 1956 to finance future research grants 
and fellowships. 


FLORINA Lasker SoctaL Work AWARD, 
—The 1956 Florina Lasker Social Work 
Award was presented to Charlotte Towle of 
the University of Chicago’s School of Social 
Service Administration May 22, 1956. The 
award includes $1,000 and a “distinguished 
service” scroll. Professor Towle has been on 
the faculty of the University of Chicago since 
1932, and previously served many family and 
child welfare agencies, child guidance clinics, 
and mental hospitals, as well as various na- 
tional welfare organizations. In 1955, under 
a senior Fulbright Award, Professor Towle 
served as consultant to the faculty of the 
London School of Economics. 

The Florina Lasker Social Work Award 
was established from funds in the estate of 
the late Florina Lasker, graduate of the New 
York School of Social Work, by her surviv- 
ing sisters, Miss Loula Lasker and Mrs. 
Etta Rosensohn, also graduates of the New 
York School. It will be given annually to a 
professional social worker primarily to 
“stimulate further achievement.” 


Tue WorLo MEDICAL Association.—On 
April 29, 1956, the Bundesirztekammer 
(German Medical Association) inaugurated 
its new Bundesirztehaus in Cologne. The 
impressive dedication ceremony was held 
during the meeting of the 26th Council ses- 
sion of The World Medical Association 
which convened in the meeting rooms of the 
new medical house. 

The new building will serve as the center 
of the German medical profession and in ad- 
dition will house the offices of the editorial 
staff of the German Medical Journal. 

The new address of the Secretariat of the 
World Medical Association is 10 Columbus 
Circle, New York 19, N. Y. 


MENTAL HospitAL ADMINISTRATORS.— 
The next examination for the certification 
of Mental Hospital Administrators will be 
held October 6-7, 1956, at Denver, Colorado. 
The closing date for receiving applications is 
August 15. 

At the meeting of the committee April 28- 
29, 1956, Dr. Winfred Overholser was re- 
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elected chairman. Dr. Francis J. O’Neill was 
elected secretary to succeed the late Crawford 
N. Baganz. 

For information concerning certification, 
address the secretary at Central Islip State 
Hospital, Central Islip, Long Island, New 
York. Interested candidates are reminded 
that the final date for receipt of applications 
of Class I candidates is July 1, 1958. 


PROFESSIONAL ASSOCIATION ON ALCOHOL= 
1sM.—Dr. Robert Fleming, Harvard Medical 
School was elected president of this Associa- 
tion at its first annual meeting in Boston, 
April 4, 1956. Sponsored by the Boston Com- 
mittee on Alcoholism, the Professional As- 
sociation on Alcoholism is the first national 
organization of professional workers dedi- 
cated to promote research on alcoholism. 
Dr. Giorgio Lolli, Yale University School of 
Alcohol Studies, addressed the gathering in 
Boston, emphasizing the importance of un- 
derstanding the need for pleasure which 
turns ordinary drinkers into alcoholics, and 
the failure of the confirmed alcoholic to regu- 
late his drinking capacity to satisfy his needs. 


ELECTROSHOCK RESEARCH ASSOCIATION. 
—At the annual meeting in Chicago, April 
29, 1956, the Association elected the follow- 
ing officers for the year ending March 31, 
1957: Dr. Ernest H. Parsons, president; Dr. 
Lothar B. Kalinowsky, vice-president; Dr. 
Paul H. Wilcox, secretary-treasurer ; counci- 
lors, Dr, William L. Holt, Jr. (ex-president), 
Dr. Bernard L. Pacella (ex-president), Dr. 
Frank J. Ayd, Jr., and Dr. D. C. Burkes. 

The annual prize for the best research 
paper presented at the scientific session of the 
Electroshock Research Association in 1956 
was divided between 2 papers, each being 
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awarded 50 dollars, namely: (1) “Neraval: 
a New Anesthetic for Electroconvulsive 
Therapy,” by Frank J. Ayd, Jr., M. D., Balti- 
more, Md.; and (2) “Some Effects of Chlor- 
promazine on Electrically Induced Convul- 
sions in Man,” by Esther Bogen Tietz, M. D., 
Keith D. Powelson, M.D., James Weber, 
M. D., and Joseph Wildhaber, M. D., Los 
Angeles, California. 


DEDICATION OF BATTELL HALL.—The 
dedication of Battell Hall took place at the 
Connecticut State Hospital grounds on May 
15, 1956. The Hall is named after Robbins 
Battell, a member of the original board of 
trustees named in 1866 to build a hospital 
for the mentally ill in Connecticut. It marked 
a new era for Connecticut in the care and 
treatment of its mentally ill. Robbins Battell 
served the hospital most ably from his ap- 
pointment in 1866 until 1891. The former 
trustee was well known for his music and 
several of his compositions were sung at the 
dedication exercises. 


Boston INSTITUTE oF PsyCHIATRIC 
TREATMENT.—The fourth annual Institute 
of Psychiatric Treatment will be held at the 
Boston State Hospital, September 27-29 
1956, under the direction of Leo Alexander, 
M. D., and Robert Arnot, M. D. r 

A bus will leave the Forest Hills rapid 
transit station at 8:45 a.m. and return at 
5:15p.m. Taxicabs are also available. Lunch 
will be served at the hospital. For hotel reser- 
vations, write Parker House, where rooms 
have been set aside. 

Registration fee is 5 dollars. Address cof- 
respondence to Dr. Alexander, 433 Marlbor- 
ough St., Boston, Massachusetts. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following candidates were certified after ex- 
amination by this Board after examination in Phila- 
delphia, Pa, April 16-17, 1956. 


PSYCHIATRY 


Badgley, Theodore McBride, Walter Reed Army Hosp., 
Washington, D. C. 

Becker, Anne W., Pontiac State Hosp., Pontiac, Mich, 

Beckett, Peter G, S. z East ce he Detroit 7, Mich. 

Benezra, E. Eliot, USAF Hosp, Barksdale AFB, 


La, 
Berblinger, Klaus W., University Hosp., Baltimore 1, Md. 
Biassey, Earle L., 355 Fairfield Ave., Bridgeport, Conn. 


" 95 
42a30th 


Biser, David T., 481 Eighth Ave., New York 1, N. Y. pp, 
Blackwell, Milford : oe Mitchell AFP: 
ake ae $, asooth USAF Hosp., Mitel 


p i os 5 A 
prva D. I6, E; St., Phoenix, At : 
Brunt, Manly Y., Jro, fit North agth Sty Philadelphia 39 


Burton, Anna Meister, 365 West End Ave., New York 24 
Call Jastin D., Univ. of Calif. Med. Center, Los Anpe! 
24, if. i 
Casey, James P., 250 East zooth St, Bronx $8, N- w 
Cat, Thomas Paschal, III, 000 Montrose Bivd., Ho™ 
ex. 


6, : 
Davis, Frederiek H., Louisiana State Univ., New O11? 
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er H., 2 Navarro Rd., East Haven, Conn. 


la Foderaro, 1724 Sterigere St., Norris- 


de Rivas, 
town, Pa. 
Di Francesco, Armand L., 400 Forest Ave., Buffalo 13, 
Doss, Richard Hallock, 223 Bosley Ave., Towson 4, Md. 
Leona: 


J., 6016 Avon Dr., Bethesda, Md. 
in, Milton A., 225 Sheridan Rd., Winnetka, Ill. 
Edwards, R ute 1, Hopkinsville, Ky. 


oy A., Jr. 
Enelow, Morton Leonard, 1430 Tulane Ave., New Orleans 


12, >` 
in, Leon J., St. Elizabeths Hosp., Washington, D, C. 
Mayer, 1133 Park Ave., New York 28, N. Y. 


Facha, Maria Z., 1 Gracie Square, New York 28, N, Y. 

irst, Joseph Brown, 590 West End Ave., New York 24, 

Geddes, David Kofoid, 1205 North Broadway, Santa Ana, 
i 


Gray, Melvin, 912 South Wood St., Chi 12, Ill. 
Greaves, Donald Critchfield, 800 NE. 13th St, Oklahoma 
a. 


City 4, 
Greenberg, Marvin, 
Hansen, Bernard Fr 


Hawkins, David Rollo, Univ. i 
T R, a Rollo, Univ. of North Carolina, Chapel 


Heller, Melvin S., rz1 North 49th St., Philadelphi „ Pa, 
Herold, Raymon d Ci , 420 Jasmine ‘Ave, Cona dei 
Hoffman, Carl J., 2901 Cottman Ave., Philadelphi P: 
Hollander, Leonard, U.S.P.H.S. Hosp, Less d9, Pa- 


k Wiiliam Merryman, 3231 Burnet Ave., Cincinnati 


29, io. 

jacob, Gunther M., 428 East 74th St., New York 21, N. Y. 

acoby, William De os, 565r Corbin Ave., Tarzana, Calif. 

pond Robert t» Cincinnati General Hosp., Cincinnati 
A 3 


Katz, Jay, 333 Cedar St, New Haven 1 Conn. 

King, Rice ‘aylor, 142 West Lanvale A Baltimore I7, 

ely, Buell Chapin, 1700 Bainbridge St., Philadelphia 
bad > + 

Kignberger, Elizabeth, 1060 Park Ave., New York 28, 


Kraft, irvin Alan, 4727 Press Dr., N Orl 
Kramer, Selma, 6801 North Eleventh St, Philadelphia ey 


a. 
Kushner, Des I., 4123 Nebraska Ave., N.W., Wash- 
Kyles, Norman Bruce, Box 26, State Hosp., Goldsboro, 


255 South r7th St., Philadelphia, Pa. 
erick, Agnew State Hospital, Agnew, 


el, Paul E., V, A, Hosp., Lyons, N J 
uel, U. $. Naval Hosp., Philadelphia 
Leon, Robert L 
rit R Kansas Ciy Stor eer Office Bldg., 911 Wal- 
crcl, arold David, 1095 Krameria St, Denver 20, 


o. 
Loewenstein, Gustav, 608 Ga: i 
rden St., Littl fe 
Logan, John B ” State Hosp., Hierishurg, Pa: Bias 
a 


Ono John Adams, 3231 Burnet Ave., Cincinnati 29, 

» J. Herbert, 6500 Irving Park R i 
Maaie, Walter Arthur, 55 Marion “Avan? Ghicago s4 T 
Mec an Robert, 115 East Eager St., Baltimore, Md. 
le, E. James, 5323 Harry Hines Boulevard, Dallas 


Merino, Franci 
u: y Francisco F,, 444 East 57th St., New York 23, 
o, Mantin Fred, USPHS Hosp., 210 State St., New 


Uinta, i on A 
a ey J» Agnews State H ie A i 
Morris 3 Saey r h Baylor Medical College, House 


Moss, 
eae Murray, 3ósoth USAF Hosp., Sampson AFB, 


Nemeth, Julius, ‘izr 
+ 1213 Court St., Utica 2, N, Y., 
Uren ca Bodit Cpi Se etic: pa, 
Cie William M., Mendocino State "Hosp, Wires 


Painter, Paul, S45, Beverly, Kirkwood 22, Mo. 
Panzer, Edward I., 105-25 67th Rd., Forest Hills, 7s, 


Perman, Gerald, 1737 H St., N.W., Washington 7, D. C. 
Perry, Donald Jack, 16654 McKeever, Granada Hille, Calif, 
Phillips, William A., St. Davids, Pa. 

oes Harold, rrooth Hosp., Bolling AFB, Washington, 


Polsky, Murray, 30 Central Park South, New York 19, 


Powelson, Keith Davis, 5732 Babbitt Ave., Encino, Calif, 

Pugh, Philip F. H., $39, adgerow Bldg., Sioux City, Iowa. 

Radauskas, Bruno, 3 aple Dr., Catonsville 28, Md. 

Rogers, George Augustus, #4 Cooper St., Camden 2, N. J. 

ene John Randolph; Il, U. S. Naval Hosp., Phila- 
lelphia 45 a. 

Scharf, Louis H., 800 E. Indianola Ave., Youngstown 8, 


Ohio. 
Scharl, Adele E., 76 Fenwood Rd., Boston 15, Mass. 
Schneider, Jacob, Willard, N. Y., 
Schurgast, ‘Anselm W., Connecticut State Hosp., Middle- 
town, Conn, 
Shands, Harley C., Memorial Hosp., Chapel Hill, N. C. 
Silver, Max Isadore, 2621 Read Ave., Belmont, Calif. 
Singer, Richard George, 17 Clover Lane, Westbury, N. Y. 
Skoinik, Zalec, 874 errick Rd., Massapequa, N. Y. 
Raat eine +, 270 Trent Rd., Penn Wynne, Phila- 
elphia 31, Pa. 
Smith, Charles Burnett, 2109 Hayes St., Nashville 5, Tenn, 
Sommerness. Duane, State Hosp., Fergus Falls, Minn. 
Sportsman, Leonore M., 213 Ontario St., tee 3 No Y. 
Su =H William Christian, 2405 Napoleon Ave, New 
rieans 15, a. 

Taylor, Richard W., V.A. Hosp., East Orange, N.J. 
Tiffany, William J., Jr., C-19, Fitzsimons Army Hosp., 
Denver 8, Colo. 4 5 
Titchener, James Lampton, Cincinnati General Hosp., Cin- 

cinnati 29, Ohio. Ñ 
Tumarkin, Bernard, 220 Miracle Mile, Coral Gables, Fla. 
van es Meer, Herman, Darlington Sanitarium, West Ches- 
ter, Pa. 
Vanderpol, Maurice, 61 Eaton Rd., Needham 92, Mass. 
Vass, Ilona, 1091 Madison Ave., New York 28, N. Y. 
a ‘Tauber, Olga M., P, O. Box 204, Kings Park, L. I., 


Weimer, Robert Edward, Norman M. Beatty Memorial 
Hospital, Westville, Ind. 4 
Weinstein, Jack H., 7834 Penrose Ave., Elkins Park 17, 


Welscher, George Frank, Topeka State Hospital, Topeka, 
an, 
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Auth, Thomas Louis, 2650 Wisconsin Ave., N.W., Wash- 
Baker," Robert Norton, 37ooth USAF Hosp, Lackland 
AFB, San Antonio, Tex. ‘i 
', , Mayo Clinic, Rochester, Minn. 
Bains ia William, 1480 Tulane Ave., New Orleans, 


La. { 
Garoutte, Bill Charles, Univ. of Calif. Hosp, San Fran- 
cisco 22, if. 2 
: , Al der S., V.A, Center, Wood, Wis. 
Janes ieman Richards, Il, Univ, of Va. Hosp, Char- 
lottesville, Va. vs y 
i i South 36th St., Philadelphia 4, Pa. 
pin aenn Erel we 99 ‘Warrensville, Shaker Heights 
io, 


, O 
Lavine: Irving M., 194 Callender St., 


Luttrell, Charles Nelson, Je Gor North Broadway, Balti- 
more Md. 
nigi East St, New York 16, N. Y. 
Nersa, Lig Tris Fletcher, 7624 Tenth Ave., Brooklyn 28, 


. Y, 
Plum, Fred, Div. of Neurol, Univ. of Wash., Seattle 5, 
Wash. 


Dorchester 24, 


Schmidt, Richard Penrose, Div, of Neurol., Univ. of Wash., 
Seattle 5, Wash. A 

Summers, Thomas B., Dept. of Neurol., Univ. Hosps., 
Iowa City, Ia. 


* Denotes Supplementary Certification. 
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Tre Mask or Sanrry. An Attempt to Clarify Some 
Issues about the So-called Psychopathic Per- 
sonality. Third Edition. By Hervey Cleckley, 
M.D, (St. Louis: C. V. Mosby Company, 1955. 
Price: $0.50.) 


No subject in psychiatry has been so well pre- 
sented as is the one in this book. For a long 
time psychiatrists have been talking about so-called 
“constitutional psychopathic state” or “psychopathic 
personality” and similar terms, but it remained for 
Dr. Cleckley to make the subject come alive in a 
presentation that is at once informative and read- 
able. This book should have the widest possible 
circulation, because anyone who has finished grade 
school can understand it. Dr. Cleckley brought his 
heart to his task and completed it with dash and 
flourish—the flourish of victory. He did it. He put 
across in concrete terms a topic that had been vague 
and nebulous up to his time. When we consider 
the fact that psychoneuroses are treatable and psy- 
choses are available to treatment, we come up 
against the granite wall of the psychopathic per- 
sonality. I personally consider persons suffering 
with severe character disorders more unavailable 
for treatment than either the psychotic or the neu- 
rotic personality, and certainly much more attention 
to the prevention of this condition should be paid 

(if that be possible), preferably in the home. The 
good thing about this book is that it is completely 
understandable on the parent-teacher level, and 
everyone interested in mental hygiene, or human be- 
havior, for that matter, should read it, because in 
this book Dr, Cleckley lays it on the line, and many 
a person who had only a dim notion about this dis- 
order before they read this book have come away 
from it clarified. It is an eternal theme in the litera- 
ture of humanity. It is the stuff that keeps our 
courts congested and our probation systems over- 
taxed, and even though we do not yet know exactly 
what to do about it, we should know that it exists, 
and what it is insofar as our present level of 
descriptive understanding permits. This definition of 
a hitherto undefined subject Dr, Cleckley accom- 
plishes with great art. He does it partly also by 
repetition, emphasis, description, and an inimitable 
mannet of presentation which makes this book almost 
unique in psychiatric literature, Every medical 
student should read it as soon as possible; for stu- 
dents of psychology it should be a text, Lawyers 
and probation officers should be familiar with its 
contents, also the pathetic parents and the pitiful 
spouses of the psychopath. The title is clever, but 
the contents of the book transcend cleverness. Dr. 
Cleckley is too deadly in earnest, and the subject 
matter he treats is of such a serious nature that this 
book must be numbered among the classics of psy- 
chiatry, and is so likely to remain for years to come. 
This is a new edition, but it is not the last. 

Merrit Moore, M. D., 
Boston, Mass, 
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Wuar Is Creative THINKING? By Catherine 
Patrick, Ph. D. (New York: The Philosophical 
Library, 1955. Price: $3.00.) 

Professor Patrick reports and interprets the re- 
sults of a laboratory experiment in which 55 poets 
and 58 non-poets were presented with a picture of a 
landscape and asked to write a poem, all the while 
recording explicitly their feelings and thoughts from 
the moment they saw the picture until a poem was 
completed. 

The experiences of both the poets and non-poets 
during their assignment revealed themselves in 4 
clearly delineated psychological stages: (1) prep- 
aration, (2) incubation, (3) illumination, and (4) 
revision or verification. Professor Patrick compares 
these 4 psychological stages with the 5 logical stages 
of Dewey’s analysis of the problem-solving types 
of question—(1) problem, (2) data, (3). suggested 
solution, (4) evaluation, and (5) objective evalua- 
tion—and suggests that, in the long run, the psycho- 
logical processes underlying the writing of a poem 
and the solving of a scientific problem are essen- 
tially the same. She states : “Not only is the process 
of creative thought essentially the same in all = 
but there is no essential difference in the stages a 
thought between the creative thinking of the gift 
and non-gifted. My experiments showed that te 
same stages appeared in the creative thought o! 
poets and artists and in the thinking of ordinary 


persons, when they attempted to produce poetry, art, 
and scientific work” (p. 139). 


Fortunately Professor Patrick seems more inter- 
ested in the implications of her second conclusion 
than in that of her first, for a large part of the 
second half of her book is taken up with a pia 
educators to provide the right conditions for "ort 
nary people” to indulge in creative thinking. Her 
first conclusion, that the processes of ant 
thought are essentially the same in all fields, show! 
not, this reviewer feels, have been so generally as 
consequently meaninglessly resolved, in view of a 
title of this book. Granted that neither a book ‘4 
the size of this one nor a review such as this co : 
deal adequately with the processes of poetic a 
ing and scientific knowing, but to begin at the rs 
ginning, this reviewer would criticize the author E 
having “speculated freely in a field for whose analy 
sis the tools have not yet been provided.” 

ANNE CARNWATH, 
Toronto, Canada. 


EXPRESSION OF THE EMOTIONS IN MAN AND ANIMASI 
By Charles Darwin, (New York: Philosophi 
Library, 1955.) ads 

Tt has been said that of the points where phy: pa 
ogy and psychology touch, the place of one of t atic 

lies in the emotions. In these days of psychosom F 

medicine, it was proper that this standard wor! : 

the emotions in man and animals should be re? 
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lished. The book first appeared in 1872, 13 years 
alter Darwin's great work The Origin of Species, 
and at that time probably provided explanation of 
certain phenomena which appeared difficult in the 
acceptance of evolution. 

It is an impressive testimony of the genius of 
Darwin and reflects his ability to compile and ar- 
range factual data to form basic scientific concepts. 
His sources of material are listed from (1) obser- 
vation of infants—for they exhibit emotion with 
extraordinary force; (2) the study of the insane— 
for they give uncontrolled vent to the strongest 
Passion; (3) the use of photographs submitted to 
different judges; (4) the paintings and sculptures 
of great masters; (5) a comparative study of ex- 
pressions and gestures among the different peoples 
of the earth; and finally, of paramount importance, 
(6) attention to the expression of passion in the 
commoner animals. 

Three chief principles are stated to account for 
emotional expression: first, the certain complex ac- 
tions which are, or at some time have been, purpose- 
ful; second, certain movements which are the anti- 
thesis of the first group, and third, those reactions, 
common to many emotions, which express certain 
nervous influences upon the viscera. Darwin’s 
analysis of the emotions then is consistent with the 
views of the present day physiologists and sees 
in = p skeletal and visceral response. 

: escriptions are remarkably vivid and de- 
tailed, That of fear might well serve as the clas- 
Picture of this affective state. The author 
ath freely from the literature of many countries, 
a cre T a to bits 
quote almost at will. sae sere ihe Neca 
y t is evident that Darwin recognizes in the emo- 
ons clear cut entities which have their own indi- 


viduality throughout much of the biologi 
idualit he biol - 
ven insects express an Satie pt 


Movements such as the s 
down of the c 


le es still further attention—especi 
S ft pecially from an; 
able oA ain could look forward da 
li wen as backward. The book migh i 
with profit at the present tae edict 
A. Amon Frercuer, M. D., 
University of Toronto. 


Emotiona Propi 
EMS AND WHAT You Can Do 
a Turm. By William B, Terhune. (New 
ork: William Morrow, 1955. Price: $3.00.) 


oh oe of the large number of books in- 
$e E the average person with his emotional 
$ Bs author, a Practicing psychiatrist and 

> Del ves, as he States in the introduction, 
Hig sness, emotional illness, and much true 
pe se are the result of ignorance as to their 
nd carelessness in the practice of the 


principles underlying mental health.” Therefore he 
sets down principles and precepts in the hope of 
mitigating the prevailing ignorance, 

The precepts are excellent. One must have abso- 
lute integrity, be loyal, tolerant, understanding, 
efficient, humble in spirit. One should display good 
judgment which “can be acquired through training 
and practice.” A sense of humor, optimism, poise, 
and an adventurous spirit are invaluable. To attain 
all these desirable qualities, one must use intelli- 
gence without letting emotions interfere. One must 
make definite decisions, adapt readily, learn to know 
oneself. Thus he will develop a “wholesome, well 
integrated personality” (Chapters 2 and 3). 

The reader is instructed to follow this recipe for 
adjustment and to work hard to attain his goal, 
Then there are several chapters of very good and 
helpful suggestions on “first aid” for old people, 
children, adolescents, and for those who are meeting 
crises in life. If the first-aider can be always kind, 
flexible, understanding, efficient, and objective, can 
“turn off his emotions as he would a dripping 
faucet” (p. 121), he can help other people to de- 
velop, adapt, or meet emergencies wisely. 

The difficulty is that the troubled individual can- 
not learn to live according to all these excellent pre- 
cepts just by reading an idealized description of 
how he should think and behave, no matter how 
much he wills to do so, nor how hard he works. 
This it would seem any psychiatrist would know; 
yet there is little in the way of instruction as to how 
to make oneself over, except a suggestion to write 
an autobiography and look for recurrent thema, a 
procedure which should prove helpful. When there 
is serious psychological difficulty, “get a doctor,” — 
a psychiatrist, preferably an eclectic one (Chapter 
10). With this advice few will quarrel, but. the 
author, though preaching tolerance and a positive 
attitude, makes hostile thrusts against noneclectic 
psychiatrists, the members of an allied profession, 
psychology, and even against the patients. For ex- 
ample, he says, “Suicide is abnormal and due to ill- 
ness”—then, “Suicide is a selfish, self-centered ex- 
pression of discontent, —quite properly considered 
a great sin.” And again, “Persons who have at- 
tempted self-destruction frequently feel guilty and 
they should” (Pp. 132 ff.). This reviewer, after 
reading this and more would certainly never entrust 
to the author’s care any depressed patient. Further, 
his attitude strengthens the conclusion that a list 
of precepts, however excellent, does not and cannot 
substitute for nor produce self-understanding. 
Neither can it bring about a mature attitude no 
matter how firmly grounded the precepts may be 
intellectually nor how fluently one may recite them. 

Marcaret Ives, PH. D, _ 
Saint Elizabeths Hospital. 


Manuae pt NeuroLocia Per STUDENTI E Mepict 
Pratict. By Arnaldo Pieraccini. (Milano: 
Hoepli, 1955.) 

This is one of a series of practical manuals, which 
have had a considerable success in Italian circles 
during the past few decades. It is intended to bea 
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Medical School, 
University of North Carolina. 


Bram MECHANISMS tN Ducnrome. By Wendell 
J. S. Krieg, B.S. in Med., Ph. D. (Evanston: 
Brain Books, 1955. Price: $7.00.) 


visualization of the nervous 
tem at work.” The hard core of this volume HS 


Included in the text are a small number of un- 
colored three-dimensional drawings of the spinal 
cord, the hindbrain, the cerebellar cortex and the 
diencephalon, and also thick slices of the medulla 
oblongata, pons, midbrain, and cerebrum, Much has 
been included in each drawing. 

In addition to illustrations of the human brain the 
author has included three illustrations of the sala- 
mander brain as an example of a simplified brain 
mechanism. Also included is a reconstruction of the 
rat brain (not in color) to match and assist in the 
interpretation of the human brain. 

The text itself is lucid, concise, and supplements 
the illustrations. The spinal cord is first present as 


Luly 


a model of the functioning nervous system. Thes 
the cranial nerve mechanisms are studied and the 
3 main afferent systems are traced to the cortez 
The cortex and its connections are described i 
detail and very clearly. The motor pathways are 
then traced from the cortex to the motor nuclei and 
finally the cerebellum and the autonomic nervous 
system are described. 

The outline of the content of the text as gives 
above indicates that the anatomy of the nervos 
system is made available in a highly concentrated 
form. Those who have some knowledge of neuro- 
anatomy will find the illustrations very helpful and 
the concise descriptions very informative and read- 
able. It is a fact that the nervous system is a very 
complicated system and hence, in spite of Dr. 
Krieg’s extraordinarily ingenious skill, this text is 
one that must be read slowly giving the necessary 
time to the study of the reconstructions. This little 
volume will appeal particularly to those who have 
some difficulty in thinking in 3 dimensions. 

C. G Smits, M. D, 
Department of Anatomy, 
University of Toronto. 


Port anp PsycmiaTRisT: A Critical Portrait OP 
Merrit Moore, M.D. By Henry W. Wells. 
a age Twayne Publishers, 1955. Price: 
5.00. 


There are very few persons in the membership 
of The American Psychiatric Association (if indeed 
any) about whom a book-length biography has beet 
written during their lifetime, But then, M 
Moore is an unusual man! Not only is he an 
and busy psychiatrist—we have many M 
and Fellows who are—he is an outstanding poet, 3 
man of many accomplishments, of broad humas 
interests, sympathies and insights, and of a keen 
zest for life and living. 

It is largely with Moore’s poetic achievements 
that Doctor Wells, a member of the Columbia 
faculty and an experienced literary biographe, 
deals. He also gives a critical appraisal of 200 o 
Moore's sonnets. 

_ Merrill Moore came of a distinguished literary 
lineage, and in addition was fortunate in 

into close contact early in his Nashville Colles? 
days with a group of young poets, a progressive 
and stimulating group who called themselves the 
Fugitives—among them such literary lights as J 
Crowe Ransom and Allen Tate. His poetic 

were manifest before he was 20 and even then the 
quality of some of his poems was recognized as out 
standing. His output since then has been 
nomenal, and among his thousands of sonnets ar 
many of a high order. [Mention may be made her 
of a basically autobiographical article by ag 
on Creative Writing and Criticism which has J It 
appeared in the Journal (112: 423, Dec. 1955): 
should be read in connection with the book.] 1 

Those of us who are privileged to know Mert! 
Moore well value him as a friend, and agree Wi 
the biographer that he is “an urbane pantheist A 
reasonable mystic, a civilized Walt Whitman, 


Sexuetie Konstrrurion. Psychopathie, Krimi- 
nalitit, Genie. By Dr. Helene Stourzh-Anderle. 
— Wilhelm Maudrich, 1955, Price: 


This book is a compendium of authoritative opin- 
ions on the sexual-constitutional bases for psy- 


ition is considered from 3 general aspects, 
the somatic, the Psychosomatic, and the psychic, 
Both male and female sex variants are described 
in terms of kind and degree of psychosexual de- 
velopment, such as the virile woman, the feminine 
the infantile, the juvenile, the homosexual, 
the bisexual, and the hermaphroditic. Psychoses, 
neuroses, crimin i and genius are responses of 
sexual-constitutions environmental opportunity 

The author has presented a careful and thought. 
ful survey of the German scientific li “ai 
with the sweat oa Saat literature dealing 


Grorce W. Henry, 
Greenwich, Conn. 


You anp Your Cu. By 


MRCS, L.R.C.R. (New York i 
f. s LR.C.R. : Phil 1 
» 1955, Price: $3.75.) ag 


small, informally written book of 147 
Parents and expectant couples, 
ok presents much sound common sense and 

given as advice, 


him.” This golden rule is i 
ill 

sections whi meat lustrated through all 

b sucking, 
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the dirty face of her child who has just ron in 
excitedly is to “forget his face and hands and look 
at his shining eyes while you listen to him and 
share his excitement.” For adolescents who have 
been successfully encouraged to responsible inde- 
pendence from early infancy, she suggests giving 
every freedom. “No individual can find himself 
unless he is really free.” 

No specific emphasis is made to help the parents 
who, because of their own needs, distort the normal 
image and expectations they have for their child. 
But in suggesting this book even to the untroubled 
parent one should be aware that Dr. De Kok’s first 
chapter on antenatal care strongly recommends 
home delivery, “natural childbirth,” and breast 
feeding to the virtual exclusion of the needs of a 
woman who cannot or should not follow such a 
course. Her references to formulas and vitamins 
omit preparations available in this country, and 
her prose is studded with British terms. The 
chapter, “Children and Religion,” includes a brief 
mention of unbelievers but otherwise maintains that, 
“the fact remains that our civilization is based on 
Christianity and the Christian virtues should be 
learnt in the home.” 

Buett C. Krnestey, M. D., 
Philadelphia Child Guidance Clinic. 


Orp Ace In THE Monern Worro. Edited by Dr. 
C. A. Boucher and Associates. (Edinburgh: E. & 
S. Livingstone, 1955. Available from MacMil- 
lan Company of Canada, Toronto. Price: $6.00.) 


This volume reports the scientific addresses pre- 
sented to the Third World Congress of the Inter- 
national Association of Gerontology, held in Lon- 
don, July 1954. It is, therefore, required reading for 
those desiring to keep informed regarding the 
growing research in the field of aging. f i 

The information is given in 17 sections including: 
Nutritional Aspects of Aging, Tissue Changes, 
Cancer, Endocrinology, Cardiovascular Diseases, 
Clinical Problems, and Neuropsychiatry. 

The section on Neuropsychiatry, 80 pages in length, 
reports research on cerebral lesions, vertigo, and 
dizziness in old people, prognostic indicators in the 
psychoses of the elderly, and more than a dozen 
other papers. Psychiatric contributions emanated 
from the United States, Great Britain, France, 
Austria, and Finland. 

W. G. Scorr, 


Toronto, Canada. 


THe CLINICAL INTERVIEW. Volume I; Diagnosis. 
By Felix Deutsch and William F. Murphy. 
(New York: International Universities Press, 
1955. Price: $10.00.) 


This voluminous first part of The Clinical Inter- 
view by two renowned psychoanalysts is subtitled 
“A Method of Teaching Associative Exploration.” 
A second volume called Therapy will be subtitled 
“A Method of Teaching Sector Psychotherapy.” . 

According to the Foreword and Introduction, the 
book deals with “Associative Anamnesis,” an inter- 
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view technique specifically designed and worked 
out by Dr. Deutsch to elucidate psychosomatic in- 
terrelationships, and first published in this country 
almost 20 years ago. To have this method demon- 
strated in detail and further elaborated by its 
originator is worthwhile and rewarding, although 
it is this reviewer’s belief that “Associative Anam- 
nesis” has long since been incorporated into the 
total armamentarium of interviewing techniques by 
every competent interviewer and therapist. It was 
therefore somewhat puzzling to read that the au- 
thors believe otherwise, that the method has been 
criticized as “unfeeling” or too limited, and that 
there is a need for further documentation and 
validation of associative anamnesis. Unfortunately, 
some of the interviews presented verbatim here 
would tend to substantiate such criticisms if exis- 
tent; and even if not, it is at times difficult to dis- 
cern the therapeutic value of some of the inter- 
views presented, which is not to question the 
teaching results these conferences might have had. 
It is unfortunate that the title The Clinical In- 
terview suggests an exhaustive treatise of the sub- 
ject. The clinical interview pertains to patients 
other than those specifically “psychosomatic,” and 
psychiatrists, social workers, psychologists, and 
others have developed interviewing skills in recent 
decades which are applicable to all branches of 
medicine, The clinical interview is therefore of 
Paramount interest, not only to psychiatrists-in- 
training but to all medical students and physicians, 
Only the techniques of “Associative Anamnesis and 
Sector Psychotherapy” are presented here and are 
called “the cornerstone of the resident training 
Program on the open ward service,” a contention 
which is not further documented. All interviews in 
the book are structured following an outline pre- 
sented on page 26, but one of the most important 
types of interviewing all physicians should master 
is the “unstructured interview” where the therapist 
follows the patient’s themes, whether he utilizes a 
psychoanalytic frame of reference for listening or 
some other, y 
The authors stress the value, for training pur- 
poses, of supervision through the device of recorded 
interviews, but there is no discussion of the possi- 
ble interferences in the use of this technique, espe- 
cially for the trainee. While the use asa teaching de- 
vice of the material presented is emphasized, it is 
not clearly stated how the authors themselves pro- 
ceeded as far as instruction is concerned. Inter- 
viewing a patient before a group has advantages 
and disadvantages as a teaching method. It be- 
speaks the mastery of the authors that so many of 
the interviews are conducted successfully in terms 
of remaining within the “sector” predetermined by 
them and in illiciting the information necessary to 
validate the hypothesized interrelationship between 
symptoms and certain crucial intrafamilial relation- 
ships and experiences. However, such an interview 
does not permit what is done in the book, both to 


advantage and disadvantage, namely to insert the ` 


interviewer's associations and explanations at the 


time when they occur, rather than retrospectively - 


as must be done in the conference interview. There 
is no evaluative discussion of other methods such 
as the usual presentations of the interview material 
or the use of recordings which can be stopped for 
explanation and criticisms at will. 


The presentation is disappointing for other rea- 1 
sons. To present verbatim recorded interviews in | 


printed form is like watching only the titles of a 
foreign movie. There are two sets of “titles” here, 
one, the interview itself, the other, the italicized in- 
sertions of the therapists’ associations and oc- 
casional explanations for presenting certain cues. 
In reading interviews—although even more so in 
listening—one forms one’s own associations, and 
thus the italicized insertions made this reader feel 
increasingly like being forced into a mental straight 


jacket. This is not to dispute the instructive value” | 


of the authors’ choice of possible associations. Not 
only were they with the patient at the time of the 
interview, but generally their italicized remarks 
never appear implausible. They are stimulating and 


useful at first, but after several hundred pages the . 


interference with one’s own associations becomes 
more troublesome. While qualifying statements 
concerning the validity of the interpretations and 
the general applicability of the method are made in 
the introductory chapters and while the inexperi- 
enced reader is warned that he has to stifle con- 
scious and unconscious prejudices which might be 
aroused by the material and the interpretations, these 
theoretical chapters cover fewer than 40 pages, leav- 
ing the reader exposed to well over 500 pages of the 
authors’ structured interviews and related formula- 
tions of the particular recording and of the sy? 
dromes involved. A further handicap for the ei 
dent exists in the fact that the very aei 
bibliographies following each chapter are not relate 
to the text, presumably a space-saving omission. 
Almost totally lacking are references to the pe 
tient’s—or the interviewer’s—behavior in the ses 


sions, so that one learns but rarely whether there, 


were long pauses in the interview, or what nonver” 
bal behavioral reactions were exhibited, items a 
often disregarded by the beginner, but so se 
to an adequate understanding of the interview 5! 5 
ation and of the patient. Presentation of some sg 
the interviews in record form might have prov! ie 
some of this information, besides adding a WoT 
while dimension to the book. : sew. 
This valuable account of a particular intera 
method does not do justice to the title. A comp 
hensive dissertation on the clinical interview 
these authors would be a welcome contribution- 
Sternen Freck, M. D., ealth, 
Department of Psychiatry and Public H 
Yale University. 
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THALAMIC CHRONOTARAXIS? 
E. A. SPIEGEL, M. D., H. T. WYCIS, M. D., C. ORCHINIK, Pu. D., anD H. FREED,? M.D. 


| $ PHILADELPHIA, PA. 


A close relationship between the senses 
of time and space has been assumed by some 
psychologists. According to Spencer(53), 
or instance, development of the sense of 
time depends upon that of the sense of space, 
and recently Kahn(27) states that our ex- 
perience of time is always tied up with our 
“experience of space. However, pathological 
“conditions show that these 2 functions may be 
largely independent of each other, in that al- 
hough disturbances of temporal orientation 
May appear, orientation in space is only 
slightly or not at all affected. Disturbances in 
the experience of time, errors of localization 
in time, and of estimation of time intervals 
tave been observed chiefly in diffuse cerebral 
diseases, for instance in psychoses (2, 15, 16, 
19, 48, 60), mental deficiency (18), or fol- 
lowing infectious diseases such as typhoid 
fever(6r1), influenza(9), mumps meningitis 
(29), syphilitic meningoencephalitis( 13), or 
ünder the effect of toxins such as alcohol (59, 
63), mescalin(4), hashish(67, 10), scopola- 
Mmine(24). In one group of cases, cerebral 
Misease affecting the parieto-occipital region 
may play a role, as shown by the association 
f optic agnosias with disturbances of the 
ense of time(43, 17, 14), while in another 
group, such as the Korsakoff syndrome, im- 
airment of the brain stem(20) may play 
important part. 

_ For an understanding of these disturbances 
and of the mechanism on which the normal 
function depends, observations in cases with 
Stcumscribed lesions of the thalamus are 
evant. We have observed impairment of 
mporal orientation—f requently without ap- 
arent disorientation in place—in the initial 
Stages following thalamotomy ( 54, 55). Al- 


7 Read at the 111th annual meeting of The Ameri- 
fan Psychiatric Association, Atlantic City, N, if 
wad 9-13, 1955. This investigation was supported by 
l E an eo) from the National In- 
ental ` th, National Institut: f 
Seali, Public Health Service. oe 
. Tom fee Departments of Experimental Neu- 
Une: ‘osurgery, and Psychiatry, Temple 

niversity School of Medicine and Hospital. J 


though these symptoms were transitory, they 
are of sufficient general psychopathological 
interest to warrant more detailed description 
and analysis. Since one deals with a rather 
elementary disturbance of orientation for 
time, we should like to avoid the term 
agnosia, reserving it for more complex types 
of dysfunction, and have chosen the term 
chronotaraxis * (confusion for time), in an 
attempt to emphasize that confusion is the 
most prominent symptom. A study of this 
symptom in patients who preoperatively show 
severe defects of intelligence or disturbances 
of orientation is of course hardly possible; 
our material is therefore restricted to 30 
cases. Before operation these patients were 
well oriented for time and place and in 
good contact with the environment. 


SYMPTOMATOLOGY 


Chronotaraxis is characterized by an in- 
ability to identify the date; the patient may 
not know the time of day, may make incor- 
rect statements regarding the season of the 
year though this is obvious if he looks 
through the window. He may not know or 
may make incorrect statements regarding 
his age or that of members of his closest 
family. He may make gross errors in esti- 
mating the duration of his stay in hospital, 
or of his residence in his present home, or of 
the time elapsed since operation. In some 
cases there is a tendency to overestimate, in 
others to underestimate length of time. Oc- 
casionally peculiar feelings regarding the pas- 
sage of time were expressed (see later). 

In some respects, the clinical picture re- 
sembles that of Korsakoff’s psychosis, in that 
in the latter disorientation for time is also 
often more pronounced than that for place 
and person. Gamper considered as charac- 
teristic for Korsakoff’s psychosis that the 
patients are insufficiently affected by sensory 
stimuli and disinterested in theif surround- 
ings. A similar behavior can be found, to a 
certain extent, in the first stage following 
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dorsomedial thalamotomy (bilateral lesions 
of the dorsomedial nuclei). Lack of spon- 
taneity is also common to the Korsakoff syn- 
drome(12), and the initial postoperative state 
of the thalamotomy patients. While disturb- 
ances of memory are present in both groups, 
after thalamotomy one does not often ob- 
serve the prevalence of impairment of the re- 
tention of recent events combined with rela- 
tively well-preserved memory for remote 
ones, which is regarded as typical for Korsa- 
koff’s psychosis. As a rule, in the thalamot- 
omy patients, memory for past as well as that 
for recent events is affected. In one case 
(R.S.) the defects of memory were restricted 
to several weeks immediately following the 
operation. Visual and auditory hallucinations, 
suggestibility, tendency to confabulate— 
symptoms frequently found in Korsakoff pa- 
tients—were as a rule absent after the thal- 
amotomy. Only occasionally were falsifica- 
tions of memory observed (H.B., H.K.). 

Some of our patients stated in the first 
postoperative days that they knew nothing 
of having been operated upon. Considering 
that their heads were still bandaged at that 
time this might be interpreted as a denial 
of the operation, and part of an anosognosia 
in the more general sense of “denial of any 
defect or illness” as used by Weinstein and 
Kahn. It should be emphasized, therefore, 
that chronotaraxis has been observed with- 
out any sign of anosognosia and that several 
patients who were well aware that they had 
been operated upon grossly misjudged the 
time since operation. 

Occasionally disturbances in the ability to 
draw human figures were observed. Bearing 
in mind that such drawings project not only 
the body image but also its problems(6), the 
individual’s impulses, anxieties, conflicts, and 
behavior(35), it is rather hazardous to con- 
sider inadequacies of such drawings as evi- 
dence of a disturbance in the neural mecha- 
nisms underlying the organization of the 
body image, However, relationships between 
disturbances of the body image caused by 
thalamic lesions and temporal disorientation 
may exist and further study in this direction 
is needed. 

A disturbance of biological rhythms was 
noticed only insofar as sleep was sometimes 
prolonged after operation. 
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As previously described in our thalamot- 
omy material(55), the EEG changes were 
transient and in most instances relatively 
slight, Only occasionally (e.g. R.S.), diffuse 
3-6/sec. waves appeared for a short time; 
6-7/sec. waves in the frontal leads were 
somewhat more frequent, but in many in- 
stances no definite alterations of the EEG 
were found. 

Of 30 cases studied, 19 (63.3%) showed 
more-or-less pronounced chronotaraxis, 4 
(13.3%) disturbances of orientation for 
time and place, and 7 (23.3%) no such dis- 
orders. In most instances the chronotaraxis 
lasted only a few days or weeks, and only in 
one case (H.B.) for half a year. If disorien- 
tation for place was present, it usually lasted 
for considerably less than that for time, 
except case R.S. 


LOCALIZATION 


It should be emphasized that we are deal- 
ing with sharply circumscribed thalamic 
lesions having a maximum diameter of about 
one centimeter; these lesions were produced 
with the high degree of precision obtainable 
with the stereotaxic method as evidenced by 
autopsy findings on some schizophrenics 
whose preoperative psychic disturbances pre- 
cluded inclusion in this study, That the loca- 
tion of the lesion can not be neglected an 
that the temporal disturbances are not simply 
the consequence of a diffuse cerebral impair- 
ment is corroborated by the fact that such 
disturbances were not observed in patients 1” 
whom only mesencephalic lesions in the area 
of the spino- and quinto-thalamic tracts 
(mesencephalotomy) were produced — for 
treatment of intractable pain or in patients 
with extrapyramidal disorders in whom 
the globus pallidus and/or the ansa lenti- 
cularis (pallido-ansotomy) were the site ° 
the lesions. 

_ Since autopsies were not available on P® 
tients with definite disturbances of orienta- 
tions for time, the localization of the thalamic 
lesions depends on the operative coordinate? 
and on the postoperative x-ray controls © 
pantopaque droplets injected at the site of the 
lesion, These indicate that the region of t e 
dorsomedial nuclei is the main site. Sine? 
defects of memory in regard to time, errors 
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regarding date, overestimation of time 
dapsed since operation have been observed 
in single patients after prefrontal lobotomy 
(40, 26), possibly interruption of the circuits 
connecting the dorsomedial nucleus with the 
frontal lobe plays a role in the genesis of the 
time defects appearing after lesions of the 
dorsomedial nuclei. Regarding the further 
possibility that an interruption of connections 
between the dorsomedial nuclei and the 
temporal lobe also participate, no definite 
statement can be made at present. Although 
Penfield was able to produce recollections of 
previous experiences by stimulation of the 
temporal lobe and its vicinity and observed, 
in occasional cases, memory loss after tem- 
poral lobectomy, disturbances of orientation 
for time similar to those in our material 
apparently have not yet been observed after 
bilateral ablation of the temporal lobes. 

As mentioned, disturbances of temporal 
orientation appear only in some cases of 
lesions in the region of the dorsomedial 
thalamic nuclei, and, if present, are only 
transitory. This indicates that the dorso- 
medial nuclei and their connections are only a 
Part of the circuits on which the orientation 
for time depends, and other possible circuits 
need to be ascertained, 
ot t nuclei upon which a lesion in 
TE of the dorsomedial nuclei may en- 
PETA ore consider | particularly the 
REA on aa which = their lateral 
Me ked erence. These are part of 
iai use thalamic projection sys- 
fitter ih p ated to the oral part of the 
sible paota pih gl A 
ptoblem is iin eee ae for our 
the effort of con if we bear in mind that 
A centrating the attention prob- 
latly of lo asa basis for judgment, particu- 
If this a time intervals(31, 34, 32, 29). 

a oie eis 1s correct, one may expect 
Nea ich reduce the ability to direct 
capacity for € attention will also impair the 
lesions of Aa: time intervals, While 
system inda e ascending reticular activating 
whether 4, ce somnolence (33), it is doubtful 

ose of only f the diffuse 

thalamo-cortical aly ‘parts'o 
the intralam! Projection system, such as 
appreciabl os nuclei, are able to reduce 
thus the A con level of consciousness, and 
ividual’s attention, particularly 
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since this system seems dispensable for 
cortical activation on stimulation of the 
reticular formation of the brain stem(57). 
In view of temporal disturbances in lesions 
of the parietal lobe, associated lesions of the 
nucleus lateralis dorsalis and of the nucleus 
lateralis posterior where parietopetal fibers 
originate may be of importance. The lesions 
may affect these nuclei if they are inadvert- 
ently placed asymmetrically, as the lesion 
would thus encroach on one side upon the 
medial part of the lateral nuclei and on the 
other would be close to the third ventricle. 
That the lesions might encroach posteriorly 
should also be considered ; however, none of 
our cases with disturbances of temporal 
orientation had signs of the Dejerine-Roussy 
thalamic syndrome, and, so far as we could 
ascertain from the literature, temporal dis- 
turbances as a rule do not appear with this 
syndrome in lesions of the area supplied by 
the thalamo-geniculate artery. This negative 
finding is important as it indicates that only 
lesions of a certain localization within the 
thalamus are able to produce chronotaraxis. 
Becker and Sternbach(3) described 2 cases 
with cerebral lesions in which the existence 
of dysesthesia suggested an involvement of 
the posterior part of the thalamus. Unfor- 
tunately these 2 cases hardly permit conclu- 
sions regarding the localization of the lesions 
responsible for the associated time disturb- 
ances (abnormal increase as well as decrease 
of the duration of experiences), since numer- 
ous disorders in the function of the visual 
cortex (obnubilation, metamorphopsias, ob- 
lique vision), sensations of floating, and in I 
case, Jacksonian convulsions, suggest that 
the cerebral cortex was affected to a large 
extent. Pa 
Of greater importance is the possibility of 
an extension of the lesion anteriorly to the 
area of the anterior nuclei and/or to their 
connections with the mammillary bodies, the 
Vicq d’Azyt’s bundle. This is illustrated by 
patient H. K. in whom transient temporal 
disorientation following a lesion of the dor- 
somedial nuclei reappeared several months 
later when a more cranial lesion including the 
anterior nuclei was 
importance of attention in the mechanism of 
time estimation, in previous experiments (1) 
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we observed an increase of the alertness on 
stimulation of the anterior nuclei in cats. 

As to the connections of the anterior nu- 
clei with the mammillary bodies which carry 
impulses in both directions, Gamper claims 
that the latter ganglia are constantly affected 
in the Korsakoff syndrome. He considers the 
pathologic mechanism of the Korsakoff syn- 
drome to be a failure of the formation of a 
spatial-temporal background on which the 
integration of the experiences in the mnestic 
continuum depends. He is inclined to relate 

this basic disturbance to a lesion of the mam- 
millary bodies resulting in impairment of the 
thalamocortical dynamics, While some au- 
thors (7, 28) have more or less accepted 
Gamper's views, others emphasize the diffuse 
nature of the histopathology of Korsakoft 
cases and the extensive changes found in the 
cerebral cortex(5, 17, 64). Localized proc- 
esses in the area of the mammillary bodies 
were observed, however, by Griinthal, and 
by Remy(23, 46) in Korsakoff syndrome, 
The first author describes a craniopharyn- 
gioma with complete, isolated destruction of 
the mammillary bodies, He admits, however, 
that the pressure of the tumor dislocated 
dorsally parts of the hypothalamus, Remy’s 
case represented a chronic Korsakoff syn- 
drome in an alcoholic; isolated shrinkage of 
the mammillary bodies was noted in histo- 
Pathologic studies. It is difficult, however, 
to infer that lesions exclusively of this gan- 
glion and its connections with the anterior 
nucleus are responsible for the development 
of the Korsakoff syndrome, since Tsiminakis 
(62) observed a severe lesion of the mam- 
millary body similar to that described by 
Gamper without a Korsakoff syndrome, and 
found in another case only very slight 
changes in this ganglion despite the existence 
of the syndrome, Thus, in view of the cases 
of Griinthal and Remy, one cannot deny that 
the system—mammillary body—anterior nu- 
clei—may participate in mnestic functions 
and temporal orientation, but one can not 
locate these functions exclusively in this 
system, 

Furthermore, the question arises as to 
which cortical area this System activates in 
serving this function. The role of the circuits 
which connect the anterior nuclei with the 
gyrus cinguli is questionable since following 


bilateral cingulectomy or bimedial lobot 
(52, 21) disturbances of memory and ori 
tion for time apparently were not suffici 
pronounced to attract the attention of 
clinicians. To what extent activation by 
anterior nuclei of cortical areas other 
the gyrus cinguli may play a role in the o 
tation for time and the memory functi 
uncertain. 
In summary, çircumscribed thalamic le- 
sions may produce disturbances of orientatio 
for time and of memory ; however, it is 
possible to relate the disturbances of the b 
function exclusively to a single nucleus o 
cortical connections. A number of circ 
seem to participate in this function so 
the elimination of a single circuit due | 
circumscribed thalamic lesion may be c 
pensated within a short time. Chiefly 
following nuclei and their connections 
to play a part: the dorsomedial nuclei, 
mammillary bodies and their conne 
with the anterior nuclei, and perhaps 
lateral nuclei, The significance of the c 
nections of the anterior nuclei with the gy 
cinguli and of the intralaminar nuclei 
our problem is doubtful, 


MECHANISMS 


Schilder pointed out that in many cases 0 
time perception disturbances, e.g. in ma 
huana intoxication, the disturbances are 
close relation to others in the perception 
motion and to changes in motor impulses. 
also called attention to the important role 
vestibular impulses in the genesis of 
disturbances, In our material, indications 
the existence of such mechanisms were | 
found. This does not, of course, exchut 
their importance in other types of time pe 
ception disturbances, : 
_ According to Wundt, the effect of exp 
tion increases with its duration. He sugi 
that feelings of tension and relaxation: a 
important for the formation of temporal pef 
ceptions. We must, therefore, consider 
blunting of the emotions by a thalamic 
may also impair the capacity of esti 
time intervals. However, the time de 

ted, as a tule, for a few days only, 
the emotional changes outlasted them 
siderably, so these latter changes can 
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be considered the essential cause of the dis- 
turbances of temporal judgment. This does 
not exclude, however, the possibility that 
emotional factors may have a certain influ- 
ence upon the patient’s estimate of the flow 
of time. 

Lesions of apparently similar location pro- 
duced in one case (C.A.) chiefly overestima- 
tion, in another (H.B.) chiefly underestima- 
tion of time intervals; in both, however, er- 
Tors in a direction opposite to the prevailing 
tendency occurred. At least a partial explan- 
ation for H.B.’s tendency to underestimate 
long time intervals is perhaps found in her 
desire to appear younger and to live in the 
past. However, we found no explanation of 

“As tendency to overestimate time in- 
tervals. Further studies may ascertain addi- 
tional factors, perhaps in the preoperative 
Personality, which in the presence of tem- 
poral confusion may determine the tendency 
for over- or underestimation. At the present 
Stage of our knowledge, we can only point 
to certain analogies: for instance, following 
insulin coma some of the patients experi- 
Se an acceleration, others a retardation, of 
eed of time (39, 42). In cerebellar 

‘SeS it is well known that the dys- 
— is manifested, in some cases, by an 
dy rae en sh by an abnormal short- 
Blain conics vement. On stimulation of a 
Beats ica (11) or cerebellar area(38) 
ae or inhibitory effects were obtained 

That e ka the parameters of the stimulus. 
has ma emporal disturbance suggests a 

ia ofl in the past, as in H.B, is per- 
oh rah estation of the patient’s “drive 

hin in A ae Suggested by Weinstein and 
ever, such aie re of anosognosia. How- 
generalization e baer do not permit a 
of the operati Pplicable to all cases, A denial 
only and iy, ton was found in some patients 
entation Satomi Instances temporal disori- 
anosognosin > Menia any evidence of 

E mechani s% ne le relationships between 

ee ican rs anosognosia and 
not be des; e for chronotaraxis should 
Plain a aed, but it is hardly feasible to ex- 

n the various mani J He 

axis, ¢ manifestations of chrono- 
undere. 2, the tendencies to over- or to 
fees timate time int i 

Ng regardi ervals or the peculiar 
Pressed by H Ke the passage of time ex- 

““. Simply by the “drive to be 
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well,” without stretching the observations 
upon the Procrustes bed of a theory. That 
Weinstein and Kahn noticed temporal dis- 
orientation among a variety of behavior dis- 
turbances is understandable if one bears in 
mind that they studied brain tumors exclu- 
sively ; the authors themselves admit distor- 
tion of the brain which results from a neo- 
plasm and changes in areas remote from the 
tumor itself, 

Changes in an activity that has been re- 
garded as a manifestation of affectivity(8) 
or as caused by emotional states (47), namely 
changes in ability to concentrate the attention, 
are of some importance. The significant role 
played by this factor in the perception of 
time intervals has been emphasized by nu- 
merous authors(29, 31, 32, 34). If we direct 
the attention in a certain way, the feeling of 
psychic effort increases with the duration of 
this task ; this factor may serve as a basis for 
the estimation of time intervals. Experi- 
mentally, it could be shown that time inter- 
vals filled with greater effort to focus the 
attention are overestimated (29). 


Postoperative disturbances of attention may be 
inferred in H.B, for instance by some results on 
the Wechsler-Bellevue intelligence scale adminis- 
tered one month after thalamotomy. There was a 
slight decline on the Information subtest which 
obviously involves a memory function. That fluc- 
tuations of attention were also involved is sug- 
gested not merely by the lower total on this sub- 
test, but also by the fact that some of the answers 
were less, others more accurate, than preopera- 
tively. The patient did not recall the preceding 
President of the United States and improperly 
estimated the height of the average American 
woman, responses which she had given correctly 
preoperatively; on the other hand, she was able 
to give correctly the discoverer of the North Pole, 
although she had failed to name him correctly 
before thalamotomy. According to Rapaport(44), 
the Memory Span for Digits is a means of ap- 
praising attention. The patient displayed no 
changes in the digits forward which were 9 pre- 
and postoperatively, but, in recalling digits Te- 
versed, showed a quite meaningful decline of 2 
digits from the preoperative 7. Arithmetic, de- 
scribed by Rapaport as a measure of concentration 
or active attention, also showed a decline postopera- 
tively. Preoperatively the patient had answered 9 
out of 10 arithmetic problems correctly; one 
month after thalamotomy only 7. 


These changes in the test results are prob- 
ably caused not only by an impairment of 
attention but also by such other factors as 
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disturbances of motivation or retention. Fur- 
ther study is necessary to evaluate the part 
played by attention and other related vari- 
ables. 

More easily demonstrable and perhaps also 
more significant are memory defects. They 
are often quite pronounced in the initial stage 
following thalamotomy and usually comprise 
recent as well as remote events. The rather 
frequent association of amnestic states with 
disturbances of temporal judgment has re- 
cently been emphasized by Williams and 
Zangwill(66). This association is under- 
standable if one considers that remembering 
implies not only the reproduction of an iso. 
lated item, but one organically integrated in 
the chronology of the individual's history. 
The temporal character is as inherent to mem- 
ory as the spatial character is to visual per- 
ception (9). 

In view of the close association of disturb- 
ances of memory and of orientation for time, 
the question arises as to which function is 
primarily impaired. Memory defects may af- 
fect not only the content of an experience but 
the circumstances facilitating its temporal 
localization as well. It is justifiable therefore 
to assume that temporal defects are the con- 
sequence of the amnesia, Klien(29), for in- 
stance, asserts that correctly formed time 
concepts may not be preserved because of 
retention defects, 

An opposite view has been outlined by van 

der Horst(25). In an analysis of the Kor- 
sakoff syndrome, he explains the amnesia as 
due to temporal disturbances. He points out 
that amnesia in these patients comprises 
chiefly contents that are integrated into the 
individual’s personal life, that it occurs in a 
certain sequence, and thus are organized by 
the ego. He believes, in other words, that 
Korsakoff patients suffer from a lack of 
continuous time experience, and that the pri- 
mary organization of experiences is deficient, 
The experiences lose their “temporal sign,” 
The time sense, especially the immediate ex- 
perience of duration, has suffered, while the 
time concepts obtained by associative proc- 
esses are preserved. Consequently, the pri- 
mary disturbance is of the immediate per- 
ception of time and of the chronologic order 
of experiences, 


Thus, the controversial question arises 


whether a special “time sense” exists, The 
concept of immediate time perception inde- 
pendent of other perceptions—of a special 
time sense—has been accepted by some( 36) 
but rejected by others(29). Ehrenwald dis- 
tinguishes a primitive time sense and a gnos- 
tic time perception; this view is similar to 
but not quite identical with van der Horst’s 
differentiation of an immediately experienced 
duration and time concepts arrived at by 
associations, j 

It is important to search for experiences 
that may test such a view. In this respect ob- 
servations of Heimann (24) are relevant. He 
found in scopolamine poisoning a dissociation 
between an estimation of time by “feeling 
and by empirical, intellectual factors. While 
this disturbance was the effect of a more-or- 
less diffusely acting toxin, we were able to 
make similar observations following circum- 
scribed lesions in the area of the dorsomedial 
nuclei. For example, 2 months after thala- 
motomy, patient H.B. figured out her age 
correctly, and knew from repeated discus- 
sions with her family and interviewers that 
she lived in her home for 5 years; but she 
expressed the feeling that she was much 
younger, and that she had resided in her 
present home for a few weeks only. Patient 
H.K. reported a peculiar feeling that the day 
finished within a few hours, although she 
knew that only a short time had elapsed since 
the morning, This feeling was repeated sev- 
eral times during the day. ‘ 

It is difficult to explain these observations 
by memory defects alone. They seem to sup- 
port the view that more-or-less isolated dis- 
turbances of the immediate perception 0 
duration do exist. Furthermore, they show 
that such disturbances may be produced by 
circumscribed thalamic lesions and suggest 
the existence of an elementary time sense 
with a relationship to thalamic functions. 
More experiences with a larger materi 
are desirable before definite conclusions afè 
permissible. 


SUMMARY 


After bilateral circumscribed lesions in ie 
region of the dorsomedial and anterior th ; 
amic nuclei, transitory confusion for tim 
(chronotaraxis), frequently alone and some 
times combined with disorientation for place 
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was found, As a rule this disturbance lasted 
only a few days or weeks, but in one case half 
a year. The patients were confused regard- 
ing date, season of the year, and time of day. 
They misstated their age and that of their 
children. There was, in some instances, a 
tendency to overestimate, in others to under- 
estimate, duration of time, such as the pa- 
tient’s stay in hospital or in his home. Usually 
the disturbances were associated with mem- 
ory defects affecting recent as well as remote 
events, A combination with anosognosia or 
emotional changes occurred in some instances 
only. Sometimes, there was a discrepancy 
between the patient’s feeling as to the passage 
of time and his judgment of it as obtained by 
intellectual processes. These latter observa- 
tions seem to support the view that isolated 
disturbances of the immediate perception of 
duration do exist. Various circuits participate 
in the mechanism of temporal orientation, 
Particularly connections of the dorsomedial 
nuclei with the frontal lobe and of the ante- 
Hor nuclei with the mammillary body, and 
Ags of the lateral nuclei with the parietal 
Beco, Significance of the connections of 
EF oe ‘et meer with the gyrus cinguli and 
multiplicit a REA nuclei is doubtful. The 
S ith the Participating circuits ex- 

ircumscribed lesions of single 


amic nuclei produce only transi 3 
Poral disturbances, aa Care 
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DISCUSSION 


Davin McK. Rrocu, M.D, Washington 
D. C.).—Dr. Spiegel and his Sune are to be 
congratulated on their development and application 
to human ajen of a very valuable method for 
obtaining a large amount of neuro hysiologi 
data on the forebrain, The ability AAA 
reasonable accuracy, localized lesions in the central 
forebrain structures provides a powerful tool for 
the study of function and for the comparison of 
results from humans with animal experiments, Of 


particular importance is the possibility provided 
for comparison of a variety of functions before and 
after the lesion is produced. 

It is somewhat unfortunate that the authors have 
recommended a term signifying “confusion.” Sher- 
rington repeatedly emphasized the absence of con- 
fusion in central nervous system function and 
demonstrated the extraordinary capacity of this 
system to reorganize in another pattern following 
the disruption from any cause of a preceding 
pattern. Weinstein and his collaborators have 
clearly shown that the symptoms described by the 
present authors follow orderly patterns which are 
modified by a number of factors such as age, sud- 
denness of onset of disease, premorbid personality. 
The terms “disorientation for time” or “space” 
seem preferable as they are less committal. 

The question as to whether there is a unitary 
“sense of time” which could be localized in one or 
in a series of brain structures is not yet settled. 
Stability of function in time may in part be repre- 
sented in the spinal cord by the phenomena in- 
volved in Sherrington’s “competition for the final 
common path.” Certain anticipatory behavioral pat- 
terns of escape, feeding, and sex appear to be medi- 
ated by the limbic system. Discriminatory be- 
havior required for differentiating anticipated 
temporal sequences in a complex performance 
clearly require neocortical participation, Discrimi- 
nation of temporal patterns of any modality also 
clearly require neocortical participation. Halstead 
has recently shown loss of temporal stability in 
repetitive motor patterns following lesions of the 
temporal lobes. The symptoms described in the 
present paper fall into still another class. They 
represent a particular type of use of verbal symbols 
or of other symbolic actions for communication. 
As Weinstein has Pointed out, the symptomatology 
represents a change in the level of symbolic com- 
munication, rather than any deficit in separate 
“sensory” or “motor” functions. It is also im- 
portant to note that Weinstein and his collabora- 
tors have found no patients showing disorientation 
for time or space as an isolated symptom. Repeated 
and detailed examination always demonstrated com- 
binations of such symptoms, In this regard it 1$ 
well to note that disorientation in space may appear 
in a number of forms, such as reduplication, con- 
densation, the confabulated journey. 

3 The problem of localization of the postulated 
Sense of time” in the dorsomedial nucleus of the 

amus is not adequately controlled in the data 
Presented. The absence of the symptoms in 7 ° 
30 patients, the short duration in the remainder, 

e evidence from other sources that a variety O 
lesions of other parts of the brain result at times 
in similar symptoms, and the lack of data on the 
effect of interruption of fibers of passage combine 
to Faise serious questions regarding the postulat 
Precise localization. The concept of “localization 
of function” has been useful in stimulating a ere? 
deal of investigation, but is of questionable value 
in neurological theory except where the “function 
can be formulated in terms of neuronal activity- 
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In the present case the application of the criteria 
used in the laboratory for determining localization 
of function by ablation experiments would lead to 
the conclusion that the mediodorsal nucleus plays 
a minor role, if any, in the mediation of the postu- 
lated “sense of time.” 

Drs. Spiegel, Wycis, and Orchinik have demon- 
strated the value of current psychiatric therapeutic 
procedures for the study of forebrain function, The 
field is a very difficult one, requiring both neuro- 
logical and psychiatric techniques. It promises, 
however, to contribute significantly to eventual 
understanding of the dynamics of the interaction 
between the organism and the environment. 
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CLOSING DISCUSSION 


E. A. Sprecer, M.D.—Besides thanking Dr. 
Rioch, I should like to emphasize that by confusion 
for time the patient’s lack of orientation for time 
is meant, but no “confusion” in cerebral functions 
is implied. Weinstein’s finding that none of his pa- 
tients showed disorientation for time as an isolated 
symptom is based on a study of brain tumors which 
often impair the function of distant areas, while we 
dealt with sharply circumscribed lesions. We do 
not assume a localization of temporal orientation in 
the doromedial nucleus only, but in a multiplicity 
of the circuits concerned. We do have ample con- 
trol material, particularly in our ansotomy cases. 


ELECTROENCEPHALOGRAPHIC CHANGES ASSOCIATED WITH 
CHRONIC ALCOHOLIC INTOXICATION AND THE ALCOHOL 
ABSTINENCE SYNDROME? 

ABRAHAM WIKLER, M.D., FRANK T. PESCOR, HAVELOCK F. FRASER, M.D.,? AND 


HARRIS ISBELL, M.D. 
LEXINGTON, Ky. 


In a previous publication, Isbell, et al.(1) 
describe the results of a study on the effects 
of experimental chronic alcoholic intoxica- 
tion and abrupt withdrawal of alcohol in 10 
former narcotic addicts who received an 
average of 266 to 489 cc. of 95% ethyl 
alcohol for 7-87 days. Their studies indicated 
that when the daily dose was spread evenly 
over 24 hours, as much as 397-466 cc. of 
95% ethyl alcohol could be consumed with- 
out significant elevation of blood alcohol level 
(i.e., 50 mg.% or over), or clinical evidence 
of intoxication. However, small increases in 
dosage resulted in high blood levels and gross 
intoxication, When such doses were main- 
tained, blood alcohol levels and degree of in- 
toxication declined rapidly over a period of 
several days, but further slight increase in 
dosage again resulted in elevated blood alco- 
hol levels and gross intoxication. Later, the 
degree of intoxication decreased, even though 
large quantities of alcohol were consumed 
daily, and blood alcohol levels remained high. 
After abrupt withdrawal of alcohol, varying 
degrees of weakness, tremulousness, and ex- 
cessive perspiration appeared in all subjects. 
In 6 individuals, who had been continuously 
intoxicated 35 days or longer, anorexia, in- 
somnia, hyperreflexia, fever, elevation of 
blood pressure, nausea, vomiting, and diar- 
rhea developed also, Generalized convulsions 
occurred in 2 subjects, frank delirium in ar 
and transitory hallucinosis in 2—all during 
the abstinence period (first week after abrupt 
withdrawal of alcohol). Recovery was com- 
plete in all cases. The authors called atten- 
tion to the general similarity of the alcohol 
abstinence syndrome to that which follows 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N, is 
May 9-13, 1955. 

2 From the National Institute of Mental Health, 
NIMH Addiction Research Center, Public Health 
Service Hospitals, Lexington, Ky. 
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abrupt withdrawal of barbiturates(2, 3, 4) 
and concluded that: 

Abrupt withdrawal of alcohol from chronically in- 
toxicated persons is followed by a definite abstinence 
syndrome which, in some patients, includes con- 
vulsions and/or delirium. 

In the course of that study, electro- 
encephalograms were made of each indi- 
vidual during all phases of the experimental 
addiction cycle. However, only in the last 3 
subjects was it possible to correlate these 
with measurements of blood alcohol levels at 
the time the EEG’s were made, and to obtain 
readable records during the acute withdrawal 
period, Although the EEG changes associated 
with acute alcoholic intoxication and delirium 
tremens have been described in the literature 
(5, 6, 7, 8, 9, 10), no studies appear to have 
been made of the serial changes in the EEG 
during chronic alcoholic intoxication, and in 
the immediate period following abrupt with- 
drawal of alcohol. In the present report, at 
attempt is made to determine to what extent 
such serial changes can be correlated with 
variations in blood alcohol levels, clinical 
estimates of degree of intoxication, and the 
development of alcohol abstinence phe 
nomena, particularly “rum fits” and delirium 
tremens. In addition, a comparison is madè 
of the clinical and EEG changes that occut 


during cycles of alcohol and barbiturate ad- 
diction. 


METHODS 


The 3 subjects of the present report afe 
“Slim,” “Junior,” and “Tony,” whose previ" 
ous histories and behavioral characteristics 
are described in the paper of Isbell, et al. (1) 
Here it need only be repeated that they were 
43, 26, and 35 years of age respectively, 4 
were former narcotic addicts in good physi 
condition, with “normal” I.Q. scores on the 
Wechsler-Bellevue test, and were assigne 
the diagnosis of “character disorder.” Non¢ 
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gave a history of epilepsy or psychosis, ex- 
cept possibly “Slim” who stated that he had 
had 2 “spells” followed by terrifying hallu- 
cinations during acute abstinence after drink- 
ing about a quart of whiskey daily for 6 
months at the age of approximately 17 years, 
All volunteered for the experiments, though 
they expressed preference for opiate-like 
drugs. 
All phases of the study were carried out on 
a closed research ward, under constant ob- 
servation by trained attendants throughout 
the day and night, and the subjects were in- 
terviewed and examined at frequent intervals 
by the authors. High caloric diets were pre- 
scribed and supplementary multivitamin 
preparations were administered orally 
throughout the chronic alcohol intoxication 
period, and parenterally just prior to and 
during the abstinence period. 
_Electroencephalograms were made in an 
air-conditioned, electrically shielded, quiet 
toom with the subjects supine on a bed, and 
the use of an 8-channel Grass ink-writing 
apparatus. “Bipolar” and “monopolar” 
frontal, parietal, temporal, and occipital trac- 
ings were obtained with needle electrodes in- 
serted into the scalp and ear lobes, under con- 
saa of wakefulness insured by requiring 
a oject to tap the left index finger 
A eels and continuously. Sleep records 
on Tacings during and after hyperventila- 
ay also obtained, A total of 74 records 
a, made and classified by inspection in a 
ri er described elsewhere(4). In addi- 
tite representative continuous strip of 2 
Hema See was selected from each 
frontal 2i a! all thythmic activity in one 
lined. and e € occipital tracing was under- 
of rhythmic ee frequency of each train 
aed Ivity was computed. On the 
constructed for ee graphs were 
Separately. ini rontal and occipital tracings 
Petcentac? Indicating on the ordinate, the 
ss ge time occupied by “beta rhythms” 
and oe} alpha rhythms” (8-13 cps), 
£ 0 inira (less than 8 cps), as well 
abscissa, had equency of each ; and on the 
00 separate Sd of the addiction cycle, Also, 
ily dose th TR were plotted the total 
level (average Ee and the blood alcohol 
Of values just before and after 


A. WIKLER, F. T. PESCOR, H. F. FRASER, AND H. ISBELL 


107 


each EEG), as determined by the method of 
Greenberg and Keator(11). 

After preliminary “control” measurements 

were made, varying amounts of 95% ethyl 
alcohol were administered orally according to 
the following schedule(1) : 
Initially, Junior, Slim and Tony were given each 
hour from 6 a.m. to 11 p.m., the amount of alcohol 
which (on the basis of the Widmark estimate) they 
could eliminate in an hour. At midnight and at 
3 a.m, a triple dose was given in order to permit 
sufficient time for sleep. After 2 days the amount 
of alcohol was increased 1 or 2 ml. per hour at in- 
tervals of 1 or 2 days until blood alcohol levels 
of 150-200 mg. % were obtained. When the correct 
dosage to achieve this result had been determined, 
the intake was maintained as constant as possible 
for a period of 14 days. The schedule was then 
changed and drinks were issued every 2 hours from 
6 a.m. to 12 midnight, plus an additional dose at 
3 am. 


On this schedule, “Slim” received an average 
of 489 cc. of 95% ethyl alcohol for 55 days, 
“Junior” 472 cc. for 48 days, and “Tony” 
458 cc. for 48 days, after which alcohol was 
withdrawn abruptly. 

With “Slim” and “Junior,” the ensuing 
abstinence syndrome was allowed to run its 
course, but because of its severity, it was 
terminated in the case of “Tony” by adminis- 
tration and subsequent gradual withdrawal of 
barbiturates, Regular observations were con- 
tinued until all subjects were symptom-free 
(12-25 days). 


RESULTS 


A. “Slim” (Fig. 1).—Prior to administra- 
tion of alcohol, 3 EEG’s were within normal 
limits, although occasional low voltage slow 
(6.5 cps) waves occurred in the frontals, 
more prominently after hyperventilation 
(Fig. 4, A). During the first experimental 
week, the subject could consume 19 cc. of 
95% ethyl alcohol per hour without clinical 
evidence of intoxication or significant eleva- 
tion of blood alcohol level. On 20 cc. per 
hour, he was grossly intoxicated, and blood 
alcohol levels varied between 150 and 250 
mg. %. However, although this dosage was 
maintained, the subject became progressively 
less intoxicated and blood alcohol levels fell 
to nearly zero 12 days later. EEG’s taken 
during this period revealed parallel changes. 
After 8 days on alcohol, slow activity was 


markedly increased in the frontal tracings, 
and occipital alpha frequencies were slowed 
slightly. One week later, both of these 
changes were definitely less pronounced. 
Thereafter, the daily dose of alcohol was in- 
creased to a maximum of about 500 cc. per 
day, and blood alcohol levels remained con- 
sistently elevated, usually at levels of 200- 
250 mg. Jo, occasionally over 300 mg. %. 
Concomitantly, the subject became increas- 
ingly intoxicated, surly and abusive immedi- 
ately after each increment in dosage, but 
when the intake of alcohol was maintained 
constant, the degree of intoxication declined 
progressively in spite of high blood alcohol 
levels. Again, parallel changes occurred in 
the EEG. Between the 15th and 2oth days of 
the experiment, slow activity increased 
markedly in the frontals, then decreased 
gradually. In the occipital tracings, slow 
activity increased gradually up to the 43rd 
day, then declined. In both frontal and oc- 
cipital tracings, alpha percentage decreased 
as slow activity increased. During the last 
week of the chronic intoxication period, the 
EEGs were less abnormal, although the sub- 
ject was drinking about 500 cc. of 95% ethyl 
alcohol per day, and blood alcohol levels were 
200-300 mg. %. However, the correlation 
between behavior and EEG pattern was not 
perfect, since, at particular times, the subject 
appeared more intoxicated when the EEG 
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slowing was less marked, and the 
was true also. > 

By the 11th hour after abrupt withdrawal, 
the blood alcohol level fell to 38 mg. %. The 
subject was weak and tremulous, needing as 
sistance in walking, and he perspired 
fusely. At this time, his EEG resembled 
trol patterns. At 15 hours of absti 
blood alcohol level was zero, and his cli 
condition was about the same, but 3 bri 
mixed sharp wave and spike discharges ¢ 
curred synchronously in all EEG trac 
after hyperventilation. At 19 hours of a 
nence, 4 moderate to high voltage rhy 
6 cps discharges were observed, mainly 
the frontal tracings after hyperven' 
(Fig. 4, A’). From then until the 4th 
of abstinance, interpretation of wave for 
was difficult because of the presence of 
merous muscle artifacts associated with 
subject’s restlessness and tremulous 
However, in readable portions, a mark 
drop in occipital alpha percentage was n 
table. Thereafter, EEG’s returned rapid 
to control patterns, concomitantly wi 
clinical recovery. 

B. “Junior” (Fig. 2)—Prior to admit 
tration of alcohol, 3 waking and sleep E 
were within normal limits (Fig. 4, B). 
ing the first experimental week, it was d 
mined that this subject could consume 20 
of 95% ethyl alcohol per hour, withe 
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clinical evidence of intoxication and with 
blood alcohol levels of 20-50 mg. %. On 
21 cc. per hour, gross evidence of intoxication 
developed after several days, with blood alco- 
hol levels up to 250 mg. %. However, no 
EEG recordings were made at this time. Be- 
tween the 14th and the 18th experimental 
days, the dosage was maintained at 20 ce. per 
hour. During this time, he became progres- 
sively less intoxicated and blood alcohol levels 
fell from initial values of 87-185 mg. % to 
0-30 mg. %. EEG patterns during this 
period were similar to controls, except that 
in the frontal tracings, alpha percentage was 
higher, and mean alpha frequency lower. 
Thereafter, the dose was raised gradually in 
steps to 24 cc. per hour, and more-or-less 
continuous intoxication, with hilarity, boister- 
ous sex-talk and sex-play, developed while 
blood alcohol levels were around 200 mg. %. 
Concomitantly, increase in slow activity be- 
came evident in frontal and occipital tracings, 
together with slight decrease in alpha per- 
centage and slight slowing of mean alpha 
frequency. During the remainder of the 
chronic intoxication period, the subject was 
more or less inebriated on 20-21 cc. of 95% 
ethyl alcohol per hour, and blood alcohol 
levels increased to about 300 mg. % toward 
the end, During this period, no further 
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changes of any significance were observed 
in the EEG, except for fluctuations in the 
amount of frontal slow activity. 

By the 11th hour after abrupt withdrawal, 
the blood alcohol level was 50-80 mg. %. The 
subject was anxious, and complained of 
“seeing things” (house, dog) when his eyes 
were closed. In the EEG, slow activity was 
less prominent. At 154 hours of abstinence, 
the blood alcohol level was zero, the subject 
was more tremulous, and occasional bifrontal 
moderate voltage 6 cps discharges appeared 
in the EEG (Fig. 4, B’). During the next 
few hours, weakness and tremulousness de- 
clined, but the subject had visual hallucina- 
tions (oddly shaped insects, a man peering 
at him around a corner, etc.) with eyes open 
or closed. At the 34th and the goth hour of 
abstinence, paroxysmal activity was no longer 
present in the EEG, but some random slow 
activity was discernible in the frontal trac- 
ings. About 14 hours after this record was 
made, the subject had a generalized convul- 
sion, followed by transient confusion. There- 
after, he improved rapidly, and EEG patterns 
were normal, finally identical with controls, 

C. “Tony” (Fig. 3).—Prior to administra- 
tion of alcohol, 3 EEG’s were entirely normal 
(Fig. 4, C). During the first experimental 
week, 95% ethyl alcohol was administered in 
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doses of 16-20 cc. per hour in an effort to 
determine the subject’s rate of alcohol elimi- 
nation. He became grossly intoxicated, 
hilarious and clownish. An EEG was made 
on the 7th day, when the blood alcohol was 
300 mg. %. It was characterized by very 
marked diffuse slowing. The dose of alcohol 
was reduced sharply during the next 2 days, 
but during the ensuing 2 weeks, it was main- 
tained at a level of about 20 cc. per hour. 
Initially, he was again grossly intoxicated, 
but he became sober rapidly and blood alco- 
hol levels remained low (up to 37 mg. %’). 
During this period, slow activity disappeared 
from the EEG and, in general, EEG patterns 
were similar to controls. The dose was then 
raised gradually to about 23 cc. per hour and 
was maintained at approximately this level 
for the remainder of the chronic intoxication 
period. During this time, the patient was more 
or less continuously inebriated, displaying 
much hilarity, singing, laughing, and indulg- 
ing in sex-play and sex-talk. Blood alcohol 
levels fluctuated around 200 mg. %. In the 
EEG’s, mild diffuse slowing developed, with 
pronounced increase in occipital alpha per- 
centage, and slowing of alpha frequencies, 
Some diminution of the degree of slowing 
was discernible in the last record taken dur- 
ing this period. 
By 113 hours after abrupt withdrawal of 
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alcohol, the subject was weak, slightly trem- 
ulous, and complained of gastric distress, 
Blood alcohol levels were still high (162-200 
mg. %), and the EEG showed no significant 
change from the last one made in the chronic 
intoxication period. By the 15th hour of 
abstinence, blood alcohol levels had fallen to 
24-100 mg. % and weakness and tremulous- 
ness had increased. At this time, moderate to 
high voltage rhythmic 4-5 cps discharges ap- 
peared in the frontal tracings (Tig. 4, C). 
At the zoth hour of abstinance, the blood 
alcohol level was zero. The subject was un- 
able to stand, was very tremulous, and had 
visual hallucinations (nude woman, yellow 
spot on the wall, etc.). Tendon reflexes were 
hyperactive, but neither clonus nor the Babin- 
ski sign could be demonstrated. During that 
night, he remained awake, perspired pro- 
fusely, talked incessantly, and hallucinated 
at intervals. At the 33rd hour of abstinence, 

the EEG was obscured by artifacts, How- 
ever, a sharp drop in alpha percentage could 
be detected, and there was suggestive, but 

not conclusive evidence of bifrontal 6 cps 

dysrhythmia. From this time until the night 

of the third day of abstinence, the subject 

appeared to be improving, but on the 4th 

and 5th days, he was slightly disoriented, 

markedly anxious, and had visual hallucina- 

tions and paranoid delusions. These included 
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—Electroencephalograms prior to experimental addiction to alcohol and during acute abstinence 
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accounts of “battles” he claimed to have ob- 
served on the ward, agitated maneuvers to 
defend himself against a “fink with a 4-bar- 
relled gun,” and insistence that someone had 
called him a “fag.” Electroencephalograms 
made during this period were difficult to in- 
terpret because of artifacts. Slow (4-7 cps) 
rhythms in the frontal regions were promi- 
nent, but could not be distinguished from 
artifacts due to head tremors. In the oc- 
cipitals, low voltage fast nonrhythmic ac- 
tivity appeared to predominate. Because of 
the subject's mounting anxiety, increasing 
weakness and rising cardiac rate and body 
temperature, the abstinence syndrome was 
terminated by administration of barbiturates 
intramuscularly in amounts sufficient to pro- 
duce sleep, with subsequent oral doses in 
gradually diminishing quantities until com- 
plete withdrawal was accomplished. EEG’s 
made subsequently (24th and 25th day of 
abstinence from alcohol) were normal and 
similar to control patterns, 


Discusston 


The general conclusions derived from this 
study, particularly with reference to the etiol- 
ogy of “rum fits” and delirium tremens, have 
been discussed by Isbell, et al.(1). Here, it 
need only be reiterated that our data indi- 
cate that “. . . severe withdrawal symptoms 
may occur after consumption of 400-500 cc. 
of 95% ethyl alcohol (equivalent to 770 to 
950 cc. of 100-proof whiskey) for 48 days 
or more(r).” 

The electroencephalographic data, how- 
ever, are of particular Significance with re- 
gard to the etiology of “rum fits.” 
baum, et al.(12) state that: 


The factors that may cause convulsions to appear 
in patients with delirium tremens are (a) a consti- 
tutional predisposition to fits, plus (b) cerebral 
lesions, such as injury to the head and alcoholic 
damage to the brain, which may lower convulsive 
threshold, plus (c) acute cerebral lesions and severe 
metabolic strains resulting from delirium tremens, 
plus (d) the exaggerating effect of alcohol on exist- 
ing abnormalities of the brain waves. 


On the other hand, Greenblatt, et al.( 15) 
found that in patients who had just recovered 
from “rum fits,” only 17% had abnormal 
EEG’s and family histories were largely 
negative for epilepsy, whereas in a control 
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group of epileptics, in whom seizures first 
appeared at an age comparable to those with 
“rum fits” (35 years or later), 75% had 
abnormal EEG’s. These authors, although 
reluctant to accept patients’ insistence that 
“rum fits” developed after alcoholic indul- 
gence had ceased, observed that 


When the latter claim is made, one must be suspi- 
cious of a primary withdrawal phenomenon, for 
sometimes there is a short lag between the cessation 
of drinking (often spontaneous because of gastritis 
and vomiting) and the appearance of seizures. 


Our data confirm the “suspicions” quoted 
above, and indicate that alcohol withdrawal 
seizures can occur in patients without 
anamnestic, neurological, or  electroen- 
cephalographic evidence of brain abnormal- 
ity. However, this does not deny the pos- 
sibility that persons so predisposed may 
develop fits and/or delirium as a direct conse- 
quence of chronic alcoholic intoxication. To 
elucidate this problem, further research is 
necessary, with special reference to the re- 
lationship between the occurrence of seizures 
and delirium in such predisposed persons and 
whether alcohol blood levels are rising, sta- 
tionary, or falling just prior to the onset of 
these phenomena, 

Aside from this problem, the EEG data 
are significant in that they furnish additional 
evidence of the addicting properties of alco- 
hol, in the sense that partial tolerance and 
pharmacological dependence develop in as- 
Sociation with continuous use of the drug 
for long periods. Thus, early in the addiction 
period, diffuse slowing of the EEG occurs. 
This change is similar to that observed after 
ingestion of a large dose of alcohol (5, 6, 7» 
8). However, 2 sorts of partial tolerance 
can be discerned clinically and electroen- 
cephalographically, Thus, early during the 
chronic intoxication period, increasing 50- 
briety, decreasing blood alcohol levels, a 
partial restitution of the EEG to “control 
Patterns are observed, even though a previ- 
ously intoxicating daily dose level of alcohol 
is maintained. This may be referred to aS 
partial “metabolic tolerance,” However, such 
tolerance is precarious, since a slight increase 
in dose produces reintoxication, rise in bloo 
alcohol levels, and renewed slowing of the 
EEG. Later in the addiction period, blood 
alcohol levels remain high or actually become 


ee 
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elevated further, but EEG changes tend to 
decrease in degree or they remain stationary, 
while the degree of clinical intoxication may 
decrease or remain the same. This may be 
referred to as “tissue tolerance.” * Further- 
more, on abrupt withdrawal of alcohol, defi- 
nite, although unspectacular EEG changes 
of a new sort appear, in the form of transient 
spikes, sharp waves of rhythmic paroxysmal 
discharges. Evaluation of these was difficult, 
because the restlessness and tremulousness 
Of the subjects produced muscle artifacts in 
the records. However, the abnormalities re- 
ferred to appeared only at about the 1 5-19th 
hour of abstinence in each of the 3 subjects 
described and they were not present later, 


' when obvious muscle and head tremor arti- 


acts were much more pronounced. It ap- 
pears highly probable, therefore, that transi- 
ent cerebral dysrhythmia does occur very 
early in the acute phase of the alcohol absti- 
nence syndrome, On the other hand, it should 
be noted that only one of the 3 subjects had a 
““zure, although abnormalities in his EEG 
Just prior to the fit were demonstrable only 
after hyperventilation. No particular EEG 
i appeared to be associated with the 
ee changes that occurted during the 
Mi nence period. Records taken at that time 
ere considerably obscured by artifacts, 
sags low voltage fast activity appeared 
re prominent than in control records, as 
Teported by Cohn(7) and Kennard(10), 

; relative mildness of the EEG changes 
fea eet during chronic alcoholic intoxica- 
Pia a eta abstinence syndrome stands 
eg head to those that have been ob- 

s in the corresponding states produced 

dministration of large amounts of bar- 


3A Gii 
pil anilar phenomenon has been re- 
acute form after one or a few 
strated goc hol, Thus, Mirsky, et al.(13), demon- 
alcoh ol Level in hepatectomized rabbits, the blood 


Oy bs re ent be elevated up to 400 mg. per cent 
cyclic coma and paons injections of alcohol, yet 


ecovery of activity occurred after 
ERG a? Festhetantly with cyclic slowing of the 
Hedens fenon toward normal patterns. Von 
ee nd Schmidt(8) noted that after ad- 

10n of a single large dose of alcohol i 
I MN, se of alcohol in man, 
increasing fife, levels were associated with 
when “eae and slowing of the EEG, 
oe lood alcohol level was falling, 
occurred ri itution of the EEG toward normal 

atively high blood alcohol levels, 


biturates(2, 3, 4). In the latter, mixtures of 
rhythmic fast and slow activity predominate 
during chronic intoxication, while after 
abrupt withdrawal of barbiturates, spectacu- 
lar dysrhythmias occur during the 2nd to 
4th days of abstinence, in the form of diffuse 
slowing, recurrent spikes or sharp waves, and 
high voltage paroxysmal discharges. How- 
ever, in spite of the general clinical similari- 
ties between the alcohol and barbiturate in- 
toxication and abstinence phenomena, there 
are some important differences. Thus, dys- 
synergia and nystagmus are less marked in 
chronic alcohol than in chronic barbiturate 
intoxication. Early abstinence phenomena 
(insomnia, tremulousness, anorexia, tachy- 
cardia and, perhaps, hallucinations) may oc- 
cur even between drinks late in the course 
of chronic alcohol intoxication, but they ap- 
pear only after a 12-24 hour latent interval 
after abrupt withdrawal of barbiturates. 
Also, seizures appear to be less common after 
abrupt withdrawal of alcohol, than after 
abrupt termination of chronic intoxication, 
on large doses of barbiturates. During absti- 
nence for alcohol, early signs of delirium 
may precede seizures, whereas in the bar- 
biturate abstinence syndrome, seizures, if 
they occur, always antedate delirium. Further 
research is required to determine to what 
extent such differences, both clinical and 
electroencephalographic, are due to differ- 
ences in the modes and rates of metabolism 
of these drugs, or to differences in their ac- 
tions on psychological and physiological 
functions. 


SUMMARY AND CONCLUSIONS 


1. Correlative data on EEG changes, be- 
havioral alterations and variations in blood 
alcohol level were obtained in 3 former nar- 
cotic addicts, without anamnestic, neuro- 
logical or EEG evidence of central nervous 
system disorder, who received averages of 
458-489 cc. of 95% ethyl alcohol daily for 
48-55 days, followed by abrupt withdrawal 
of the drug, under controlled experimental 
conditions. 

2. During chronic alcoholic intoxication, 
blood alcohol levels varied with particular 
procedures that were carried out, but were 
maintained for long periods at about 200 
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mg. %. Initially, EEG’s were diffusely 
slowed, and this change persisted in milder 
degree during the remainder of the chronic 
intoxication period. However, EEG evidence 
of partial, though precarious, “metabolic” 
and “tissue” tolerance was obtained, which 
corresponded roughly to variations in de- 
grees of behavioral intoxication. 

3- By the 15-19th hour of abstinence, 
blood alcohol levels had fallen to zero. Anx- 
iety, tremulousness, weakness and profuse 
perspiration were exhibited by all subjects, 
and transient, mild but definite dysrhythmias 
were noted in the EEG. In addition, one 
subject developed transitory visual hallucina- 
tions, and at the 41st hour of abstinence, a 
generalized seizure, Another developed hy- 
perreflexia, tachycardia, elevation of blood 
pressure, fever, nausea, vomiting and diar- 
rhea with transitory hallucinosis during the 
first 2 days of abstinence, and classical de- 
lirium tremens on the 4th day. No specific 
EEG change could be correlated with such 
mental changes. All subjects recovered fully 
within 3 weeks after abrupt withdrawal of 
alcohol, 

4. It is concluded that “rum fits” and 
delirium tremens can be precipitated by 
abrupt withdrawal of alcohol in persons con- 
tinually intoxicated for 48 days or more, that 
these phenomena may develop in individuals 
without evidence of pre-existing disorder of 
the central nervous system, and that alcohol 
is an addicting drug in the sense that it can 
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produce pharmacological dependence, both 
“psychic” and “physical.” 

5. The clinical and electroencephalographic 
changes that occur in cycles of addiction to 
alcohol and barbiturates are compared and 
contrasted. 
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COMPLICATIONS OF CHLORPROMAZINE THERAPY +»? 
IRVIN M. COHEN, M. D., Gatveston, Tex. 


Critical evaluation of a drug requires that 
untoward effects as well as therapeutic effi- 
ciency be considered. Although the ultimate 
position of chlorpromazine in therapeutics 
is yet to be determined, there is ample evi- 
dence attesting to its usefulness in the man- 
agement and treatment of a variety of psychi- 
atric disorders. In comparison, our present 
knowledge of its toxicity is meager. 

This paper describes the complications en- 
countered in a large series of chlorpromazine- 
treated patients. The term “complications” 
here includes all effects of chlorpromazine 
which from the standpoint of the clinician 
are considered therapeutically undesirable, 
regardless of the degree of severity. They 
tange from minor symptoms of limited clini- 
cal significance to major reactions of alarm- 
ing proportions, 

s report has been derived primaril 
from clinical observations, but final amet 
sions regarding the toxicity of chlorpro- 
mazne will be possible only when the 
a ica] mechanisms involved in 

sae of its adverse effects have 


MATERTAL AND METHOD 


qt study covers 14 months’ experience 
a series of 1,400 cases, including both 
p — and outpatients, all of whom were 

l A gma for psychiatric and neurologic 
R Osages ranged from a minimum 
a Kain per day to a maximum of 2,500 
The aloud given as Thorazine (S.K.F.). 
B p duration of administration was 
g S the longest 6} months. Although 
ed Tapeutic methods were often used 
ape with chlorpromazine, the ob- 
peculiar to eae re those we regard as 
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In critically evaluating these data the fol- 
lowing points should be considered. Observa- 
tions were made by many physicians and 
nurses. As might be expected in a large 
series and with multiple observers, complete 
and reliable information was not obtained in 
each case. Also, in the early months of the 
study effects which were subsequently recog- 
nized as resulting from chlorpromazine were 
not faithfully recorded. Accurate computa- 
tion of the incidence of each complication 
throughout the 14 months is impossible in 
view of these variables. With the exception 
of certain complications to which particular 
attention was directed, percentages of inci- 
dence have been derived from statistical 
analyses of random samples, are therefore 
approximate and are qualified as such. 


RESULTS 


The inconstant behavior of chlorpromazine 
and the intricate interrelationships of its ad- 
verse effects complicate presentation of the 
data in a clinically useful form. Our limited 
understanding of the site and mode of action 
precludes organization of the results on the 
basis of specific etiologies or loci of origin. 
Efforts to establish reliable correlations with 
such factors as dosage level, duration of ad- 
ministration, age, and sex, have been disap- 
pointing. Though many complications do oc- 
cur with greatest frequency at certain dosage 
levels and phases of administration, consist- 
ent relationships which allow for prediction 
were not found. In the last analysis we must 
confine ourselves to simple description, dis- 
cussing the adverse responses on the basis 
of the individual disordered organ systems. 

Central Nervous System.—Effects on the 
central nervous system were common and 
among the most troublesome of the compli- 
cations, 

Disturbances of wakefulness were the 
most frequent and ranged from insomnia 
to hypersomnolence. Drowsiness occurred 
at one time or another in 85%. Except when 
sedation was desired, et mot 

inglé intramuscular doses o 
adver cer Sie Bee SA 
t fe Í 
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25-100 mg. usually induced drowsiness and 
sleep lasting from 2 to 6 hours. Orally ad- 
ministered chlorpromazine caused drowsi- 
ness at all dosage levels but most often when 
total daily dosage was 75 mg. or higher; 
hypersomnolence usually began when the 
oral dosage exceeded 200 mg. daily. Despite 
apparent depth of sleep patients could be 
awakened easily, became alert with little or 
no disturbance in perception, and quickly 
returned to sleep when left alone. There was 
no interference with nocturnal sleep even 
though diurnal sleep might have been as 
much as Io hours. In patients with con- 
siderable sleep difficulty, reassurance was 
often required because of their fear that 
nighttime sleep would be diminished, If dos- 
age was maintained at a single level, drowsi- 
ness and hypersomnolence could be expected 
to disappear within 7 to 10 days. Mild de- 
grees of drowsiness were counteracted by 
amphetamine or other central stimulating 
compounds. However, in some patients re- 
ceiving very high dosages of chlorpromazine, 
drowsiness was not only persistent but in- 
tractible. 
_ Approximately 0.5% of patients developed 
insomnia. It is difficult to determine whether 
this is a specific effect produced by chlor- 
promazine or is secondary to anxiety induced 
by other side-reactions. It was confined to 
neurotic patients in whom somatic preoccu- 
pation had been characteristic, Whether pri- 
mary or secondary, the resulting insomnia 
was itself anxiety-producing and aggravated 
existing sleep disturbances. The effect that 
higher doses might have had was not ascer- 
tained since the drug was quickly discon- 
tinued in such cases, 

Vivid dreams occurred intermittently in 
the early phases of treatment in approxi- 
mately 5% of patients, and were independent 
of dosage level. Although the dreams were 
almost like motion pictures in clarity, the 
anxiety connected with them was inappro- 
priately small. On the other hand, there was 
diminution in dreaming concomitant with 
the establishment of a state of tranquility, 

Apathy, lack of initiative, and loss of in- 
terest in surroundings was commonly seen 
in patients receiving intramuscular doses ex- 
clusively and when the oral dosage exceeded 
600-800 mg. per day, Affective disturbances 
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of this quality seemed to be most prominent 
in previously agitated psychotic patients. 
Blurring of vision occurred, usually when 
dosage was high. 

Disturbances in thermoregulation were 
among the earliest described effects of chlor- 
promazine(1). Although much has been 
written about hypothermia, it was neither a 
prominent nor consistent finding in this 
study. Reduction of temperature occasion- 
ally occurred during the first week of ad- 
ministration, particularly when doses were 
high, but it was never greater than 1.6°. Of 
more significance to the clinician was the 
occurrence of fever. Elevations of tempera- 
ture usually to 102°-103°, but as high as 
105°, without evidence of infection or leuko- 
cytosis frequently occurred in any phase of 
treatment. The pattern was variable but 
most commonly appeared as an evening spike 
for 1 or 2 days. Two patients w!o had re- 
ceived comparatively low doses for 1 week 
had fever and chills nightly for 3 and 6 days 
respectively. The drug was discontinued 
and on reinstitution the symptoms recurred. 

Delirium occurred in 3 patients. Two 
were chronic alcoholics who had recovered 
from delirium tremens during the preceding 
week. In both cases the original picture of 
the delirium tremens was reproduced. The 
third case was a g-year-old organically- 
driven child who had a history of allergy and 
who had frequently reacted to infection with 
delirium in the past. In all cases the delirium 
subsided within 24 hours after immediate 
withdrawal of chlorpromazine. x 

Parkinsonism with rigidity as the domi- 
nant feature developed in 4% of patients. It 
occurred only when dosage was high, the 
average being 800 mg. daily, usually after 2 
weeks of administration. It was preceded 1 
many cases by tremor of the fingers and di- 
minished mimetic expression ; there follow® 
the insidious development of a typical Parkin- 
son picture, including stooped posture, mask- 
like facies, loss of associated movements, 
rigidity, and tremor, Rigidity was more prom” 
inent than tremor, and sialorrhea and sebot 
thea were common. Following withdrawal 0 
the drug the syndrome resolved without 3P” 
parent residue within 5 to 14 days. How” 
ever, in one patient it persisted until MS 
death from uremia some 4 months latet. 
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Ayd has described spontaneous resolution in 
one patient in whom the drug was not 
discontinued (2). 

Transient episodes of tonic spasms of vari- 
ous muscle groups were observed in 2 pa- 
tients, both of whom were being treated for 
psychiatric illnesses. In both cases opis- 
thotonos, torticollis, and musuclar twitchings 
were observed, and in one there were torsion 
movements of the trunk. The resemblance 
of the latter case to dystonia musculorum 
deformans suggests that Parkinsonism may 
not be the only basal ganglia syndrome in- 
duced by chlorpromazine. 

A number of patients developed dysphagia 
and dysarthria several hours after initial sub- 
jective complaints of “thick tongue,” diffi- 
culty in talking, lisping, and a feeling that 
the tongue would fall backwards. Objective 
swelling of the tongue occurred in only one 
fase in which a skin eruption followed shortly 
on exposure to sunlight. 

Cardiovascular System—The most fre- 
quently encountered undesirable effects in 

Sphere were consequences of chlor- 
Promazine-induced hypotension. Peripheral 
vascular effects were also noted. 

E aio of recumbent blood pressure 
AR an over one-half the patients regard- 
E osage or route of administration. 
poera was a constant finding after 
ally drop “i administration, readings usu- 
as ip g within 30 to 40 minutes, an 
A 30-50 mm. systolic and 20-30 mm. 
astolic, associated with a compensat 
tachycardia of 20- i PThe do, 
ADA 40 per minute. The de- 
oA pore pronounced if elevated blood 

Beast wecic ea noted prior to Injection. 

t s consequence of this precipi- 
tous fall in blood Ae 
pressure was acute circula- 


tory i i 
po sufficiency, However, it was rare and 
red in only 2 cases, 


A mi 
of ena normotensive female showed signs 
Muscular injecti Pse 3 hours after a single intra- 
San ROR. the condition persisted for 6 

A shock-like ed after a short period of confusion. 
nly in an Ree lasting 1 hour occurred sud- 
male who jee normotensive arteriosclero- 
100 mg. daily for h cn arecsiyiag oral dosages of 
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: and deat 
sufficiency, h 
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azekas(3) have noted 
due to subsequent renal 
Although Stevenson and 
found that following intra- 
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muscular administration of chlorpromazine 
there was no significant change in recumbent 
blood pressure and that hypotension was di- 
rectly correlated with changes in posture, we 
found that the blood pressure was reduced 
even in the recumbent position but was maxi- 
mal during postural change and on standing. 
They also found that the blood pressure drop 
was maximal in 3 to 4 hours, in contrast to 
our findings that it was maximal within 2 
hours after injection with return to pre- 
injection levels usually within 4 to 6 hours. 

Recumbent blood pressure was also de- 
creased to some extent during oral admin- 
istration but in this situation its orthostatic 
quality was more evident. It usually became 
apparent sometime within the first 3 days of 
administration and generally lasted from 5 
to 7 days. Approximately 50% of patients 
complained of “dizziness” on assuming erect 
posture, concomitant clouding of vision, 
and momentary imbalance. Despite often as- 
sociated tachycardia, palpitation was a rare 
complaint. Syncopal attacks were also rare. 
They occurred in any age group but mainly 
in patients above 60. Not all patients de- 
veloping hypotension suffered its effects; 
conversely, many who complained of ortho- 
static effects did not show significant blood 
pressure variations on postural change. 

Some patients showing minimal signs of 
cerebral arteriosclerosis began to manifest 
increasing memory defect and difficulty in 
retention and recall while taking chlorproma- 
zine. In some cerebral arteriosclerotic pa- 
tients more severe degrees of clouding of 
consciousness were observed. This was re- 
garded as being due to cerebral vascular hy- 
potension, and frequently required discon- 
tinuation of the drug. 

Ankle edema was observed in a few 
middle-aged and elderly patients. None 
showed evidence of cardiac decompensation. 

Facial pallor was often seen in patients 
immediately following parenteral injection 
and when oral doses were high. We found 
it judicious to warn relatives that such an 
appearance would not be unexpected, and 
that this did not indicate that the patient's 
condition was deteriorating. > 

When strict control of the patient is not 
possible, particularly when he is in the elderly 
age group, gradual increase of dosage may 
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minimize changes in blood pressure and its 
associated undesirable effects. When signs 
of cerebral arteriosclerosis are present intra- 
muscular injection or initially high oral doses 
are unwise except when unusual indication 
exists. 

Gastro-Intestinal Tract Manifestations — 
With the single exception of jaundice, the 
undesirable effects referable to the gastro- 
intestinal tract were minor reactions which 
almost never required discontinuation of the 
drug. 

“Heartburn” localized either in the upper 
portions of the esophagus or at the level of 
the cardia was an occasional complaint fol- 
lowing oral ingestion of chlorpromazine. 
Nausea was also seen in a few cases, but 
rarely was there associated vomiting, 

Unusual increase in appetite, beyond what 
might be expected from relief of anxiety, was 
noted in over 40% of patients, This was 
generally related to high dosage and ordi- 
narily appeared in the second to fourth 
weeks of administration, 

Constipation occurred in over one-third of 
patients, usually when dosage exceeded 
100 mg. daily. Patients on very high dos- 
ages required almost constant laxation. 

_ Jaundice was the most serious complica- 
tion. In this series there were 11 cases, an 
incidence of 0.9%. No criteria for its predic- 
tion could be established, except that there 
was a significantly high incidence of histories 
of previous allergic reactions, Its occurrence 
was unrelated to dosage or route of adminis- 
tration, age, Sex, or psychiatric diagnosis. In 
the majority of cases icterus appeared 24 to 
3 weeks after chlorpromazine had been in- 
stituted. The shortest time was one week, 
the longest 1 month. Five of these patients 
had also developed dermatitis, one of whom 
had also begun to show early signs of Parkin- 
sonism. Premonitory Symptoms of the jaun- 
dice were generally very mild; the patients, 

though experiencing general malaise, were 
in no great distress. In several instances if 
icterus had not appeared the complication 
might have escaped detection, for often the 
complaints were at first attributed to the 
psychiatric condition. In the usual case there 
was a sudden elevation of temperature, fol- 
lowed by persistent or intermittent nausea, 
vague abdominal pain, and occasionally 
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vomiting. Icterus usually followed in from 
2 to 5 days, although in one patient there 
was a 2-week lag and in another no prodromal 
symptoms. The succeeding clinical course 
in most cases was comparatively uneventful, 
disturbing symptoms disappearing within 
several days, icterus clearing within 2 to 3 
weeks, However, in one patient clinical and 
laboratory signs persisted for over one 
month. Treatment was supportive, consist- 
ing mainly of withdrawal of the drug, intra- 
venous glucose when indicated, therapeutic 
vitamin regime, and high-carbohydrate-high- 
protein-low-fat diet, Laboratory findings 
were characteristic of obstructive jaundice, 
with hyperbilirubinemia, elevated serum al- 
kaline phosphatase, and bilirubinuria, and no 
evidence of interference with cellular func- 
tion. Chloropromazine was later reinstituted 
in one patient who had previously developed 
both dermatitis and jaundice while receiving 
a maximum daily dosage of 1,000 mg. 
Neither complication recurred and clinical 
laboratory findings remained normal. 

Clinical and laboratory studies of liver 
function in patients not developing jaundice 
showed no interference with hepatic func- 
tion(5). We conclude that chlorpromazine- 
induced jaundice is a consequence of indi- 
vidual drug idiosyncracy and that under 
ordinary circumstances chloropromazine is 
not hepatotoxic, However, it is probable that 
patients with histories of prior drug reaction 
should be given chlorpromazine cautiously 
and with adequate warnings of the possible 
complications that could ensue. 

Dermatological Manifestations. —These 
were the most common of the major unde- 
sirable reactions to chloropromazine. There 
is good Presumptive evidence that they result 
from allergic sensitization. However, certain 
features are unusual, and further investiga- 
tion by dermatologists is needed to clarify 
the mechanisms. Incidence was generally 
unrelated to dosage level. In the majority 
of cases an incubation period of 2 weeks prê- 
ceded the outbreak of clinical manifestations. 
Histories of past allergic reactions to other 

emicals were more frequent in this cate- 
gory than in any other, 

lized or generalized pruritis was the 

most common dermatological reaction. Most 
frequently affected were the extremities- 
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Itching was often so intense as to require 
discontinuation of the drug, especially when 
excoriations were produced by scratching, 
Antihistaminic drugs afforded only partial 
relief. 

Chlorpromazine appears to have photosen- 
sitizing properties. Controlled studies have 
demonstrated that increased reactivity of the 
skin to ultraviolet radiation may follow oral 
or parenteral intake(6). Sunlight was an 
impressive factor clinically in the precipita- 
tion and intensification of certain dermato- 
logical reactions, which were most apparent 
during the summer months. Intense ery- 
thema on exposure to sunlight and predis- 
Position to sunburn occurred in several pa- 
tients. Sunlight was also capable of inducing 
transient pruritis and dermatitis, aggravat- 
ing existing cases, and was the apparent pre- 
Gpitating factor in some severe skin erup- 
tions, 

Dermatitis occurred in 8% of our cases. 
Though occasionally preceded by a pro- 
drome of intense itching, it usually appeared 
suddenly about 2 weeks after treatment was 
started and was unrelated to dosage level. In 
Some cases only 1 week had elapsed, in rare 
cases I month. Three forms were observed: 

e most common a localized or generalized 
maculopapular eruption. Sites of predilec- 
tion were the face, neck, upper chest, upper 
pe emitics, or thighs. Vesicles were seen 
n some cases and in one case bullae formed, 

tythema „multiforme, in one case with 

ee features, and generalized or 
skin aria were also observed. Such 
ee = ss disappeared spontaneously 3-5 
an Iscontinuation of the drug, even 
SS Original appearance was florid or 
arming. In later phases of this study. 

We observed that the ski i 
AR Betoun skin eruptions some- 
Was continved ee though medication 
tineindueed F is feature of chlorproma- 
serves further ‘teste Theiss ie pn 

Conta ; nvestigation. 

ct dermatitis occurred in 2 employees 


Who h , I 
chlorpromsc ae a ringes which had contained 


ere ji the face and hands usually oc- 
festations ‘sociation with other skin mani- 
nding, TAR was frequently an independent 
Precipitated po oo Otic edema of the lips was 
y sunlight in 3 cases. 
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An acute allergic reaction occurred after 
a single intramuscular injection of chlor- 
promazine in 1 patient who had sporadically 
taken 25 mg. orally for 6 weeks. Findings 
included swelling and itching at the site of 
injection, generalized pruritic papular rash, 
angioneurotic edema of the lips, orthostatic 
hypotensive effects, and generalized weak- 
ness. The condition reached maximum in- 
tensity 14 hours after injection and resolved 
in 3 days, with persistent arthralgia for 2 
weeks thereafter. 

Respiratory System—Nasal congestion 
was very common (48%). It was not ac- 
companied by rhinorrhea and usually re- 
sponded to instillation of vasoconstrictor 
drugs. If not previously warned, some pa- 
tients assumed they had “colds” and sought 
medical attention. Dryness of the mouth and 
throat occurred in approximately 76%! of 
patients but was rarely a volunteered com- 
plaint. Both of these reactions disappeared 
within 2 weeks when dosage was low, but 
were more persistent when it was high. 

A typical asthmatic attack occurred 1 hour 
after the first injection of chlorpromazine 
in one patient without previous asthmatic 
history. 

Musculoskeletal System.—Muscular weak- 
ness was second only to drowsiness as the 
most common subjective complaint. It oc- 
curred at any dosage level but was intensified 
by increasing dosage. Ordinarily it disap- 
peared within 14 days, but did not necessarily 
resolve when dosage exceeded 1,000 mg. 
daily. In some cases weakness did not become 
apparent until the patient exerted himself. 
Several complained of incoordination, and in 
extreme cases ataxia was observed. 

Tremor, of either tension or action type, 
was observed in some patients on high dos- 
age. Occasionally it preceded the develop- 
ment of Parkinsonism. 

Arthralgia, either associated with derma- 
tological reactions or as an independent find- 
ing, was not infrequent and probably repre- 
sents an allergic manifestation. 

Endocrine System.—Increased sexual urge 
was noted in 0.5% of cases, principally in 
female patients. Possibly this is related to 
relief of anxiety or other psychogenic causes. 
In contrast, the most common change in 
males was in the direction of decrease. 
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Whether this was a specific effect of chlor- 
promazine or a reflection of apathy could 
not be determined as in each instance the 
dosage was very high. 

Swelling of the breasts, occasionally ac- 
companied by secretion of a thin colostrum- 
like fluid, was noted in a few female patients. 
The swelling was diffuse, and was not as- 
sociated with tenderness or cyst formation. 
All such patients were between the ages of 
20 and 40 and were receiving unusually high 
dosages, 

Urinary System.—Effects on the urinary 
system ranged from oliguria to polyuria, 
most frequently the latter. Deep orange 
coloration of the urine without evidence of 
the presence of bilirubin occurred when dos- 
age was high. 

Hemopoietic System—In recent months 
several reports have been published describ- 
ing agranulocytosis due to chlorpromazine, 
The cases of Boleman(8) and Prokopowycz 
(9) terminated fatally, Goldman(10) has 
reported 3 cases, successfully treated with 
antibiotics and corticotropin, 

Leucopenia as low as 4,200 leucocytes per 
cubic millimeter was occasionally observed in 
patients who were receiving high dosages 
of chlorpromazine, but such reductions were 
transitory and of no apparent clinical signifi- 
cance. Transient leucocytosis and eosino- 
philia, often unexplainable, were more com- 
mon. 

Ayd(11), who has collected several cases 
of agranulocytosis, finds no correlation with 
dosage or duration of administration. He 
warns that the early symptoms are vague and 
difficult to evaluate, and that a blood count 
should be done if symptoms of excessive 
fatigue and anorexia appear, 

Indirect Effects—Patients in any 
group who received combined ECT and 
chlorpromazine appeared to develop con- 
fusional effects earlier than when ECT was 
given alone. There is some indication that 
convulsive threshold during insulin coma is 
lowered in patients simultaneously receiving 

chlorpromazine therapy ( 12). Further studies 
regarding the influence of chlorpromazine on 
the shock therapies are in progress, 

An indirect effect on the respiratory tract 

was the development of pneumonia in elderly 
patients. This may be regarded as a pre- 
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ventable complication, in all probability the 
result of pulmonary hypostasis occurring 
during hypersomnolence. 


Discussion AND SUMMARY 


The undesirable effects of chlorpromazine 
which occur most frequently seem to be re- 
flections of direct or indirect action on vari- 
ous levels of the nervous system, particularly 
the reticular formation, hypothalamus, and 
autonomic nervous system, Although most 
effects of this type are objectionable, certain 
of them, e.g., drowsiness, are at times useful 
in therapy. A second group of complications 
appear to be the result of allergic sensitiza- 
tion even though they do not entirely fulfill 
the criteria of allergic reactions. The fre- 
quency of this type of response suggests that 
chlorpromazine possesses greater sensitizing 
properties than do most drugs commonly 
used in psychiatry, A third category of 
complications are of such curious quality that 
they cannot be understood on the basis of 
the limited data now available, e.g., vivid 
dreams, A fourth group are indirect ex- 
Pressions of the effect of chlorpromazine and 
are not wholly assignable to the drug, ¢.» 
hypostatic pneumonia in hypersomnolent 
aged patients. 

From a clinical standpoint the undesirable 
effects of chlorpromazine are divisible on the 
basis of severity into minor and major com- 
plications, Most are minor and of clinical 
significance only insofar as they may induce 
varying degrees of subjective distress. Major 
reactions, which occur in a much smaller 
percentage of patients, are relatively severe 
and occasionally of alarming proportions. 

Most minor complications take place 1 
the first 2 weeks of treatment, and are pre- 
dominantly central depressant, sympatholytic, 
parasympatholytic, and myatonic effects. 
Such effects are generally self-limiting, tend- 
ing to be maximal during the first 7-10 days 
of administration with progressive diminu- 
tion thereafter even though medication 1 
continued, Minor complications which occur 
later suggest interference with the metabolic 
and endocrinological aspects of hypothalamic 
function, and are more likel y to be persistent 
The most commonly encountered minor 
complications are nasal congestion, dryness 
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of the mouth, drowsiness, weakness, and 
dizziness. 

The majority of major complications occur 
in the second 2 weeks of treatment, and con- 
sist mainly of disorganization of extrapyra- 
midal motor regulation and allergic-type re- 
actions. Those which occur earlier are usu- 
ally of vascular origin. There are no reliable 
standards by which a serious reaction may 
be predicted, although a previous allergic 
history is of suggestive value, Fortunately 
even the most alarming complications resolve 
tapidly and apparently without residual when 
chlorpromazine is withdrawn and in some 
instances even though medication is main- 
tained. Major complications of chlorproma- 
zine included acute circulatory insufficiency, 
Sensorium changes due to cerebral vascular 
hypotension, delirium, symptomatic Parkin- 
sonism, obstructive jaundice, dermatitis, 
acute severe allergic reactions, and exaggera- 
tion of confusional effects during electrocon- 
vulsive therapy. Agranulocytosis has recently 
been Teported but was not encountered in this 
Series, 

Dosage level is of limited significance, in- 
we Sensitivity being the prime factor. 
gesting Bes of those reactions sug- 
50-75 m Pa Sensitization, oral dosages of 
desirable sfx y oranan produce few un- 
x ay s, although equivalent amounts 

kel a parenterally commonly do. 
one or Several le; ae S00 NE, Det aay 
Shing, a armless, but sometimes an- 

0% of oh la in approximately 
when dosage t S. Parkinsonism occurs only 

ge is high, 

e final impression gained from this 
lies itn the complications of 
intreguenth € therapy are multiple, they are 

y of major severity and do not 
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outweigh the therapeutic advantages. It 
should be noted, however, that chlorproma- 
zine is not without hazard, and its admin- 
istration should be accompanied by a knowl- 
edge of the risks involved. 


CONCLUSIONS 


1. Chlorpromazine has many undesirable 
effects, most of which are transient and of 
relatively minor clinical significance. 

2. Complications of greater severity occur 
in a significant number of cases but generally 
resolve rapidly and without residuals. 

3. Four categories of complications are 
distinguishable: direct or indirect action on 
various levels of the nervous system, allergic- 
type reactions, responses of indefinite origin, 
and indirect effects of drug action. 

4. Despite its numerous undesirable effects 
chlorpromazine is clinically a relatively safe 
drug. 
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A MEDICAL AUDIT PLAN FOR PSYCHIATRIC HOSPITALS: 


LEE G. SEWALL, M.D, PirtssurcH, Pa, ano HENRY A, DAVIDSON, M.D, 
Cenar Grove, N. J. 


Psychiatrists are accused of being unwill- 
ing or unable to submit their work to sci- 
entific appraisal. And, admittedly, we can- 
not tick off human emotions on a yardstick 
the way the orthopedist can measure shorten- 
ing of a limb. Because of that, we often 
shrug our shoulders and say that our work 
cannot be measured at all, Let other doctors 
and hospitals submit themselves to measure- 
ment. We suggest that our work is too subtle 
to be measured so crudely! So when it comes 
to auditing our professional activities, to 
justifying ourselves, we take refuge in a sort 
of medical Fifth Amendment, We refuse to 
answer, not out of fear of incriminating our- 
selves but rather because we say that we deal 
in imponderables, 

But that simply is not good enough. We 
cannot forever ask for public support with- 
out submitting our work to Measurement. If 
the human values in psychiatric treatment 
cannot be metered on a numerical scale, then 
we have an obligatoin to develop some other 
standards by which our work can be ap- 

praised. Until we have some kind of agree- 
ment among ourselves, we are going to be in 
the fantastic position of Operating one of 
the country’s largest enterprises—its network 


new groups 
trained in various fields of social science, To 
merit public confidence we must make maxi- 
mum use of the personnel resources already 
available. It is arrant nonsense to demand 
more and more employees without a clear 
understanding of what is to be accomplished. 

Recently, I (L.G.S.) have become inter- 
ested in the possibilities of medical audits, 
An audit implies a baseline or norm. What 


1 Read at the 111th annual meeting of The Ameri- 


can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 
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is the goal of care in a psychiatric hospital? 
Some say that it is enough if the patient be- 
comes well adjusted to ward routine; for 
example, as senile patients cannot be cured 
of senility, the goal therefore is not cure but 
making it easier for these patients to get 
along in a hospital. I am unwilling to accept 
so pessimistic a doctrine. I shall certainly 
fail to return many patients to their com- 
munities. But let it never be said that this 
failure is due to lack of motivation or to 
lowering of sights on the part of the medical 
staff. So, it seems to me, the return of the 
patient to the community is the one affirma- 
tive goal of all psychiatric hospitalization. 

The Joint Commission on Medical Stand- 
ards now requires an audit of all work done 
in general hospitals. The 10 basic factors of 
medical audits, developed by the American 
College of Surgeons—essentially indices of 
patient turnover—cannot be used for an ap- 
praisal of the work done in a psychiatric 
hospital. Yet some similar plan can be de- 
veloped. I propose the following factors for 
consideration ; P 

Operating Beds—The size of a hospital 
determines its admission policy and thera- 
peutic program. A small hospital will, as 4 
rule, discharge or transfer patients in a rela- 
tively short time. It is now generally accepted 
that the large psychiatric hospital has a re- 
sponsibility for the 10 or 20% of the patient 
load that fails to respond to “intensive treat- 
ment.” Effective psychiatric rehabilitation oT 
Tesocialization is an altogether different prob- 
lem. Only by comparison of hospitals of 
comparative size will data be useful. 

Average Bed Occupancy.—For the general 
medical and surgical hospital, it is generally 
agreed that 80% Occupancy is the top limit 
for safe and efficient patient care, All public 
Psychiatric hospitals today show an occu- 
Pancy of at least 90 or 95% and, in too many 
places, of considerably above 100%, Psychi- 
atric hospitals may be short of supplies, 
money, space, and staff, but there is no 
shortage of patients ! 


sanno - 
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This excessive occupancy ratio causes over- 
crowding, sometimes brutal overcrowding. 
There are public hospitals that allow fewer 
cubic feet per patient than any well-run stable 
allows per horse. Furthermore, this high 
occupancy ratio destroys flexibility in treat- 
ment, for it freezes each kind of ward rigidly 
in its 100% occupancy rate so that a patient 
cannot be moved when desirable to a more 
appropriate ward. It promotes chronicity, 
oyertaxes the treatment team, and leads to a 
feeling of defeat, hopelessness, confusion, 
and demoralization. These are harsh words, 
but we are dealing with harsh facts. 

Median Patient Age—About half of all 
Patients currently admitted to state hospitals 
are 50 years of age or over. To what extent 
are psychiatric hospitals undertaking treat- 
ment of the geriatric patient under the label 
of mental illness? Problems of the older pa- 
tient are different from those of younger 
individuals admitted for treatment of psy- 
oon The need for such information is 
tong cations —Included in the “complica- 
Ra gory are Such matters as fractures 

n en death resulting from shock ther- 
A a Eon of tuberculosis during 
Lapel Injuries resulting in loss of 
lida? opements from the hospital, and 
the es. Some might also wish to include 

use of Testraint or seclusion. 

roportion of Patients Cared for on Open 
Naked Wi ards.—The ratio of open-ward 
There a good index of staff attitude. 

5 2 m many hospitals, a tendency to 

t privile : nT 

ges to those patients without 
Sip Roms, or to those able to assume 
tion in ai for active participa- 
Work, This see fe erans, such as detail 
i s also needed to evaluate 


ch complic 


ig ations as elopements, The rate 


en = 
et Patients o Peen will be smaller if 


ie ea wider the 
> S, the better the hospital. In 
aang the Joint Cuetec sug- 
issions pig to 20% of all hospital 
Patient's Es seen in consultation to the 
been “vantage. No such standard has 
ed for the psychiatric hospital, 


but it probably would be higher. A more 
frequent use of consultant assistance will 
result in a higher grade of medical treatment. 

Hospital Discharge——Patients released 
from the hospital could be grouped into 5 
categories: (1) Regular hospital discharge; 
(2) trial visit (parole) ; (3) transfer to other 
hospitals; (4) discharge against medical ad- 
vice ; and (5) discharge by death. A statement 
of the total number of patients discharged is 
not revealing. Patients discharged against 
medical advice, by transfer to other hospitals, 
or by death cannot be considered a favorable 
index of quality of care. 

Median Patient Stay.—It has become the 
custom to utilize “average patient stay” to 
evaluate medical function. There is no logic 
in this. The figure is subject to a statistical 
artifact at each end of the scale. If you take 
a census today and determine how long each 
patient has been in the hospital, your figure 
misleads in one direction. The patient who 
came in yesterday but who may stay for 20 
years is counted as a one-day patient and 
contributes materially to lowering the average 
stay. Conversely, if you calculate average 
from the dates of discharge, you underweigh 
the long-term patient who seldom gets into 
this average because he seldom gets dis- 
charged, so your average misleads in the op- 
posite direction. 

The honest way to calculate hospitalization 
time in a long-term hospital is to use the 
median. It does not lend itself to artificial 
statistical manipulation because it is not af- 
fected by extreme values at either end of the 
scale. It is, all things considered, the best 
measure of central tendency. 

Rehospitalization—The paramount ques- 
tion is not how many patients leave the hospi- 
tal, but how many must return for further 
treatment. In fairness, this group should be 
classed into 3 subgroups: (1) those read- 
mitted within so short a time that hospital 
care can scarcely be considered effective ; (2) 
those readmitted after a long period of com- 
munity adjustment; and (3) those never 
previously admitted but who have been in 
other hospitals. It would be improper to 
debit a hospital for readmissions in either of 
the latter 2 classes. Where hospital care was 
in another institution, it will not do to count 
this entry as a readmission. It is not nearly 
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so obvious, however, that readmission after 
a prolonged interval should not be charged 
to the hospital. 

Suppose a 17-year-old schizophrenic enters 
the hospital, is treated vigorously, and re- 
turns to the community in, say, I year. A 
half century elapses during which he was 
a well-adjusted, stable, and useful member 
of the community, Now, at age 67 he re- 
enters as an arteriosclerotic. No one would 
say that the earlier hospitalization was a 
failure because of this readmission. This is, 
admittedly, an extreme example—an instance 
where readmission does not mean failure, 
If 5o years of good mental health spells 
success, how about a 20 years, 5 years, 1 year? 

There ought to be some crisp yardstick 

here. To send a patient home on Tuesday and 
readmit him on Thursday is, in most cases, 
a token of unsuccessful treatment. So a 2-day 
interval clearly means no success, That re- 
admission ought to be debited against the 
hospital. I suggest a 1-year period as a con- 
venient yardstick. This “T-year” figure is, 
admittedly, somewhat arbitrary, and I shall 
not quarrel with a 6-month or a 2-year period 
if you prefer, The “T-year” figure was 
selected for these reasons : It is the traditional 
trial-visit period in many hospital systems. It 
meets the legal requirement for “discharge 
from the books” in many states. It makes 
for administrative convenience and consis- 
tency and reduces the likelihood of adminis- 
trative errors. It is easily explained to the 
public. It corresponds to a widely accepted 
concept, reflected in such phrases as “a good 
year” or a “happy year.” So, I suggest that 
readmission be charged against a hospital 
only when it is re-admission within a year 
to the same institution, 

Autopsy Rate—In psychiatry, research 
success depends upon many factors, one of 
which is a better understanding of the or- 
ganic substratum of mental disease. The 
ratio of autopsied deaths to all deaths in 
the hospital is a significant item in this 
schedule. However, the percentage figures 
appropriate for a general hospital will not 
be valid in a psychiatric hospital. A com- 
parison between the 2 types of hospitals is 
misleading because of differences in average 
age of patients, chronicity of disease, length 
of stay, attitude of relatives, and the legal 
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complications of getting consent when pa- 
tients are incompetent. What is needed here 
is an autopsy ratio appropriate for mental 
hospitals. 

In addition to these 10 components, certain 
other factors ought to be used in a psychi- 
atric hospital audit. The scientific spirit of 
the staff as well as the extent to which the 
group works together, is related to the fre- 
quency of medical conferences held for 
evaluation of patient care. I am especially 
interested in the type of conferences held at 
ward level, under the direction of a chief of 
service or section. Because of variations from 
one hospital to another and the difficulty of 
evaluating the “therapeutic” nature of a con- 
ference, it seems best at the present time, to 
reserve such an index for later consideraton. 

The 10 components listed are a good tenta- 
tive work-sheet for the audit of the psychi- 
atric hospital. With experience, it may be 
found that some are valueless, some should 
be down-weighed, new ones need be added, 
and some should be upgraded. With experi- 
ence, minimum standards can be determined. 
Significant differences between hospitals will 
provide clues for special study, 

The important thing now is to come to 
some agreement, to use a formulation even if 
only a provisional one, in auditing treatment 
provided in our hospitals. The ideal is to 
develop reports that will be interpreted the 
Same way by all sophisticated observers 
rather than to issue figures that can be read 
one way by one reader and a different way 
by another. The public has a larger invest- 
ment in psychiatric hospitals than in any 
other kind. We owe them an honest report 
of what they are getting for that vast invest- 
ment. And an honest report is not possible 
unless we come to some common agreement 
about the words we use in describing hospital 
activities, 

In most countries, there is a national net 
work of mental hospitals. Here we have 4 
State systems, plus 4 federal systems *—@ 
total of 52 different mental hospital adminis- 
trations. Each state or federal system be 
comes a sort of laboratory, and we have on¢ 
of the world’s most magnificent opportunities 


2U, S. Public Health, St. Elizabeths (District 
of Columbia), Defense, and VA. 
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at our finger tips. One state emphasizes 
lobotomy, one stresses shock, one gives little 
but custodial care, one highlights psychother- 
apy, one puts its faith in “total push.” If 
words and figures were comparable, we 
would have a wonderful experiment here; a 
chance to compare different measures of ther- 
apy. What has stultified this to date is un- 
willingness to agree on terms and numbers— 
the lack of a common language. What I pro- 
pose is the development of such generally ac- 
cepted criteria that “improvement” in one 
state will eventually mean the same as “im- 
provement” in another, and so for the rest 
of the vocabulary. 

Honest auditing will lead to more realistic 
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staffing patterns. Per diem costs can be trans- 
lated into action. It will furnish the poorer 
hospital with a needed goad to self-improve- 
ment, because the people of one state will 
not want their program to lag conspicuously 
behind that of the rest of the country. 

Some such program will thus improve the 
morale and intellectual atmosphere of the 
hospital; it will recognize the indispensable 
role of all members of the treatment team; it 
will do these things and much more, And 
what is more important than all these things 
put together—it will improve the care of pa- 
tients. 

This is a staggering challenge. Are we big 
enough to meet it? 


THE ROLE OF THE FATHER IN THE FAMILY ENVIRONMENT OF 
THE SCHIZOPHRENIC PATIENT » 2 


THEODORE LIDZ, M.D., BEULAH PARKER, M.D., ann ALICE CORNELISON, M.S.S. 
New Haven, Conn. 


This paper is extracted from a long-term 
study of the interaction of all members of 
the families of schizophrenic patients, The 
study seeks to recreate and analyze the family 
environment in which the patients grew up. 

The methodology and its rationale is not 
presented in detail, nor are its strengths and 
defects discussed, The major investigative 
tool was the interview. All members of each 
family have been interviewed repeatedly to 
gain understanding of the personalities and 
motivations of each family member and how 
each person affects every other member of 
the family. They have been interviewed 
separately, in pairs, and in groups. In all 
instances, at least one member has been inter- 
viewed approximately weekly for many 

months and up to a year and a half, and at 
least one other member on a number of oc- 
casions. Factual data are understood and 
evaluated through knowledge gained from 
critical observation of interaction between 
family members and their ways of relating 
to the hospital staff and the research team. 
A primary interviewer constitutes a rela- 
tively constant factor against which the re- 
activity of all of the persons studied can be 
gauged. Projective testing has supplemented 
and aided the study of the interview data, but 
has not as yet been correlated with all the 
material presented, . 
The study is not concerned with a cross- 
section of families of schizophrenic patients, 
All the patients were in a private psychiatric 
hospital for an extended period; all came 
from upper-class or upper-middle-class fami- 
lies, with the exception of 2 or 3 from the 
lower middle-class, Only families in which 
the mother was alive and available were 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J. 
May 9-13, 1955. 

2 From the department of psychiatry, Yale Uni- 
versity School of Medicine. This research is sup- 
ported by grants from the National Institute of 


Mental Health and from the Social Research 
Foundation. 
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studied, and there was some selection in favor 
of intact homes, For these and other reasons, 
there is a strong bias in favor of better-or- 
ganized families, and therefore the material 
is not suitable for statistical comparison with 
previous studies of families of schizophrenic 
patients. 

At present we have studied, or are con- _ 
tinuing to study, 16 families of whom only 
5 are families of female patients, The study 
is far from complete, and the material offered _ 
is simply a first venture into analyzing and 
Summarizing the data, subject to consider- ` 
able future revision, 

It has become apparent that the father 
frequently exerts an extremely noxious of 
pathogenic influence upon the family and the 
patient. This study seeks to define the role or 
roles that the fathers have played in these 
families. This is not an attempt to “I- 
criminate” the father as pathogenic in the 
way in which certain mothers have been q 
designated as schizophrenogenic. Rather, we 
are interested in the dynamic structure of the 
family and, in looking at the picture that con- 
fronts us, it seems clear that careful attention 
must be paid to the father as well as the 
mother, 

This presentation is one-sided, of course, 
as the mother will not be considered, but 
obviously she is sometimes a very strange 
person who, in some cases, seems sufficient in 
herself to have virtually prevented any rear 
sonably normal development in her offspring: 

owever, much attention has been paid to 
the mothers in recent years, both because the 
obviously eccentric and paralogic character” 
istics of some mothers of schizophrenic pa- 
tients make a very forceful impression upo 
the psychiatrist whom she harasses, and be 
cause of theoretic considerations which have 
led to focussing attention on the patients 
early years, when the mother usually forms 
the significant interpersonal milieu of thé 
child. Although there are excellent reasons 
to reconsider such conceptualizations, Wê 
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shall not do so here, but merely point out 
the unrealistic tendency to overlook the 
father’s great importance in the develop- 
mental process and the profound effect he 
can have upon the mother’s relationship to 
the child. 

There are still very few studies of the 
family environment of schizophrenic patients, 
even though its importance in shaping per- 
sonality is recognized by virtually all social 
scientists and dynamically oriented psychi- 
atrists. Papers specifically focussed upon the 
father are even less frequent. Still, every 
investigator who has studied the family set- 
ting or the parental personalities has been im- 
pressed by indications of serious defects in 
the paternal relationship to the patient. 

Lidz and Lidz(4), because of their statisti- 
cal findings and also because of the case 
studies in their survey of the family environ- 


ment of 50 schizophrenic patients, com- 
mented : 


an it is apparent that the paternal influences are 
vxious as frequently as are the maternal. coe 
a ra some of the cases leaves the impression 

d there been a stable father . . . the patient 


would not have been so seri 
not | iously affected b 
mother’s difficulties, ice ieee 


nite) in his analysis of the family histo- 
thet T 392 schizophrenic patients, suggests 
; € father’s role has not been adequately 
ce or understood. Gerard and 
r study of the family background of 
ae schizophrenics contrasted with 30 
Tide trom the same social milieu(3), 
A gaa 4 data concerning the fa- 
oN Aes can be summarized briefly, but 
only 99 peek by their findings that 
contrasted” „the schizophrenic patients, as 
ate with 66.6% of the control group, 
E EA raie who had been in 
Š with the patient. They con- 
to ret 85% of the fathers of Ad A 
tien poical meaning weak, immature, 
Bs eae.” retiring men, not necessarily 
efinitel € in work or their friendships, but 
adequate in their family adjust- 
description e2) does not agree with this 
study Were although 7 of 23 fathers in her 
ive, = ae indifferent, negligent, and pas- 
She ae vere seriously cruel and Tejecting. 
cruel fatha Pressed by the combination of 
ers and overprotective mothers in 
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6 cases, as contrasted with but one such in- 
stance among the controls. Ellison and Hamil- 
ton(1), in a study of 100 male schizo- 
phrenics considered that 80% of the fathers 
were poor models; $ were domineering and 
sadistic and $ were indifferent and extremely 
passive. They also noted the deleterious ef- 
fect of the combination of aggressively domi- 
neering but rejecting fathers and oversolici- 
tous mothers. 

Reichard and Tillman(5), in their diffuse 
but insightful paper on parent-child relation- 
ships in schizophrenia, describe 2 patho- 
genic types of mothers and then designate 
as “schizophrenogenic” a typeof domineering 
and sadistic father who is overtly rejecting. 
Their description pertinently notes the basic 
weakness of the tyrannical but ineffectual 
father, his dependence upon the mother de- 
spite his abuse of her, and his jealous rivalry 
with the children which makes it impossible 
for the mother to give them adequate care 
and affection. However, the more compre- 
hensive picture that these authors portray 
scarcely fits any father in our series and 
may well be a composite of outstanding traits 
rather than a description suited to any single 
person. 

Our relatively small series contains few if 
any fathers, who filled their paternal role 
effectively. Two or 3 may have been adequate, 
but were of little help in counterbalancing the 
influence of their strange wives: with these 
potential exceptions, the fathers were defi- 
cient because of their own serious personality 
difficulties. A meaningful common factor in 
the difficulties of these fathers has not yet 
been uncovered. Although they have been 
sorted into 3 groupings, this is an approxi- 
mate sorting : certain traits of one group are 
noticeable in others, and there is need for 
subgroupings, which may merge as the num- 
ber of subjects increases or emerge as dis- 
tinctive groupings. In studying individuals, 
each of whom lives in a different situation, 
any categorization has limitations. The 
groupings appear justified when the father’s 
effect on the family is considered. 

The first group concerns the fathers of 
some female schizophrenic patients. They 
are in constant severe conflict with their 
wives, undercutting the wives’ authority with 
the children and their worth as persons, 
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while seeking to win the daughters to their 
side of the controversies. They have rigid 
and unrealistic expectations that their wives 
will docilely conform to their own peculiar 
ways of regarding the world and of rearing 
children, perhaps wishing a wife who con- 
stantly agrees and builds up their self-esteem. 
Disappointed in their wives, they would like 
to mould their daughters to fit their needs. 
They are paranoid in their distrust of people, 
and when unreasonable demands force their 
wives to subterfuge, such mistrust is 
heightened. 

The conflict antedates the birth of the 
children, who simply become the focal point 
in the struggle and are caught between the 
parents, Although these fathers have tyran- 
nical tempers and are habitually cruel in their 
attitudes to the wife, they are not necessarily 
strict with their daughters. Rather, they are 
Oppositional to the wife’s expectations for the 
child. The wooing of the daughter is not 
necessarily sexually seductive, but seeks to 
gain her allegiance. When rejection of the 
children occurs, it is because he has lost them 
to the mother, or because he cannot tolerate 
having the child he wished to win for himself 
become ill, At times, there is a strong in- 
vestment in the daughter, but the affection is 
apt to have a sadistic tinge, and the father 
cannot restrain himself from punishing the 
mother through the daughter. 

Indeed, there is a variant of the relation- 
ship in which the father is overtly sexually 
seductive and jealous of the daughter along 
with his sabotage of his wife as a person and 
a mother. However, we shall not report on 
this pattern here, 

This father is highly inconsistent, confus- 
ing the children who seek to satisfy him. 
The behavior he demands depends upon his 
neurotic or psychotic needs, Further, a basic 
though unconscious dishonesty, which seems 
to derive from projection of his own wishes 
onto his wife or daughter, disillusions the 

offspring. In our experience, it is the 
daughter, who sides with the father and seeks 
his love, who becomes psychotic. 
follow the mother in her development and 
the father’s demands are too inconsistent, un- 
realistic, and hostile. In some instances, ac- 
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ceptance of the father’s tenets would require 
pathologic distortion of reality. 


The A’s marriage had been seriously disturbed 
almost from inception. Mr. A became violently in- 
furiated with his poorly organized wife and spells 
of gloomy depression punctuated his chronic irrita- 
bility. His ways of doing things were right and 
his wife’s failure to comply with his set notions 
was unbearable. At the time he married, he had 
graduated from college, where he had been ill 
at ease, unrealistically feeling handicapped and 
unwanted because of his background. He had 
never dated a girl before his brief courtship. He 
married without concern that his wife's devout 
Catholicism might cause difficulty, and agreed to 
rear the children as Catholics. Soon after the 
marriage, he informed Mrs. A that there would 
be no problem because they would not have chil- 
dren. When his wife became pregnant, he accused 
her of conceiving to prevent the marriage from 
breaking up, though he had assumed responsibility 
for the contraceptive practice. He refused to let 
the patient be baptized Catholic and thus began 
a conflict which still continues. Although the 
younger daughter has espoused Catholicism, she 
keeps it secret from her father, for she is certain 
that he will turn violently against her as he has 
against his wife, The religion of the children has 
been a focal issue, though not the sole cause of the 
incessant strife. Threats of separation have rē- 
curred as long as the children can remember, both 
Parents saying that they remain because of the 
children. Mr. A is not only constantly critical of 
Mrs. A and oblivious to her feelings, but pointedly 
seeks to hurt her. He blames Catholicism for all 
her faults and he habitually comments on the 
wrongdoings of any Catholic miscreant of whom 
he reads in the paper. He constantly belittles any- 
one without a college education and derogates his 
wife because she attended only a 2-year teachers 
college. In general, Mr. A is lax concerning his 
daughters’ supervision and their dating, but objects 
violently if they go out with a Catholic or a boy 
without a college education. His instability am 
outbursts keep the home in a state of chronic tet 
sion, His unfeeling and thoughtlessly cruel re- 
marks to his schizophrenic daughter reflect his dis- 
appointment in her and in the way his own life has 
developed. 

Mr. A's effectiveness as a father was further 
diminished when he was afflicted with a chronic 
and incapacitating illness when the patient was 9 
He was invalided for 8 years, stubbornly refusing 
the necessary operation. His disposition worsen a 
as he became Physically dependent upon his wi 
Although fairly successful in his career, he k 
suspicious of his superiors and co-workers. pis 
also unduly sensitive to any indication that 
wife finds caring for him troublesome. he 

Mr. A has made it clear to his daughters that 4 

tes his wife and scorns her, while letting t a 
patient feel that she is more important to 5 5 

Owever, he is inconsistent with the daughters 10% 


a 
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while overpermissive, he is also harsh, critical, 
and cynical. 

‘The second group concerns the fathers of 
some of the male patients. These men are 
rivals with their sons for the mothers’ at- 
tention and affection, behaving like jealous 
older siblings who must outshine the patient. 
‘They seek prestige and hold up their worldly 
success to their sons while sabotaging the 
boys’ efforts and self-confidence. They do not 
participate in raising the children but inter- 
fere with their wives’ efforts to be mother- 
ing. Their effectiveness as fathers is fur- 
ther diminished by absence from the home or 

d , and by behavior outside the 
bin that makes the children ashamed of 


These fathers are extremely self-centered 
and the children may be resented as impedi- 
nents to the success they need in order to 
feel pated. wife is torn between the 

alous demands placed upon her and either 
the a or son, or both, feel the de- 
pri in some instances the impression 
is that the father withdraws from ‘te home 
eca cannot endure the attention his 
wife must give the son. The son feels the 
tofi j § inadequacies as a husband, and seeks 
(0 till the gap in his mother’s life, augment- 
ing his fear of the jealous father. 


ie inconsistent behavior, the temper out- 
1 ae the personality disturbances of 

Screate great tension in the home. 

Merof the mothers in this predicament 

tes i the impression that they could 
ad the a Teasonably satisfactory mothers 


athers not re 
eir efforts, sented and opposed 


Mr. y isa forceful businessman, an executive in 
Ka T s largest corporations, and for- 

met Mrs, Y eg of national renown, When he 
jected and ie was a glamorous figure, but de- 
as pies Pag disgraced because he had been 
tv f iee r cheating on exams. They 
ia together jae y tor a year prior to marriage, 
had ganian atmosphere, With marriage, Me Y 
an tiga in feeling sexually aroused by a 
tara rn ee bis wife, In the tradition of his 
but epeen e e separated sex from marriage, 
Ban tod. hed his wife’s sole concern. He be- 
Ti consort with other women. When 
40 have «1 ay years after the marriage, he 
Tot pay sis an ent outbursts when his wife could 
um zi te attention to his wishes. He be- 
then tore aiTSIY. irritable and demanding, and 
Coholic and Promiscuous. Although 


Mrs. Y strove to satisfy his need for companion- 
ship, she was so upset by the constant turmoil that 
she agreed that he take a promising travelling posi- 
tion that would keep him away from home except 
for weekends. She felt that the marriage could 
not continue with him at home. 

Mr. Y. found no common interests with his son, 
who shared his mother’s intellectual and artistic 
interests. However, it became clear that although 
disappointed in not having a manly son, he could 
not have tolerated one. He never coached, nor 
taught, but criticized and lost his temper with the 
boy’s athletic efforts. He had similarly squelched 
his younger brothers’ efforts to rival him. 

Mr. Y’s brief sojourns at home have always 
been unpleasant, for he seeks to take his wife away 
from the children and he is usually partly or 
completely intoxicated. During the patient’s adoles- 
cence, Mr. Y’s affair with a woman in the neighbor- 
hood created considerable scandal. Mrs, Y con- 
sidered divorce, primarily because of his drinking, 
and told the patient he might have to assume more 
responsibility for the family if she separated. Mr. Y 
continued to belittle the patient’s efforts at mascu- 
line achievement, which were made in a desperate 
effort to gain recognition from his father. 


Other fathers in this group tend to be para- 
noid, suspicious of the motives of others, 
grandiose in their notions of their abilities, 
and with distorted concepts of causal rela- 
tionships. i 

The third general category comprises 
fathers who are very passive and tend to be 
nonentities in the home, affording little or no 
guidance to the children. They are secondary 
figures who, at the most, offer passive sup- 
port to the mothers, implementing their 
wishes and ways of doing things, but some 
scarcely participate in the responsibilities for 
the children. It is clear that they are not ac- 
ceptable masculine figures to their wives and 
form weak models for their sons. Perhaps a 
still more pathogenic factor is their failure to 
counter eccentric or bizarre patterns of child- 
rearing established by their wives. 

In one striking subgroup of this category 
of passive or withdrawn fathers, it appears 
as if the mother had married the father be- 
cause she did not wish to be dominated by 
a man or to have a demanding husband but 
rather wanted one who would simply serve 
her needs. She has little real respect for her 
husband, but wishes the son to live a life 
closed to her because she is a woman. The 
father demands very little, as if continuing a 
relationship with a mother in which he had 
been satisfied to gain some attention as a 
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lesser sibling. Indeed, the 2 most striking 
examples were reared as adopted children. 
The father accepts the wife as a grown-up 
authority who guides him and the family. 
He accepts the fact that the son is her pri- 
mary concern without apparent resentment. 
The father does not impede the son’s growth 
into the effeminate role which seems to fill 
the mother’s needs. 


Mr. C is a steady husband and a competent pro- 
vider. His meekness in his wife’s presence is al- 
most pathetic. For a long time, he only communi- 
cated messages for his wife, serving primarily as 
an additional voice for her. She is far from in- 
articulate, but cannot repeat the same unanswerable 
questions or the same set ideas concerning the 
etiology of her son's illness often enough. Under 
the pretense of transmitting messages from her, 
Mr. C. managed finally to say something about 
himself and his wife. 

Soon after his marriage, Mr. C recognized his 
wife’s eccentricity and the rigidity of her ideas. 
On a few occasions, he had tried to oppose her 
wishes but could never gain his point and stopped 
trying. He felt that his wife was highly intelligent 
and very well-read concerning child rearing and he 
did not feel qualified to contradict her. He wished 
to have peace in the home. At times he doubted 
her wisdom, but she was so certain of her convic- 
tions that he went along with her ways. He never 
intervened in the relative social isolation Mrs, C 
imposed upon the children, nor contradicted the 
bizarre ideas that she applied to their upbringing, 
Concerning his own life with her, things were not 
important enough to him to take a stand, for Mrs, 
C will never stop until she wears him down. He 
finds an outlet in his business life. He has accepted 
his Wife's dictum that they now live only for their 
sons recovery, and for many years has scrimped 
and saved to maintain his son in private hospitals 
despite very pessimistic prognoses, 

Mrs. Cc had married him after a fiancé of 5 
years standing had died. She was not aware that 
he was courting her, simply considering him a 
young man who went along with her group. When 
he proposed, she was taken aback and blurted out 
“But how old are you?” He apparently had an 
unusual asset as a suitor, for in one of her most 
insightful statements, Mrs. C said, “He didn’t get 
as annoyed with my talk as most men.” The hos- 
pital personnel who have talked at length with 
Mrs. C agree that it takes an unusual man to live 
with her. 

Mr. D is somewhat less complacent and com- 
pliant, but he went along for many years with his 
wife’s strange ways of raising their twin sons and 
her exaggerated and even phantastic aspirations 
and expectations for them, Eventually, he began 

to struggle to some extent, but continued to share 
many of her distorted evaluations of her sons, As 
his efforts were frustrated, he found increasing 
solace in alcohol. 
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The second subgrouping of passive fathers 
who are relative nonentities in the home are 
men who have been defeated in life. Some 
have been unable to cope with their wives’ 
coldness and exclusion, but others are men 
who have left their wives and children with 
little emotional support after they failed in 
life. Once these fathers had shown ability 
but by the time the patient came along, they 
were defeated and rather pathetic figures 
with little self-esteem. They have no prestige 
in the family and some are treated with 
contempt or disregard by their wives. The 
children are apt to be caught up in the 
father’s failure and the social decline of the 
family. 


Mr. B had long struggled ineffectually against 
his cold wife and the domination of -he family by 
her sisters, He tried to play a role of exaggerated 
manliness, but his wife treated him with contempt 
and as an outsider who did not belong in the family, 
rejecting him sexually and emotionally. He forced 
a separation from her family by threatening di- 
vorce, but failed in his business in the new locality. 
He required emotional warmth and found refuge 
in alcohol and in his maternal home. Finally, after 
causing an accident in which his wife lost an eye 
and her beauty, he humbly capitulated to make 
restitution, Although, in contrast to some other 
fathers in this group, Mr. B tried to make up t0 
his youngest son for his wife’s inordinate neglect, 
illness and death soon removed him from the boy's 
life, 


As these relatively conservative and neces- 
sarily abbreviated descriptions may leave an 
impression that these fathers do not differ 
very much from those in the general popula- 
tion, I shall present in a different manne? 
some data concerning 12 of the fathers study 
of whom is almost completed. > 

Nine showed notable defects in reality 
testing that affected the family life markedly 
and perhaps influenced the mental disturb- 
ances of the children. Of these 9, at least 4 
were paranoid, both in regard to suspicious- 
ness and in their type of thinking, with whic 
they expected the family to agree. Anotit 
was probably psychotic but in an ill-define 
way. One father was unable to modify PS 
way of living and his opinion of himself after 
insurmountable business reverses. He fa! 
to recognize that he was a serious drain upon 
the family resources and an abysmal faite 
rather than an important or great man, 3$ = 
continued to convey to the world. Two 9 
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3 unable. to recognize or counteract their 
wives’ fantastic ideas, abetted them as if 
living in a folie à deux, producing an unreal- 
istic environment in the home. 

The constant dissension between parents 
in half of the homes was aggravated by the 
father’s overt or covert sabotage of his wife’s 
prestige and authority. The converse, the 
frequent undercutting of the father by the 
mother, is not a concern of this paper. Five 
or more fathers assumed no share of re- 
sponsibility for rearing the children, aside 
from providing financial support, and 8 were 
very distant and aloof. Four were clearly 
rivals with sons for the mothers’ attention 
and affection. 

„Half of the families were disturbed not 
simply by friction between parents, but were 
split by discord concerning fundamentals of 
family living and the role of the parents in 
the family. 

Such data emphasize the frequency with 
Which the father contributed to the difficulties 
in the home. However, we do not wish to 
imply that all the fathers were seriously 
etrimental parents, though our group con- 
TOT few, if any, who functioned ef- 
tee, ie We repeat that the types of fa- 
a aa have been depicted are not specific 
of ie tes with a schizophrenic child. In 
: rger study, we are concerned with in- 
FE and disintegrative forces in the 
‘a es are studying possible relationships 
a he disorganization of the home and 
etiolo ar of rearing children and the 
of he 2 schizophrenia, From the results 
usually 3 udy, it is Evident that the fathers 
ails Ontribute in a major way to the 
most pr sa environments. Similar fathers 
a child a y exist in other homes in which 
Serioust . not become schizophrenic or 
of the eA 1 s The father constitutes but part 

ta oe he Environment. The purpose of 
cerned with S been limited and it is not con- 
and aie interaction between maternal 
it attempt t Personality difficulties ; nor does 
ficulties va op the influence of these dif- 

thelr. he development of the children, 
Project sl ain problems with which the total 
.. Slowly makes headwa 
iS report is a fi ap 
and not a lefini a first essay into the field 
of Schizoph nitive analysis of the fathers 
renic patients. The several group- 
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ings have not exhausted the variants. Other 
ways of grouping are not only possible, but 
apparent to us, and other types will appear as 
the study expands. We have had 2 objectives 
in collating the material at this time. First, 
to demonstrate that most fathers of schizo- 
phrenic patients have serious personality dif- 
ficulties that markedly limit their effective- 
ness as parents and often contribute greatly 
to the disharmonies and eccentricities of the 
families in which the patients grow up ; some 
would make it extremely difficult for any 
mother to fill her role adequately. The ma- 
terial also emphasizes the need to recognize 
that the mother can be seriously influenced 
in her mothering by her spouse. Second, 
such scrutiny of the fathers and the group- 
ings derived are preliminary measures that 
will further study of the parental interaction ; 
and if, as currently seems likely, we find that 
certain types of women marry certain types 
of husbands, we shall not have to continue 
to consider each family on an individual basis 
alone. 


SuMMARY 


Study of the personalities of fathers of 
schizophrenic patients and their roles in the 
family has shown that few, if any, have filled 
the paternal role usually expected in middle- 
and upper-class families, and many exerted 
seriously pathogenic influences upon the 
family structure and upon the rearing of the 
children. There is no one type of father who 
exerts this deleterious influence and who can 
properly be termed a schizophrenogenic 
father ; however, we have tentatively grouped 
these fathers into 3 or 4 categories, a group- 
ing which we realize is not all-inclusive: (1) 
Fathers of schizophrenic daughters—con- 
stantly in battle with their wives who do not 
fulfill their rigid and distorted expectations, 
and struggling to gain the daughters to fol- 
low their patterns while sabotaging the wives 
as mothers; (2) fathers who cannot endure 
the rivalry of a son for the wives’ attention 
and who impede the wives’ efforts at mother- 
ing while derogating the sons; (3) passive 
fathers who are nonentities in the home, who 
do not fill their wives’ ideals for a male, and 
furnish little in the way of acceptable pat- 
terns for their sons to follow. Some of this 
group have never filled the masculine role in 
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the home, while some have failed, lost self- 
esteem, and left the families for the mothers 
to guide without support. The role of the 
mother is not considered in this paper, which 
seeks only to highlight the difficulties pro- 
duced by the fathers. 


BIBLIOGRAPHY 


1. Ellison, E. A., and Hamilton, D. M. Am. J. 
Psychiat., 106: 454, 1949. 

2. Frazee, H, E. Smith College Studies in So- 
cial Work, 23: 125, 1053. 

3. Gerard, D., and Siegel, J. Psychiat. Quart., 
24:47, 1950. 

4. Lidz, R. W., and Lidz, T. Am. J. Psychiat., 
106: 332, 1949. 

5. Reichard, S, and Tillman, C. Psychiatry, 
13: 247, 1950. 

6. Wahl, C. W. Am. J. Psychiat, 110: 668, 
1954. 


DISCUSSION 


Wikram F. Orr, M.D. (Nashville, Tenn.) — 
We are grateful to Dr. Lidz for attacking the com- 
plex problem of the role of the father in the life 
history of his schizophrenic child. It seems prob- 
able, a priori, that it is not the mother alone who 
is the villain in the piece but the unity—or better, 

'disunity”—of parental figures, paternal as well 
as maternal, and the environment which together 
they create that is basic. Dr. Lidz has described 
quite convincingly a number of such fathers and 
demonstrated ‘that their personality was adverse 
to rte: issn dicing in the child, and most 
cei y must have disturbed profoundl: 
ary s rlaionehip. f pi 

ince y tentatively identifies the funda- 
mentals of the father’s roles, it would be Ban 
to speculate on a speculation; but I shall comment 
chiefy on the method of study. What comprises 
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data in a study such as this when there is no clear 
thesis being tested, when most of the significant 
events occurred in the order of two decades prior 
to the study, and when the epitome of it, the illness 
of the child, has in itself created changes in the 
reaction of the parents to each other and to any 
interviewer in a setting involving the child's ill- 
ness? True, one of the fundamental tests of defini- 
tive psychotherapy is the reconstruction of the 
environment in which the illness had its beginnings, 
but is the setting created in this study equivalent 
or even comparable to a reconstruction in psycho- 
therapy? Would not 400-500 hours of work with 
one father of a schizophrenic child, the emphasis on 
him rather than the child, bring into focus more 
pertinent and valid data as to his true role in the 
situation than 30 hours of anamnesis with 16 
fathers? 

Further, is it possible to find any but the most 
obvious facts (which would probably be self-evi- 
dent) by a method as unstructured as the case 
work interview? In addition to these objections, 
there is (1) the fact that here the data are col- 
lected by one person, organized and collated by 
another. No matter the understanding and objec- 
tivity of the workers involved, distortions of and 
lapses in data are bound to occur without a scheme 
or form of some sort. (2) The material is in å 
way transcultural (as economic status was a basis 
of selection which does not identify the culture), 
and forces which are applicable in one family con- 
stellation are not necessarily true for another. The 
significance of the father in one subculture being 
different, the same personality traits may play ® 
very important part in one family and little in 
another. a 

Dr. Lidz acknowledges the difficulty implicit 11 
this study. Most assuredly it is a subject which 
even partially understood, could contribute 1m- 
mensely not only to our knowledge of schizo- 
phrenia but to the wider field of mental health 
generally. I cannot but question: is this a possible 
way to find the answer ? 


SENESCENCE, SENILITY, AND ALZHEIMER’S DISEASE! 


NAOMI RASKIN, M.D.,? ano RUTH EHRENBERG, M.D.3 
Boston, Mass. 


Problems of physiologic and pathologic 
changes in old age occupy an important place 
in medical and psychiatric research. The 
pathogenesis of psychoses in old age and the 
relationship of normal senescence, senility 
and Alzheimer’s disease have been subjects 
of much scrutiny and speculation, with con- 
tradictory results. 

Perhaps survey of unselected cases of aged 
Patients studied postmortem may clarify 
some of our ideas of the relationship of the 
clinical and neuropathological findings. This 
report is based on the review of 270 cases, 
aged 60 to 97 years, studied in the course 
of the years for different reasons. Hospital 
residence was from 2 days to 49 years. The 
Patients represent a cross section of a large 
state hospital elderly population. As these 
cases had been studied with silver stains, 
cresyl-violet, Cajal, Hortega, Loyez, and the 
Usual routine stains, they are suitable ma- 
terial for this study, 
pe "i Steady increase in numbers of old 
= ca Poses an important question: Are 
Kiet, chia a Eea old age or are we pro- 
"ai F neh le do not yet know why 
Se er E ow old gracefully and some be- 

ste y otic, Anatomo-pathologic studies 

Beate not give answer to this question. 
Eh nai examples of brilliant men and 
a o worked with energy and distinc- 

ei ne end of their eighth and ninth 
then, t may, of course, be said that these 
fil und bay exceptionally endowed with men- 
fe i thc vigor, and so they are, but the 
ity ot i literature on the changes in the 
not differ F € great and outstanding men do 
e vs Tom those found in the brains of 
Psychotic eg ie persons and in some 
=i of the clinical records, au- 
ean ally "ith annual meeting of The Ameri- 

y, 13, toss Ssociation, Atlantic City, N. J., 
Mass. thologist, 

* Seni AM 
Masi Physician, Boston State Hospital, Boston, 


Boston State Hospital, Boston, 


topsy protocols, and microscopical findings 
the patients were divided into 4 groups. 

Group I consisted of 150 cases, 78 men and 
72 women, aged 60 to 97 years. Most of 
them were diagnosed clinically as psychosis 
with cerebral arteriosclerosis ; others as senile 
brain disease. The presence of arterioscle- 
rosis was confirmed in all cases. Four had also 
metastatic carcinoma of the brain and 2 had 
other brain tumors, a meningioma and an 
astrocytoma. In retrospect, we think that in 
these 6 cases the psychosis was due to the 
presence of these tumors rather than to 
arteriosclerosis. 

The weights of the brains in this group 
were from 1,000 to 1,580 gm. Cerebral edema 
was frequent. The pia-arachnoid was usually 
opaque and thickened. The arteries at the 
base of the brain showed a variety of arterio- 
sclerotic changes from a few white patches 
in the walls of the vessels to a complete 
calcification of all the vessels of the circle of 
Willis and their main branches. Congenital 
malformations of the vessels were seen in 2 
cases and a small aneurysm of the right 
middle cerebral artery in one. There were 
either a large focus of softening or many 
small foci. Of this group 57 patients had 
cerebral arteriosclerosis of different degrees 
of severity, including recent and old ischemic 
softenings and acellular areas, and 93 had 
arteriosclerotic changes complicated by the 
presence of senile plaques. Only one patient 
had also a few Alzheimer’s neurofibrillary 
changes. 

Group 2 consisted of 43 patients, 10 men 
and 33 women, aged 70 to 95 years. Most 
of them had been diagnosed as senile brain 
disease; others as cerebral arteriosclerosis. 
Brain weights were from 960 to 1,440 gm. 
Cerebral edema and internal hydrocephalus 
ex-vacuo were present in many cases obscur- 
ing the real weight of the brains. Micro- 
scopically, all these patients had senile plaques 
in moderate numbers. Four female patients, 
aged 70, 80, 88 and 95 years, had a few 
Alzheimer’s neurofibrillary changes. Non- 
specific changes of ganglion cells were pres- 
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ent in all cases. Amyloid bodies were present 
in large numbers. 

Group 3 consisted of 26 patients, 9 men 
and 17 women, aged 6o to 85 years. Five 
were diagnosed as Alzheimer’s disease before 
death and one had a presumptive diagnosis 
of Pick’s disease. The rest had been diag- 
nosed as cases of cerebral arteriosclerosis or 
senile disease. These diagnoses were dis- 
proved by microscopical examination and re- 
view of the clinical records. Clinically these 
patients showed insidious onset of disease, 
motor unrest, spatial disorientation, aphasic 
disturbance, ending in complete mutism in 
many of them. There were also epileptiform 
seizures and general body wasting. The pro- 
found dementia and the aphasic disturbances, 
usually absent in senile psychosis, put these 
patients into the group of Alzheimer’s disease 
irrespective of age or the lateness of onset. 
The weights of the brains in this group were 
from 860 to 1,200 gm. Histologically, 24 
cases had numerous neurofibrillary changes, 
and all but one had senile plaques. The senile 
plaques were found throughout the brain, 
overshadowing the mild arteriosclerotic 
changes that were present in some but not all 
cases. Diffuse loss of ganglion cells and an 
enormous number of amyloid bodies were 
present. The histories of these patients 
showed that the illness began within 1 to 5 
years prior to the admission, Hospital resi- 
dence was from to months to 3 years, so that 
the duration of illness can be estimated as 
from 2 to 7 years, with the onset in the late 
60’s and 70's. Two patients had Pick’s 
disease, 

: Group 4, a miscellaneous group contain- 
ing all the patients who did not fit into the 
first 3 groups, consisted of 51 patients, aged 
6o to 92 years. Most of these had a long 
hospital residence (the longest 49 years) 
grew old, and died at the state hospital. We 
have subdivided them into the patients with 
so-called “functional” psychosis, 23 cases, 
and those with organic psychosis, 28 cask. 
Of the 23 “functional” patients, 8 were 
manic-depressive, 5 schizophrenic, 5 had 
psychotic depressive reactions, 3 had para- 
noid states, one was diagnosed as involu- 
tional melancholia, and one as psychoneu- 
rosis. Of the 28 organic cases, 3 were luetics 
with pronounced atrophy of the brain, 2 
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female patients with pernicious anemia had 
severe changes in the brain, as well as the 
combined subacute degeneration of the cord, 
and 23 were alcoholics. Of the 3 luetics, 1 
woman, aged 73, had senile plaques. One, 
75 years old, diagnosed as paranoid state, had 
a large adenoma of the pituitary gland as 
well as senile plaques. Of this group, 15 
had severe arteriosclerotic changes of the 
small vessels, 12 had senile plaques and a 
few Alzheimer’s fibrillary changes, and 1 
alcoholic had arteriosclerotic changes, Three 
patients with “functional” psychosis had nor- 
mal brains. 


DISCUSSION 


Aging affects the brain mainly in 2 ways: 
In the so-called senile atrophy of the brain 
the parenchymatous changes are pronounced 
and arteriosclerotic vascular changes, when 
present, are complicating factors only. In 
cerebral arteriosclerosis the vascular degen- 
erative changes predominate. Arteriosclerosts 
arises earlier in life than senile atrophy, €sp®- 
cially in people with hypertension, diabetes, 
etc. Cases of cerebral arteriosclerosis af 
more numerous in our series than senile brain 
atrophies, Arteriosclerosis may complicate 
the senile changes or be complicated by them, 
so that the patients bear the brunt of m! 
arteriosclerotic and senile changes, but the 
senile changes are not dependent on thes? 
vascular degenerations. Y 

The impression gained from this suna 
is that arteriosclerotic changes arising a 
people previously considered normal oF ! è 
psychotic patients who have reached old = 
are much more frequent than the er 
changes and constitute a problem of gre ie 
magnitude, being part of a general, w 45, 
spread process—general arterioscleret i 
With the wide use of skull skiagrams T 
a normal person is seen to have a 5€” 


. . the 
arteriosclerosis of the large vessels a his 
base of the brain, without impairment ° a 


mental capacities. It is not the arterio 
sis of the large vessels at the base © ma) 
brain, but the fine changes of the erio- 
vessels that are specific findings in pE af- 
sclerotic brain disease. More men wer rhe 
fected with arteriosclerosis than women. pe 
senile plaques were increased with the Th 
tient’s age and were more frequent ™ 
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oldest age groups. More women showed 
senile atrophy than men. 

The difficulties of clinical differentiation 
between the psychosis with cerebral arterio- 
sclerosis and senile brain disease are well 
known. More or less sudden onset of the 
disease, impairment of memory, poor emo- 
tional control, confusion, exacerbations and 
remissions, and focal signs put the patient 
in the group of cerebral arteriosclerosis, 
while the gradual loss of memory, disorienta- 
tion, poor judgment, and deterioration of 
personal habits are the accepted criteria of 
senile brain disease, but overlapping of symp- 
toms is common and may be explained by 
the fact that mixed arteriosclerotic and senile 
changes are more numerous than the un- 
complicated form of either. 

As the human cerebral cortex is said to 
have more than 92 billion nerve cells, a 
moderate, diffuse loss of them may not cause 
a striking interference with brain function, 
as it appears that we do not use all of our 
brain cells at any one time, but hold some 
1n reserve, so to speak. Aged patients have 
a diminished reserve to draw upon in case of 
emergency. The histories of our patients re- 
= that sudden upheavals, changes pro- 
d ic = increasing anxiety or insecurity, 
7 ack of motivation to use their remain- 
Sr aenta] resources may account for the 
fia hago Ethan do the aa 
eae E i one. Correlation of clinical 
ee Pathological changes showed that 
a. . does not always depend on the 
oe a brain atrophy and that patients 
‘side T ar brain lesions may present dif- 
= eee Pictures, a finding emphasized 
hs eae ild(11). For example, one of 
brain ene aged 89 years, with the 
numerous A ie gm. and showing 
spheres, wa i Plaques, was oriented in all 
memory ch i well informed, had no noticeable 
Paranoid id Ae but had well-systematized 
appears that s against her younger sister, It 
lon: bfi senility is a pathological condi- 
least Bf itated by many factors, not the 

oo are emotional, 
group 3 aa kryen and clinical records of 
Clinical at these cases had typical 
neuropathological features of 
disease, and, in our opinion, 
© diagnosed. Eighteen patients, 
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Should bea 
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aged 76 to 85 years, who were assumed to 
have senile or arteriosclerotic psychosis be- 
cause of their ages, were reclassified by us 
as Alzheimer’s disease on the basis of their 
clinical and histological findings regardless 
of age and lateness of onset. We believe 
that Alzheimer’s disease is an entity that 
does not depend on the presenile age of the 
patient, but can occur at any age. It was 
named “presenile” at the time when the 
changes were thought to be due to senility 
and, therefore, the term “presenile” was 
used to emphasize what was deemed to be 
an untimely occurrence. Since then, cases 
in young people have been described(r1, 2). 
Alzheimer’s disease has been found in people 
too young to be called presenile, and we be- 
lieve on the basis of this survey, that there 
are patients with Alzheimer’s disease too old 
to be called presenile. 

There is no more agreement as to the 
etiology of this disease than as to the histo- 
genesis of senile plaques and Alzheimer’s 
neurofibrillary changes(3-11). Bosler was 
able to reproduce Alzheimer’s-like changes 
in the nerve cells of Rhizostoma by dipping 
the animals in hypertonic sea-water(12). 
Von Braunmiihl experimented with artificial 
production of senile plaques and neuro- 
fibrillary changes(13). Alexander(14) has 
produced artificial “soaking” changes of 
neurofibrils and argentophilia of the nuclei 
of nerve cells and glial elements by incubat- 
ing pieces of fresh human brain in fluids 
such as distilled water and salt solutions. 
Fasting, exposure to cold(15), thyroidec- 
tomy and parathyroidectomy followed by ex- 
posure to temperature changes in animals(16, 
17), on one hand, cholera(18), dysentery 
(19), pellagra(20), general paresis(21), 
postencephalitic Parkinsonian syndrome(22), 
and cachexia in man, on the other, were fol- 
lowed by production of Alzheimer’s or 
Alzheimer’s-like fibrillary changes. The 
chemical nature of these structures is un- 
known. Alexander and Myerson(23) have 
demonstrated by the microincineration 
method that while senile plaques do not show 
any changes in mineral content, Alzheimer’s 
fibrils are hypermineralized. Josephy (24), 
found large amounts of acid phosphotase in 
senile plaques. Senile plaques have never 
been found in animals. Stern and Elliott (12) 
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produced Alzheimer’s-like fibrillary changes 
in vivo by injecting hypertonic and hypotonic 
solutions of glucose into rabbits. It seems 
from all these observations that attempts to 
produce Alzheimer’s and Alzheimer’s-like 
fibrillary changes and senile plaques did not 
result in the production of both, but only in 
Alzheimer’s changes. This finding leads to 
the deduction that they are probably pro- 
duced by different agents. Cases have been 
observed, one in our own series, where 
Alzheimer’s neurofibrillary changes were 
present without senile plaques and senile 
plaques may be present without Alzheimer’s 
fibrillary changes. Senile plaques may belong 
to the signs of old age, like gray hair or 
wrinkles of the skin, but it is uncertain 
whether Alzheimer’s fibrillary changes have 
been seen in normal old people. We do not 
know the agent or the agents responsible 
for their formation, but doubtless biochemi- 
cal studies will bring the answer to the prob- 
lem of Alzheimer’s disease, 


Summary AND CONCLUSIONS 


1. Two-hundred-seventy cases of patients, 
aged 60 to 97 years, were reviewed and ob- 
servations recorded. 

2. The largest number suffered from a 
chronic brain syndrome with arteriosclerotic 
brain disease. Typical arteriosclerotic vascu- 
lar changes in small vessels were found in 57 
patients and mixed arteriosclerotic and senile 
changes in 93 patients in this group. 

3. Examination of patients with senile 
brain disease revealed the presence of brain 
atrophy not proportionate to the age of the 
patient or the duration of his illness; small 
to moderate numbers of senile plaques in all ; 
mild to moderate arteriosclerotic changes of 
large vessels at the base of the brain in many ; 
and a few Alzheimer’s fibrillary changes in 
4 patients, 

4. Eighteen patients previously diagnosed 
as having arteriosclerotic or senile brain 
disease who showed typical clinical and neu- 
ropathological findings of Alzheimer’s dis- 
ease were so classified regardless of their 
advanced age and the late onset of the illness. 

5. Of the 51 patients with psychoses of 
different etiology who grew old and died at 
the state hospital, 48 showed arteriosclerosis 
and senile changes of mild to moderate de- 
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gree. Three with “functional” psychosis had 
apparently normal brains. 

6. The degree of brain atrophy was not 
always indicative of the patient’s mental de- 
terioration. Some patients with greatly atro- 
phied brains showed better compensatory 
mechanisms than others with less pronounced 
atrophy. 

7. From these considerations it follows 
that 3 approaches are open now for the pre- 
vention and treatment of psychoses of old 
age: ultimate control of general arterio- 
sclerosis, of which cerebral arteriosclerosis 
is a part; biochemical studies; and last, but 
not least, keeping old people motivated to 
use their remaining mental resources. 
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Dav Roruscutp, M. D. (Worcester, Mass.). 
—This study presents the largest series, to my 
knowledge, of psychiatric patients in the old-age 
groups with histopathologic correlations, and, as 
such, represents an enormous amount of work. It 
deals with a group of cases which is still somewhat 
neglected in psychiatry, despite the fact that the 
steadily increasing number of aged persons in the 
Population threatens to overburden if not over- 
whelm the public mental hospitals, unless the rising 
admission rates can be halted or reversed. 

This series of cases of Alzheimer’s disease is also 
one of the largest on tecord—that is, providing one 
accepts the authors’ view that this disorder occurs 
well on into the senile period (18 of their 24 patients 

sified as Alzheimer’s disease ranged from 76 to 85 
years). I agree that some of our senile patients 
show some clinical features, especially aphasic-like 
disturbances, resembling those seen in Alzheimer’s 
isease—also that such patients may show more 
extensive Pathologic changes, including more neuro- 

ril lesions than the average case of senile psy- 
chosis, However, we know that Alzheimer’s disease 
yeaa in the absence of neurofibril changes— 
aaa mer himself described such a case. Further- 
ma know that fibril lesions can occur in senile 

A ae In ry senile cases, I found Alzheimer 
Fri agit most all cases, usually scanty in 
doease hae an peert The fact is, Alzheimer’s 

TR with fae e pathognomonic feature, 

o Bad € authors’ suggestion that the term 
may not be a completely satisfactory one 
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for this group. Alzheimer’s disease is probably a 
type of reaction with a variety of etiologic factors. 
Yet, in most cases, I think we are dealing with an 
unusual or atypical senile condition. The fact that 
Alzheimer’s disease shows a distinct predilection 
for the female sex, as does senile brain disease, 
points in this direction. The main differences be- 
tween Alzheimer’s disease and senile brain disease 
are quantitative, i.e. the pathologic changes are 
usually more severe in the former than in the latter, 
but they are of a like kind. The chief clinical dif- 
ferences may also be regarded as quantitative. Of 
course, we do not know very much about the basic 
somatic factors in senile brain disease, It is con- 
ceivable that senility may be associated with a 
multiplicity of factors which may differ from case to 
case, and it is possible that certain special somatic 
factors within this broad range of senile changes 
may produce the special clinical and pathologic mani- 
festations which we call Alzheimer’s disease. This 
is perhaps not inconsistent with the idea of Drs. 
Raskin and Ehrenberg when they suggest the need 
for biological studies in this area. (Goodman in a 
1953 article suggests that Alzheimer’s disease might 
be due to a disturbance in the cerebral metabolism 
of iron.) 

The authors’ observations of a lack of correlation 
between clinical and pathological changes in senile 
brain disease and their suggestion that emotional 
factors may be more responsible for the psychosis 
than the anatomic changes alone are of distinct 
practical importance. They tend to support an opti- 
mistic view, which some of us have expressed—opti- 
mistic in the sense that it provides a scientific basis 
for prevention of senile psychoses. It raises the pos- 
sibility that active measures to promote the mental 
health of our aging population may prevent the 
occurrence of many cases of senile psychosis. 


PATTERNS OF SOCIAL INTERACTION IN BRAIN DISEASE? 


EDWIN A. WEINSTEIN, M.D.,? Wasuincton, D. C., ano ROBERT L. KAHN, Px. D,’ 
New York City 


Personality changes in patients with brain 
disease may be considered in a number of 
contexts. They may be studied in terms of 
a defect in some physiological or perceptual 
mechanism or conceived in terms of social 
behavior or language. In the latter view, as 
developed in the writings of G. H. Mead(1) 
and Sapir(2), one distinguishes the biological 
self from the social self which arises in the 
process of interaction in the environment. 
In the context of the social self, activities 
relating to vocal and emotional expression, 
sex, sleep, food, urination and defecation, 
and attitudes concerning work, health, and 
illness are meaningful for the study of per- 
sonality only insofar as they transcend their 
biological function and appear as symbolic 
rather than physiological entities, 

Through common validation by a cultural 
group various perceptual and motor elements 
are patterned into language. No entity in 
human experience can be defined adequately 
in terms of its physical properties alone but 
is given meaning in a system of social related- 
ness. Winking one’s eye serves not only to 
lubricate the cornea and protect against for- 
eign bodies but may express socially mean- 
ingful motivations. Sapir has pointed out 
that even one’s mode of breathing may have 
symbolic value and be a form of social be- 
havior, The hushed breathing at a funeral 
and the regularized breathing of a Yogi are 
significant not in a physiological sense but in 
terms of the social situation. In tribal cul- 
tures the same physical stimulus that is ex- 
perienced as ecstasy during a ritual ceremony 
may be associated with intense pain when 
administered by the hypodermic needle ofa 

medical missionary, By such patterning of 
language the individual relates himself in his 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 Neuropsychiatry division, Walter Reed Army 
Institute of Research, Washington, D. C. 

* Department of neurology, The Mount Sinai 
Hospital, New York City. 
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culture and is thereby provided with an im- 
portant form of adaptation to stress. 

Certain aspects of the behavior of patients 
with brain damage have been generally re- 
garded as manifestations of defects caused 
by lesions of a particular area of the brain 
or as representations of the disruption of 
specific physiological or psychophysiological 
mechanisms. Thus the effect of prefrontal 
lobotomy has been attributed to the cutting of 
fibers mediating anxiety. Following brain 
injury and after the administration of certain 
drugs some changes in behavior may appear 
which have been designated as “loss of in- 
sight,” “dulling of consciousness,” and “loss 
of inhibition.” This paper points out that 
such phenomena cannot be regarded as spe 
cific attributes of physiologically or percep- 
tually measurable deficits but are patterns of 
social interaction, 


LOSS OF INSIGHT 


A patient is regarded as showing “loss f 
insight” when he appears to be unaware 0 
the seriousness of his condition or dentes 
that he is ill and attributes his hospitalization 
to some trivial circumstance. Similarly "e 
may joke about his condition or become prë- 
occupied with seemingly irrelevant na 
Such patients, however, may show xt 
judgment and insight in areas that do 
concern their illness or incapacity. The a 
tient who jokes is particularly apt to make 
humorous remark in answer to a question 
about his illness or during a procedure dem 
onstrating his incapacity. Although he may 
deny verbally that he is ill, or that he has Ha 
an operation, or even that he is in the oi 
pital, he follows hospital routine, accep 
medication, and submits to an operation W! 
out protest. While he may deny that he se 
had a craniotomy he may refer to it in Me i 
phorical fashion as having “been hit bY 
Mack truck” or as having a “hole m his 
head.” He does not lack insight into ™ 
problems but rather he expresses them pr 
another form of language. The behavior 
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be more logically understood as a selective 
form of adaptation to the stress of illness 
and incapacity. 

It has been shown(3) that such denial of 
illness is closely related to attitudes noted in 
the premorbid personality. Our patients had 
long manifested a marked tendency to deny 
illness and imperfection. They had regarded 
health and efficiency as synonymous with 
prestige and personal worth. Illness had 
often been considered a result of carelessness 
or dereliction of personal duty and responsi- 
bility. To have been ill was to have felt 
shame and guilt. Thus in denying illness the 
Patient conforms to social values and avoids 
isolation, 

These attitudes are not confined te neurotic 
or deviant groups but are present to some 
degree in our culture as a whole. Not only 
the patient but his relatives and doctor may 

eny aspects of illness, Many physicians will 
not tell a patient that he has a cancer or a 
brain tumor because they feel that the infor- 
mation will upset him, a mode of reasoning 
not too different from that of the delusional 
Patient, Only in recent years have obituaries 
acknowledged that a person died of a cancer, 
PA it Proader cultural context it is likely that 
in Maagd p occur frequently only 
ae ae! ere health and illness have 

Ivinisti ical values as in the tradition of 
eee ic Protestantism, It is of interest to 
eo 3 out the relationship of such an 

of health and personal responsibility 


to the develo 
pment of m > 
cepts of publ eat our present-day con 


DULLING OF THE SENSORIUM 


7 Under the same conditions of brain func- 


Ph end such denial of illness appears 
vefa) tents seem withdrawn and inatten- 
thos eet ofort; this is the syn- 
ae, mire by Cairns, Oldfield, Penny- 
"side e hitteridge(5), in a patient with 
mutism the third ventricle, as akinetic 
lethargic “Soe milder form the patient is 
Such ches appears to sleep a great deal. 
with ma when it occurs in patients 
terms of def age is usually considered in 
Dinen yii in perception and a fixed 
When the | „Ot consciousness, particularly 
“sion is in the diencephalon. Closer 


Stud 
y, however, indicates that there is a con- 
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siderable degree of selectivity. The patient 
is apt to be mute to questions about his illness 
and in situations where his capacity is being 
evaluated and may talk to his relatives but 
not to the doctors. These patients commonly 
show the phenomenon of pain asymbolia. 
When stimulated with a pin prick they react 
as if they did not feel the pain or recognize 
the threatening aspects of the gesture, yet 
they may distinguish the sharp or dull char- 
acter of the stimulus and in other situations 
even complain of pain. Most of them eat 
little and have to be tube fed. Whereas pa- 
tients with explicit denial of illness are usu- 
ally bland and affable, these are depressed 
and may talk of being dead or in a cemetery. 
Interspersed with such behavior, episodes of 
restlessness and violence may appear. In 
severe cases the entire behavior appears as a 
symbolic representation of death; the patient 
lies motionless neither talking nor eating, 
even saying that he is dead. 

In the account of the personality back- 
ground of these patients, attitudes of with- 
drawal and avoidance were prominent. Under 
stress they were apt to become silent and 
stubbornly passive and gestures of silent suf- 
fering were the most significant methods of 
expressing feelings. Many were reputed to 
have had violent tempers which were usually 
controlled, There was great emphasis on the 
avoidance of a show of hostility and great 
overvaluation of the effect. Suicidal gestures 
were reported in this group in contrast with 
those patients with other forms of adapta- 
tion, Because of these observations their 
behavior should not be regarded simply as a 
dulling of sensorium, or only in terms of a 
neural defect, but should be recognized as a 
significant pattern of language or social in- 
teraction. 

These attitudes have cultural value in other 
stressful situations. It is considered estim- 
able not to show pain or fear, and hostility 
and resentment may often be expressed more 
effectively by silence rather than in words. 
The concept of death may be used as an 
adaptive mechanism when one is threatened 
with destruction. Soldiers who have been in 
combat report that adopting the conviction 
that one is already “dead” leads to an —_ 
to face danger without the overwhelming 
anxiety that it might otherwise provoke. The 
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ceremonial funerals given to Japanese Kami- 
Kazi fliers prior to their fatal missions may 
be another example of the use of the symbolic 
representation of death as an adaptive mech- 
anism. 


LOSS OF INHIBITION 


Under the same conditions of brain func- 
tion under which some patients show “lack 
of insight” and others manifest “dulling of 
the sensorium,” others exhibit behavior sug- 
gesting “loss of inhibition.” Such patients 
are euphoric or paranoid, show altered sexual 
behavior, and seem puerile and infantile as 
they expose themselves and are conspicuously 
incontinent of urine and feces, They are 
often noisy and demanding, pleading for at- 
tention and affection, and expressing dis- 
pleasure by cursing, weeping, throwing food 
about, spilling urinals, etc. Some develop 
tremendous appetites. Patients with altered 
sexual behavior appear to relate to the envir- 
onment in sexual terms as they make ad- 
vances to doctors and nurses and confabulate 
about sexual incidents. It has been pointed 
out (3) how the patient may talk about his 
illness in sexual terms, ascribing it to too 
much or too little or a particular form of 
sexual activity, or attribute his hospitaliza- 
tion to someone else’s immoral designs. 

Descriptions of premorbid behavior in this 
group contained such adjectives as “emo- 
tional,” “excitable,” “affectionate,” “high 
strung,” and “sympathetic.” As compared 
with patients in the first 2 groups, they had 
shown feelings more openly in the sense of 
using physical attributes, They had similarly 
been more apt to express motivations in 
attitudes relating to food, sex, pain, looks, 
clothes, and smells. In the background õi 
patients in whom the sexual behavior js par- 
ticularly marked, one finds a high valence on 
sexual symbols in social relationships, Some 
were described as prudish and hypersensitive 
to sexual implications. Others were consid- 
ered flirtatious and “sexy” and seemed to 
have felt relatedness to others chiefly in 
sexual terms. Many equated sexual attrac- 
tiveness and accomplishment with prestige 
and esteem. In some cases the behavior 
seemed to be an enhancement of previous 
attitudes, in others a reversal, Actually, they 
have in common the great significance placed 
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on sexual symbols as a means of social inter- 
action. Their behavior may seem “tnin- 
hibited” but it cannot be so considered in 
the sense of a physiological release of in- 
stinctual drives. The behavior is patterned 
and is a means of forming relationships sig- 
nificant in terms of the patients’ past values, 
Under the conditions of brain damage the 
patient tends to use those forms of symbolic 
adaptation or language that he has habitually 
used and which to him have been the most 
meaningful in establishing social relation- 
ships, 


METHOD OF PERSONALITY STUDY 


The biography of the patient obtained in 
interviews with his relatives and friends was 
of great value in predicting his behavior 
under conditions of altered brain function. 
The interviews were designed to determine 
the “symbolic valence” of the patient's vari- 
ous activities. By this term we mean the 
degree to which various biological functions 
are used as language, as vehicles for H 
expression of motivations, and for the main- 
tenance of social relationships. For example, 
in some families preparing, offering, and con- 
suming food had been invested with meaning 

ar transcending the purpose of nutrition, 
but had represented relationships which could 
be characterized as love, dependence, or hos- 
tility depending on the particular orientation 
of the observer or participant. Even contra- 
dictory statements might indicate an emphasis 
on a common mode of expression. One p = 
tient’s wife said that he was a “wonderful 
husband because he “ate everything,” while 
another informant thought he was difficult 
because he had to be catered to in the way of 
food. It was not surprising that such patients 
developed marked changes in appetite or de- 
lusions about food under conditions of brain 
dysfunction, It would be difficult to dismiss 
such correlations and suppose that the brain 
lesion had destroyed some appetite regulating 
center or disrupted some specific mechanis™ 
dealing with oral Physiologic functions. 

The following check list has been used in 
the interviews : 

(1) Symbolic Valence.—Health, illness, 
and pain; food; sex, masculinity and EF 
inity ; cleanliness; looks and dress; physic 
prowess; bowel functions; work, money: 
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property, punctuality, education, intelligence. 

(2) Modes of Expression—Temper, vio- 
lence, euphoria, depression, overt anxiety, 
worry, physical symptoms, silence, restless- 
ness, sleep, dreams, ludic or dramatic aspects, 
habits, gestures, mannerisms, fantasy, im- 
agination. 

(3) Modes of Verbalization—Humor, 
sayings, superstitions, clichés, promises, con- 
fabulations, excuses, rationalization, moral- 
izing, prayer, pedanticism, literalness, pro- 
fanity, 

(4) Interpersonal Patterns.—Dependence, 
aggressiveness, domination, manipulation, 
self-consciousness, self-sacrifice, jealousy, 
Suspiciousness, shyness, honesty, stubborn- 
ness, criticalness, tactfulness, pride, shame, 
secretiveness, sympathy, friendliness, com- 
Petitiveness, conscientiousness, adaptability, 
politeness, prestige values, 

An informant’s statement that a patient 
was “dependent,” for example, was not ac- 
cepted as an entity or as indicating a person- 
ality “trait” as such. Rather he was asked 
aie ways the patient had shown depend- 
a a dependence, This emphasis on the 
To ‘lige 2 in a sense a reversal 
Pattee y taking methods in which 
as “de ined data basic motivations such 

pendence are inferred, 
erie peed stressful features 
al the time ot a A Particularly as it occurred 
pital with a Ay 1e pat s admission to hos- 
tion of the ty ness. The characteriza- 
Tepresentat patient was in some degree a 
; on of the informant’s own feel- 
means of resolving his anxiety, 
one heard a kind of popular biog- 
Pressions, ay a l ete ek 
valuable ora Prec s. Yet these were 
avior whieh hi predicting the patient’s be- 
ire Of this ras often a parody or carica- 
seemed ag if “i “or In these instances it 
© patient's por the informant’s story and 
5 avior were symbolic repre- 


tions sery 
avoid: Tving the c 
voiding anxiety ommon purpose of 


ALTER 
ED PATTERNS OF INTERACTION 
The ; 

C i ; 
which sauditions of brain dysfunction in 
monly EN anges in behavior are com- 

erved in enduring fashion are 


fulfilled by rapidly developing lesions such 
as lacerating brain injuries, infiltrating 
tumors, and acute vascular accidents, 
particularly with subcarachnoid bleeding. 
Such lesions usually affect brain function 
bilaterally and are usually associated with 
diffusely slow wave EEG rhythms. Similar 
states of brain dysfunction may be produced 
by bilateral prefrontal lobotomy and by the 
repeated administration of electric shock con- 
vulsions and barbiturates. From the stand- 
point of anatomical and physiological locali- 
zation, such lesions involve the centrence- 
phalic or diffuse projection systems rather 
than any of the discrete projection areas or 
pathways. The effect of the brain lesion as 
we have considered it does not entail the loss 
of specific faculties but rather alters the 
capacity for changing and complex interac- 
tion in the environment (6). 

The concept of interaction in the environ- 
ment may be illustrated by consideration of 
the phenomenon of disorientation for place 
which usually appears at some stage of the 
illness. The name and location that is given 
to the hospital serves as a symbol of the pa- 
tient’s own experience. Thus he may name 
a hospital situated near his home, or give a 
place where he or a member of his family has 
been treated or, if he is concerned about his 
memory, he may refer to Walter Reed 
“Memorial” Hospital. The environment is 
conceived as including places, objects, per- 
sons, the patient’s own body, and the events 
in his past experience. In the new symbolic 
organization, temporal, spatial, and somatic 
aspects of the environment are conceived in 
much greater measure in terms of the pa- 
tient’s own motivations. Mes 

This concept of interaction or identification 
has been useful in considering certain fea- 
tures of the described behavior in terms of 
“taking a role.” Thus the patient who denies 
illness seems to play the part of a healthy 
person while the akinetic mute patient “plays 
dead.” The euphoric, hypomanic person 
seems to be imitating happiness while the 
paranoid patient in his dramatization of being 
seduced, poisoned, robbed or attacked seems 
to play the role of a tragic hero. If one 
considers this behavior along with the fre- 
quently associated phenomena of disorienta- 
tion for place and time, misidentification of 
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objects (paraphasia), and misrecognition of 
people, there is an organization of symbolic 
expression very similar to that of a comedy 
or a tragedy. In both the play and the be- 
havior, there is a reorganization of symbolic 
elements into new patterns in which hitherto 
stressful features may become modes of 
adaptation by reason of an altered mode of 
interaction. A play cannot be understood 
by making an analysis of defects in memory, 
perception, or insight, but is meaningful only 
in terms of social background. Similarly the 
behavior of patients may be considered from 
the standpoint of an altered mode of relation- 
ship in the environment. 


SUMMARY 


The phenomena of loss of insight, dulling 
of consciousness, and loss of inhibition oc- 
curring in patients with brain disease are 
described. These are not explicable solely in 
terms of a lesion in a particular portion of 
the brain or as the result of the disruption of 
a specific neurophysiological mechanism, 
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These modes of behavior can be more 
fruitfully considered in terms of altered pat- 
terns of social interaction or language, ap- 
pearing as modes of adaptation to the stress 
of illness and incapacity. The relationship 
of brain dysfunction to the premorbid per- 
sonality and the cultural milieu is discussed. 
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PARANOID DYNAMICS: A CASE STUDY 
VERNON W. GRANT, Pu. D.,t Macspon1, O10 


“Only a little more than twenty years ago 
there died in Europe a comparatively young 
man who wrote some of the most extraordi- 
nary books of modern times, books of great 
daring, brilliance and profundity”(11, p. 
389). The young man’s major writings have 
already been translated into several languages 
and an impressively large literature has 
grown up about them, and about him, Since 
his productions are highly subjective, very 
oiten enigmatic and suggestive of symbol- 
isms, and because they have a characteristic 
dream-like quality, a large part of this litera- 
re ts concerned with the question of what 

fa mean; an illustration is a fair-sized 
Bates significantly entitled The Kafka 

The intention of this paper is to indicate 
Some features of Kafka’s personality and 
bad which will have meaning for the 

nical psychologist and the psychiatrist, and 
to call the attention of those not familiar with 
the novelist to material of definite value for 
the study of the relationship of guilt conflict 
to the paranoid syndrome, 

e of Kafka’s 2 best-k 
whic : d st-known novels, 
a himself listed first among his most 
th ooks, is The Trial. It begins with 
© attest, for no reason he i 
Its central figure; “S ne 1s ane of, of 
telling I + “Someone must have been 
inn saga Joseph K. . . .” The charge 
fortned i Is undefined ; he is simply in- 
tained E he 1s under arrest, but he is not 
ee alled to an interrogation chamber, 

„ ~ an audience, he tak i 
attitude and , akes an aggressive 
ER a makes accusations of unfair 
TN ad ea of his arrest, he thinks, a 
innocent 8anization” is at work, by which the 
th are accused of gui 

Magistrate J of guilt. K. observes 
someone 3 making a “secret sign” to 

notes e the audience; he sees “artifices” ; 
and concludes pea among the onlookers 
$ magistrate A they are in league with 

E observes are there to spy upon him. 
sembly, the eed movements in the as- 
T aie, Pe on the right side of the 
~ 5ng differently from those on the 


‘Hawthorn en Ohio. 
di i 
State Hospital, Macedonia, Ohi 


left. Strange and seemingly irrelevant inci- 
dents occur from time to time in the course 
of the narrative; e.g., K. is distracted, during 
his speech in the interrogation chamber, by 
an assault, apparently sexual, by a male 
spectator upon a “washer-woman,” who turns 
out later to be connected with the court 
through her husband, and who promises him 
aid in his case. Other people, also, who would 
assumedly be unrelated to the action, are dis- 
closed to have such “connections,” including 
even some urchin-like girls at play in a tene- 
ment. In the same vein, K. finds that various 
people whom he would have supposed were 
outsiders are familiar with his case; the 
news has travelled surprisingly. The concept 
of peculiar “signs” appears again: there is a 
superstition that one may read, from the ex- 
pression of a defendant’s mouth, the out- 
come of his case; from the “line” of his own 
lips, K. is told, people have judged that he 
will very soon be declared guilty; again, a 
man to whom he had spoken was shocked to 
read his own condemnation on K.’s mouth. 
Much of the novel is devoted to sustained 
preoccupation (often expressed in para- 
graphs several pages long) with the details 
of litigation and with the devious courses and 
vicissitudes of pleas; with an extended dis- 
sertation by an advocate; with discussion of 
the relative merits of advocates by defend- 
ants, and of the various kinds of judgments. 
An important feature, in this context, is the 
explicit tokens that the guilt is subjective, and 
that the culprit’s doom is inescapable. K. 
himself asserts that the trial is a trial “only 
. if I recognize it as such.” Following his 
first visit, he returns to the court without 
being ordered to do so. Though under arrest 
he is permitted to go about his usual business 
as a bank executive. There is no indication of 
force, or mention of physical punishment, 
imprisonment, etc. The case is a criminal 
one, but it “is not a case before an ordinary 
court.” K. feels that he could formulate, 
himself, all the questions for his own cross- 
examination; in planning a written defense 
he considers giving an account of his life, 
143 
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with a moral appraisal of each important 
action. For an undefined accusation, he real- 
izes, the entire course of his life must be 
reviewed, every smallest action examined. 

It is equally clear that the final judgment 
will not be determined by the merits of the 
case. The court is arbitrary, capricious, and 
irritable. K. is advised that the “first plea” of 
his case might determine everything, but also 
that it might be mislaid or even lost alto- 
gether. The defense will be difficult because 
the charge is unknown to the defense counsel 
as well as to the accused, though later it 
might be “guessed at.” The tight of defense 
itself, in fact, is merely tolerated, rather 
than legally recognized. The bringing of a 
charge is, in fact, equivalent to conviction of 
guilt, in the eyes of the court; one might as 
well plead innocence, K. is told, before a row 
of judges painted on canvas, Actual acquittal 
is almost unknown; there is “ostensible” 
acquittal, but this may be followed by a 

second arrest, a second acquittal by a third 
arrest and so on. 

The unorthodox procedures of the court 
continue, through a rather eerie tableaux in 
an empty cathedral to a sinister climax; the 
novel ends when 2 callers walk K., unen- 
lightened yet not unwilling, to a suburban 
quarry, and there thrust a knife into his 
heart, 

The Trial is notable for the unaccountable 
actions of its characters, and for bizarre un- 
realities presented with matter-of-fact and 
circumstantial realism, More important, the 
impression is strong that the interest, the 
motivation for a novel so obsessed with such 
a theme must be intimately related to some- 
thing uniquely personal in its author; the 
prolonged anxiety of K, begins to look, 
finally, like a projection of the mental state 
of his creator. That the irrationally authori- 

tative, enigmatic and unpredictable court is 
a father symbol has been clearly seen by 
Kafka students. That the core of the pro- 
jected mental state is a painfully acute and 
deeply established guilt-conflict in relation 
to the father image is indicated in biographi- 
cal and autobiographical materials, and espe- 
cially—even explicitly—in Kafka’s famous 
Letter to his Father( 5). 
This is a document of rare value for the 
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psychological study of the origins of guilt con- 
flict; it is a testament of the experiences 
through which the roots of this conflict were 
implanted, and a summary of the upbringing 
that indelibly stamped its mould upon the 
nervous system of a timid and sensitive child. 
The central theme of the Letter is symbolized 
in the account of a childish disobedience for 
which Kafka was punished by being carried 
at night to an outside balcony by his father 
and there deserted; of the terror inspired, 
and the sense of a not-understood rejection. 
This was a fragment of the beginning of the 
feeling of worthlessness which came to domi- 
nate him and which he traced largely to his 
father’s influence. Before the latter’s power 
(he was vigorous, dynamic, loud, dominating, 
and successful) the boy suffered humiliation 
in his weakness; he was repeatedly shamed 
by his father’s judgments, by the absolute- 
ness of the authority whose shouts were “a 
heavenly commandment.” He labored, in all 
his thinking, under the weight of this over- 
powering personality whose every ruling, 
however contradictory or inconsistent, he felt 
must be somehow right by reason of the sheer 
force of its utter assurance. “For me you 
took on the enigmatic quality that all tyrants 
have whose rights are based on their person, 
and not on reason(s, p. 145). Steadily the 
child’s morale was undermined by belittle- 
ment: “. |, courage, resolution, confidence 
+... did not endure . . . when you were 
against whatever it was or even if your op- 
Position was merely to be assumed; and it 
was to be assumed in almost everything 
I did”(s, p. 146), i 
The concept of the unreasonableness ° 
authority, so prominent in Kafka’s writings 
undoubtedly arose in large part from p% 
ternal treatment: “ , , VOU. | so RG 
mendously the measure of all things for me 
yourself did not keep the commandment 
you imposed on me” (5, p. 148). The yey 
of morale reduction was little checked PY 
maternal influence; Kafka’s mother was 
limitably good,” the “very pattern of - a 
reasonableness,” but by checking his rebe 
lious impulses, by providing a secret shield, 
and being secretly permissive, she caused jas 
to feel, before his father, “again the fo 
creature, the cheat, the guilty one, who in hi 
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in which 
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worthlessness could not pursue backstairs 
methods even to get the things he regarded 
as his right” (5, p. 157). 

References to the growth of a profound 
and irrational guilt consciousness are fre- 
quent and clear in the Letter. The charge is 
specific and forceful: “1 . . . lost my self- 
confidence where you were concerned, and 
in its place had developed a boundless sense 
of guilt”(5, p. 170). His father’s judgment 


‘upon him, or appraisal of his worth, was the 


Supreme determinant of his self-appraisal, 
and overrode all evidence to the contrary ; 
successes were only a postponement of the in- 
evitable failure. Everything became sub- 
to anxiety “of the very deepest 
kind” at any effort to express his own indi- 
ality. The guilt feeling spread beyond 
the paternal relationship: “You always had 
some objection to make, frankly or covertly, 
to everyone I associated with, and for this 
too I had to beg his pardon.” 
In relation to the meaning of certain of 
ka’s writings, especially The Trial, there 
are two additional items of significance in 
the Letter, Referring to his books, regarded 
asa symbol of emotional independence, he 
“ys, “Of course it was a delusion: I was 
Ee ah free, My writing was all about 
ea I did there, after all, was to bemoan 
T could not bemoan upon your breast” 
ig 177). Again, and referring to discus- 
with his sister, he explains that their 
ade Was to review, “with all our might 
eg +. sin affection, defiance .. . 
terrible a outs of guilt . . . this 
Wits die is pending between us and 
ig a uss it dn all its details, from all 
r Sni Ee far and near—a trial 
on claimi j 
coa D: 167-68) iming to be the judge 
ead Sources of Kafka’s guilt com- 
pared Hg a Sum, the weaknesses he com- 
Was the S father strengths (“. . . this 
Proaches hearst disgrace of all”); the re- 
comfort a. upon him from the relative 
With the 4 Security he enjoyed in contrast 
his self. gors and deprivations suffered by 
: e father (expressed in stereo- 
“Worn eens which had, Kafka says, 
Patagemente ao in my brain”); further dis- 
a variety of contexts: “, . . 


ex 


the suffering and shame you could inflict on 
me with your words and judgments.” Added 
to this were the occasions when, made to feel 
deserving of punishment, he was “pardoned,” 
with the result that “here again what accumu- 
lated was only a huge sense of guilt. On 
every side I was to blame . . .”(5, p. 158). 
Beyond all this, it has been suggested, there 
was guilt rooted in the deviation, represented 
by his devotion to literary work, from the 
symbol of his father’s solidly successful busi- 
ness career and his rearing and headship of 
a family. Kafka’s friend and chief biogra- 
pher made numerous efforts, we are told, to 
aid the writer toward insight into the ground- 
lessness of his self-contempt, and his er- 
roneous overestimate of his father, but with- 
out success. The need for parental accept- 
ance was an “innate, irrefutable feeling.” In 
his diaries we find: “Is not Father's power 
such that nothing (not I, certainly) could 
have resisted his decree ?’’(7, p. 213). 

Writing elsewhere of what in substance 
was the development of his ethical conscious- 
ness Kafka says that when as a child he had 
done, in his own view, something “bad,” he 
had been surprised to find no change in the 
behavior of surrounding adults, and had con- 
cluded that he was, after all, really free of 
guilt. Later he “began to believe that the 
others were very well aware of everything, 
indeed that they also expressed their opinion 
clearly enough and that it was only I who 
hitherto hadn't possessed a sufficiently sharp 
eye for it—something which I now acquired 
very quickly” (8, p. 205-6). But even should 
others remain “imperturbable,” he surmised, 
this did not remove the guilt. 

The tyranny and inescapable power of the 
father image with its associated affect is seen 
in the short story, The Judgment, which has 
been indicated as the first creative break- 
through of Kafka’s distinctive expression- 
istic literary genre. In this brief narrative a 
young man approaches his father to say that 
he is writing a friend to tell of his (the son’s) 
approaching marriage. The father’s response 
is at first friendly and inquiring. Little by 
little his tone changes without apparent 
cause ; he becomes insinuating, doubting, ac- 
cusing. Suddenly, with actions to suit his 
words, he springs into challenge, charges his 
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son with falsehood, wickedness, usurpation 
of power; he ridicules the marriage, pro- 
claims he has possessed the friend for him- 
self, and that he still controls the joint busi- 
ness in which his son had begun to feel he 
was important. The father is incoherent, 
enigmatic, but dominant; the son is fright- 
ened and cowed. The father then pronounces 
“the judgment” upon his son: death by 
drowning. At once, and without protest, the 
youth flings himself into water, uttering only, 
“Dear parents, I have always loved you . . .” 
The father symbol here is marked by au- 
thority without justification; it appears as 
sinister and inexplicable, yet the judgment 
is accepted as absolute, the atonement swift 
and unquestioning, as if impelled by over- 
whelming guilt. 
In the story, The Penal Colony(4), the 
condemned man is, again, ignorant of the 
charge against him, nor does he know that 
he has been sentenced, nor the character of 
his sentence; the “guiding principle” being 
that guilt is never doubtful, The law he has 
broken is “Honor your Superior.” After 
prolonged suffering in a complex torture ma- 
chine (described in elaborate detail) the 
victims characteristically achieve redemption ; 
we are told: “Enlightenment comes to the 
most dull-witted, It begins around the eyes, 
From there it radiates, A moment that might 
tempt one to get under the Harrow [the 
machine] oneself”(4, p, 104). In another 
story, The Metamorphosis, the central char- 
acter awakens one morning to find his body 
changed into that of a gigantic insect, He is 
isolated in his room by his horrified and Te- 
volted family, existing as a loathsome and 
rejected creature, merely fed and tolerated ; 
at one point he is attacked and painfully in- 
jured by his father. He dies of starvation, 
and his family, relieved of the burden, em- 
barks on a holiday. Writing of this story and 
of The Trial, Rahv, a Kafka student, char- 
acterizes their production as “compulsive” 
and suggests that “the process of their cre- 
ation involved a break-through to layers of 
repressed material which had heretofore 
proven inaccessible” (4, p. xx). There are 
diary entries which hint that the full mean- 
ing of his output was not altogether clear to 
Kafka himself, at time of writing. Another 
analyst of The Metamorphosis writes: 
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“Kafka’s haunted universe calls up spiritual 
states which would in all likelihood have in- 
duced a veritable schizophrenia if art had 
not conquered them” (9, p. 132) ; the literary 
catharsis, in other words, of a latent psy- 
chosis. Concerning the content of this cathar- 
sis Rahv quotes a sentence: “The hunting 
dogs are playing in the courtyard, but the 
hare will not escape them, no matter how fast 
it may be flying already through the woods” 
(4, p. x). The identification here, Rahv 
thinks, is with the hounds as well as with the 
hare, in expression of the latter’s need of 
self-punishment for the guilt “that fills him 
from top to bottom.” In the quoted sentence 
he finds the nuclear and typical Kafka theme: 
the struggle of the condemned with an “un- 
appeasable power.” 

In The Castle, the second of Kafka’s 2 
most important novels, the authority image 
is again remote, inaccessible, incomprehensi- 
ble, but the central motive directed toward 
it is now a seeking of acceptance, security, a 
“state of grace,” as if the positive or identifi- 
cation aspect of Kafka’s ambivaient relation- 
ship to his father were dominant. Whereas, 
in The Trial, intercessors are sought as aids 
to a hoped-for exoneration, in The Castle 
they are enlisted to help the hero’s reception 
and establishment in the community. The in- 
terest is relatively extraverted ; the impulse 
is toward human contacts and sociality ; the 
atmosphere is domestic, The theme of irra- 
tional guilt and punishment recurs, how 
ever, in the form of the subordinate bu 
lengthy narrative of “Amalia,” who, ma 
she asserts her independence in the face 0 
an insulting advance by a person in powers: 
an abuse of authority, unjustified—is Re 
sidered to have committed an “unpardonal i 
offense,” is despised by all, and brings yee 
ous ostracism and shame upon her fam! y: 
This story is a prolonged, anxious, so 
grasping supplication for a lifting of t 
burden of guilt by an authority figure whic? 
yet could “only condemn and not pees 
There is, in the novel as a whole, a pervas! 
awe of authority symbols ; a vast amount p: 
mulling, analysis, and speculation over y i 
and means of reaching them ; there is 8T¢ 
preoccupation with such figures and a nota 
indirection in approaching them. A 

Notable also is the occasional unaccout 
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ableness, or apparent absence, of motivation ; 
likewise the characteristic dream-quality epi- 
sodes and bizarre actions. There are char- 
acters whose surface traits are curiously al- 
tered from time to time, whose “looks,” bear- 
ing, height, and size, vary with arrival and 
departure, when in company or alone, or 
from one place to another; identities are 
unstable, and doubt may be expressed 
whether an indicated person is truly himself 
or is someone else. Profound symbolisms 
have been discovered in these passages of 
Kafka, and they need not be challenged, but 
the suggestive resemblance to familiar vaga- 
ties of schizophrenic thinking need not be 
ignored, either, 

Kafka describes himself as quiet, shy, de- 
pendent (nearly 32 before he left the home 
of his parents), hypochondriacal, living with- 
out variation and without development, 

young to the end of his days.” He charges 
himself with inconstancy and lists the various 
Projects he has initiated, and which he has 
been forced to abandon. Of interest to the 
Clinician are “absolute truthfulness . . . un- 
imaginably precise conscientiousness,” ex- 
Pressed, among other ways, in moral issues, 
ee pursuit of perfect justice(1, p. 
cis ere was also a rigidity, “a passive 
ein. i, 4 suffered and kept silent,” 
o h a shut myself away from 
ah eo I have lost all recollection, 
E se f at enmity with everybody, 
© nobody” (1, p, 144). We are also 

told that Kafka “attacked i 
E he en on every question 
TA pposite to that from which 
literary T EON did” (1, P. 82). Of his 

Bre a way : ers a critic writes : “They 
ittelevant St Saptanrpie ferociously on 
i ais Precisely when they are 

Cupied with important matters” 
93). rs” (10, p. 
cnn, highly cathartic” nature of his pro- 
himsel E n frequently been noted; Kafka 


Mien 2 the same context, remarked on his 

< ent for port a : * 

life» rraying my dream-like inner 
» and aga 


Tefuge he f in, more significantly, that the 
ips 3 nds in writing is “strange .. . 
his feet “ecrous.” He refers recurrently 
absorptio ng of isolation from others, of his 
di erence. in himself ; he is troubled by in- 
barely he apathy, vacancy, distractibil- 

> € complains, has he crossed the 


border “between loneliness and fellowship.” 
Of an anticipated breakdown, 2 years before 
his death, he writes that “the clocks,” inner 
and outer, are out of tempo; the “two 
worlds” are in conflict, splitting apart; that 
the inner process, through introspection, and 
carrying away from society, leads finally to 
madness(7, p. 202). He is in conflict, also, 
regarding sex, which “keeps growing,” 
hounds him “day and night” (7, p. 203-04) ; 
he becomes engaged, is torn by conflict, and 
never marries, mainly, it appears, because he 
feared the encroachment of marital responsi- 
bilities on his writing, but other factors are 
indicated: the thought of a honeymoon fills 
him with “horror.” 

There are entries in his diaries suggestive 
—though no more than suggestive—of hal- 
lucinatory experiences. In dreams or fanta- 
sies he had bizarre imagery, e.g, of an 
enormous sword buried between the flesh and 
the skin of his back(7, p. 110) ; before the 
window of a pork butcher : “I shove the long 
slabs of rib meat unbitten into my mouth, 
and then pull them out again from behind, 
tearing through stomach and intestines” (6, 
p. 122) ; he records the thought of being one 
of a host that pulverizes stones, this to soften 
the passage of a peerless snake, the “great 
Madame,” whom they all serve, as “snake 
fodder” (7, p. 179). } 

Some clinicians would be interested in a 
diary entry concerning the names in his story 
The Judgment, in which the central character 
is “Georg Bendemann.” He writes : “Georg 
has the same number of letters as Franz. 
In Bendemann, mann is a strengthening of 
“Bende” to provide for all the as yet unfore- 
seen possibilities in the story. But Bende has 
exactly the same number of letters as Kafka, 
and the vowel e occurs in the same places as 
does the vowel a in Kafka” (6, p. 279). 

Kafka was tall and slender; an Pica 
morph.” He slept rly, was sensitive to 
ibe and aal pa headaches. He had 
suicidal moods, anticipations of mental dis- 
order (“network of pain and madness that 
I am”) ; he had periods of lethargy and de- 
pression, “lack of feeling,” and a sense of 
isolation. He died of tuberculosis at the age 
of 41. 

The oneiric mood and unreal atmosphere 
of Kafka’s writing lend themselves richly 


to interpretation, and a variety of meanings 
have been discovered. A profusion of 
Freudian symbols have been uncovered(10). 

Many orientations and biases are represented 


“definitive” interpretation remains to be 
given. The proposal that it represents the 
literary projection of a kind of subrational 
ethics seems close to the mark, this ethics 


interpretations. 
present intention is only to offer a “read- 
ing” of certain of the Kafka materials from 
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ICTAL DEPRESSION AND ANXIETY IN TEMPORAL LOBE 
DISORDERS + ? 


ANDRE A. WEIL, M.D.’ CLeveranp, On10 


Whereas affective disturbances may ac- 
company almost any cerebral disorder, the 
occurrence of “ictal emotions” is frequently 
associated with disorders of the temporal 
lobe. Penfield and Jasper(1) even evoked 
emotional reactions such as feelings of fear, 
sadness, fright, and terror—unrelated to en- 
vironmental factors—by electrical stimula- 
tion of certain temporal lobe areas. 

Among these paroxysmal “negative af- 
fects”(2) observed in patients with disor- 
ders of the temporal lobe we noted particu- 
larly the occurrence of “ictal depression” and 
ictal fear.” Although both of these emo- 
tional experiences frequently overlap and are, 
from a viewpoint of psychopathology, inti- 
mately related, we observed certain neuro- 
logical and electrophysiological differences in 
Patients displaying either ictal depression or 
ictal fear which seems to justify a separate 


grouping of patients experiencing these “ictal 
emotions.” 


ICTAL DEPRESSION 


; According to Diethelm(3) “depressive re- 
F ions occur frequently in epileptics ; they 
m characterized by marked thinking difficul- 
ST the Point of confusion, dullness and 
that A It has, however, been our experience 
m ave Teactions occur more fre- 
ea Patients having “psychomotor” 
alee Particularly when these are as- 
ed with olfactory auras and/or seizures. 
eds : wed ictal, depressive reactions in 
mh | 7 patients who suffered from tem- 
bats sed automatisms with uncinate at- 
Seen he neurological diagnosis of these 
Jects was as follows: atrophic lesion of 
1 . 
the a în the Section on Conyulsive Disorders -t 
atric Age annual meeting of The American Psychi- 
1035, ciation, Atlantic City, N. J., May 9-13, 
2B 
Reene Gee Department of Neurology, Western 
Cleveland) versity Medical School (City Hospital, 
oad Hoss Cleveland Receiving Hospital; Huron 
East PoE (Neurol. & Neurosurg. Service), 
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the temporal lobe, 2; angioma, temporal lobe, 
I; probable postinfectious lesion, temporal 
lobe, 1; hypertensive encephalopathy with 
uncinate seizures, 1; embolus, temporal 
artery, I; temporal lobe automatisms with 
olfactory seizures, unknown etiology, 1. The 
odors were universally described as unpleas- 
ant. Depressive episodes lasted for several 
minutes to 14 days. One patient stated : “for 
2 weeks I felt “blue” and cried, and the smell 
of fat on a hot stove kept coming back.” 

The relationship between olfactory seizures 
and depressive episodes has hardly been 
mentioned in the psychiatric literature. Re- 
viewing the statistics of Gibbs and Gibbs(4), 
however, we noted that in their series of pa- 
tients afflicted with “psychomotor” epilepsy, 
1.5% had olfactory auras and 2.1% had 
depressive episodes, whereas only .3% of 
subjects having grand mal epilepsy experi- 
enced olfactory auras, and .1% depressions. 
These percentages are small, but their rela- 
tionship may be significant. 

Mulder and Daly(5) examined 100 non- 
institutionalized patients who had lesions of 
the temporal lobe and whose presenting com- 
plaints were usually thought to be psychiatric. 
Among paroxysmal symptoms, olfactory hal- 
lucinatory experiences (usually disagreeable) 
were described by 16 patients; exactly the 
same number had depressive episodes! The 
psychiatric symptoms of this group could be 
distinguished from “functional” emotional 
disorders by their “paroxysmal occurrence, 
by their inappropriateness to the total situa- 
tion and by the association of other symptoms 
and findings suggestive of lesions in the 
temporal lobe.” ; 

Among our 7 patients having the combina- 
tion of uncinate-temporal lobe seizures and 
paroxysmal. depressions were 2 whom we 
could repeatedly examine from a neurologi- 
cal, psychiatric and electroencephalographic 
viewpoint over 6- and 3-year periods, re- 
spectively. 

D. M., a 39-year-old white male was first seen by 
us in July 1948, complaining of recurrent depressions 
and “memory failures” apparently refractory to any 

149 


150 


ICTAL DEPRESSION AND ANXIETY IN TEMPORAL LOBE DISORDERS 


[Aug. 


form of standard psychiatric therapy, including 
ECT. At age 19, he had sustained a severe cerebral 
concussion and commenced having “convulsions” 
2 years afterward, as often as 2-3 times weekly. 
These were eventually controlled by Dilantin medi- 
cation. One year later, episodes occurred when pa- 
tient found himself in different places, “without 
knowing how he got there.” This was followed 
by depressive reactions. Episodes occurred when 
he “felt here and there at the same time, a 2-point 
feeling.” More and more depressive episodes oc- 
curred when he perceived odors like “stuffed cab- 
bage in a dirty outhouse,” “a change of odor from 
the outside world would place him somewhere else.” 
Persons in his environment appeared “strange and 
unfamiliar” even though they were family members. 
He also had typical “déjà-vu” experiences, All 
these episodes occurred paroxysmally, lasting from 
minutes to days. Neurological examination showed 
a fine lateral nystagmus, complaints of “occasional” 
diplopia on left and right lateral gaze, and slight 
accentuation of all deep tendon reflexes on the right. 
Whereas neuro-ophthalmological consultation and 
left-sided arteriogram were normal, a pneumoen- 
cephalogram revealed an excessive amount of fluid, 
i.e. 205 cc. and some increase of subarachnoid air 
over the anterior and temporal areas, particularly 
the left. Serial EEG’s were obtained over the years 
and showed good correlation between temporal 
lobe EEG paroxysms, olfactory hallucinations and 
depressions (Fig. 1). Olfactory attacks as well as 
depressive episodes could easily be “activated” by 
hyperventilation, Final neurological diagnosis was: 
atrophic lesion, left temporal lobe, posttraumatic. 
D. M. is now maintained on Dilantin and Phe- 
nurone medication. His depressions show suicidal 
depth unless this medication is supplemented by 
dextroamphetamine, Desoxyephedrine (Desoxyn) 
intravenously usually alleviates a depressive attack 
as well as olfactory hallucinations. 


_ The second patient also showed the rela- 
tionship between temporal lobe automatisms/ 


uncinate attacks and paroxysmally occurring, 
severe depressions : 


k BK, a white male age 19, developed episodes of 
semiconsciousness and unconsciousness without 
twitchings” following a severe bout of scarlet fever 
at the age of 2, These attacks, poorly described 
by patient and his mother, subsided at age 12, He 
then had, however, episodes of “sadness without 
cause,” crying attacks, and occasionally perceived 
“peculiar odors.” Attacks recurred at age 17 ina 
different pattern. He noted “undescribably bad 
odors,” occasionally associated with a “funny taste,” 
felt “emotionally upset,” and had an “urge to cry.” 
This was followed by episodes lasting for several 
minutes when he talked “perfectly silly without con- 
trol” his left arm felt “stiff” during these episodes 
and he was “completely confused” afterward, some- 
times for as long as 1 hour. Following this, he 
felt depressed for hours and sometimes for “r to 2 
weeks.” 


He could never adequately account for the psycho- 


dynamisms of his depression. “I thought first it 
was due to the fact I had these attacks of “black- 
out and odors”; but I got depressed even when I 
did not think about them; (depressive) feelings 
came and left me suddenly.” 

Neurological examination revealed gross hori- 
zontal nystagmus on right lateral gaze, first degree 
nystagmus on left lateral gaze, accentuation of all 
deep tendon reflexes on the left with depression of 
abdominal reflexes on the same side. Skull x-rays, 
pneumoencephalogram, and lumbar puncture were 
within normal limits. 

We were able to do an EEG recording during 
a typical right temporal lobe attack in September 
1953 which progressed as follows: (1) peculiar 
odors (2) depression and crying, (3) masticatory 
movements, (4) headturning to the contralateral 
side (left), (5) tonic extension movements of left 
arm, (6) same movements spreading to left arm 
and left leg, (7) exhaustion and confusion (Fig. 2). 
Prior to hyperventilation patient felt emotionally 
well and his EEG disclosed only very isolated right 
temporal sharp waves. 

Patient was eventually placed on combined Phe- 
nurone, Hibicone, and Mebaral medication for his 
temporal lobe seizures. He improved, particularly 
in regard to uncinate attacks and depression. The 
depressive attacks could be improved furthermore, 
by adding dextroamphetamine sulfate (Dexedrine) 
to his anticonvulsant medication. 


Comment—Penfield and Rasmussen (6) 
demonstrated the occurrence of similar 
“strangeness and familiarity experiences, 
“illusions of introspection,” and “memory 
disturbances” during temporal lobe stimula- 
tion as we observed “spontaneously” in ouf 
patient D.M. “Feelings of tiredness and sleep- 
iness” with impaired consciousness were re- 
ported by Kaada and Jasper(7) following 
electrical stimulation of the temporal lobe, 
the hippocampal and limbic gyri and the 
insula in man. Penfield and Jasper (1) report 
one patient (glioma right temporal lobe) 1 
whom stimulation “was carried out at tHe 
margin of the fissure of Sylvius in a post 
tion that would correspond to the inferiot 
end of the precentral gyrus if that gyrus were 
extended to the fissure of Sylvius, When 
asked, the patient said he had observed 
nothing . . . and wept . . . [on re-stimula 
tion] .. . he sighed before answering - * ° 
again there was weeping.” y 

Even though D.M.’s EEG revealed pre 
dominantly left temporal “firing,” sharp i 
slow wave bursts were noted also over Fri 
right temporal area (Fig. 1). Jasper, per t 
set, and Flanigan (8) could demonstrate “ta 
in almost half of the patients operated on, 
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bilateral electrographic localization seemed to size that mastication in seizures is not ¢ 
be due to the localization of a unilateral epi- parable to classical Jacksonian phenom 
leptogenic lesion in the temporal cortex . . . but that it constitutes an automatism, a 
capable of epileptic activation of both tem- ated with disturbance of consciousness, , 
poral lobes.” They state that “this seems cording to them, contraversive turning of 
especially true with atrophic lesions of the eyes and head is also frequently obse 
uncus and hippocampal systems.” Baldwin, in temporal lobe seizures. This, as well as U 
Frost, and Wood(9) noted that epileptiform slow jerking movements of the extrem 
discharges in one amygdaloid nucleus may was reproduced by Kaada, Andersen, | 
spread rapidly across the midline to the other Jansen(12) following electrical stim 
amygdaloid nucleus, The discharge “need of the amygdaloid nuclear complex in 
not originate in the amygdaloid nucleus itself” anesthetized cats, These responses we 
and “may arise in the temporal cortex and tained mainly from the phylogenetically ol 
spread to the amygdala beneath.” This antero-medial division of the amygdal 
“cross-firing” to the opposite amygdala- nuclei which receive fibers from the olfae 
pea i ane rg: a noted bulb. However, stimulation, of the ph 
y , » a y(10). genetically younger basolateral division pr 
B.K. showed clinical and EEG evidences duced Ns Sanoo very similar to th 
of unilateral, temporal lobe “firing.” One obtained by stimulating the hippocampus: 
seizure could be recorded electroencephalo- the medial prefrontal, limbic, retrosplen 
graphically, and showed a rather typical and hippocampal cortices, namely, 
symptom-progression condensed in a short anger, and stereotyped searching (13) 
time, initiated by (1) Perception of “odors,” poral lobe seizures may also be trigger 
(2) depression and crying, (3) masticatory from deeply situated structures of the tha 
gras (Fig. 2). mus and basal structures (14). 
agnus, Penfield, and Jasper(11) empha- It appears, therefore, judging from € 
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perimental, clinical, and electrographic evi- 
dence, that the whole hippocampal-amygda- 
loid-temporal lobe complex with all its con- 
nections may participate in epileptic 
“automatisms.” It is unusual that the close 
telationship between uncinate-temporal lobe 
seizures and depressive phenomena has not 
been observed by more investigators ; the re- 
lationship between rhinencephalon and emo- 
tional expressions, as demonstrated by Kaada 
(12) and co-workers and other investigators 
in animals, would lend itself very well to 
further clinical observations in man. Kar- 
nosh(15) noted only recently similar “ictal 
depressions” in a group of patients having 
temporal lobe automatisms. 

It is significant that all 17 subjects who 
had uncinate-temporal lobe seizures also had 
ictal, depressive episodes ; these episodes did 
not at all lend themselves to psychotherapy, 
but disappeared rather promptly following 
energetic anticonvulsant therapy and/or 
metamphetamine (Dextro-amphetamine) ad- 
ministration. Unpleasant, olfactory halluci- 
nations frequently accompanied these depres- 
Sive cycles, and disappeared once the depres- 
sion was relieved. 

_ Some depressive reactions in patients hav- 
ig temporal lobe seizures may, of course, be 
Eed to awareness of defective function- 
; E (5). However, the close relationship be- 
ween EEG abnormalities and depressive 
; os in our 2 patients indicates that 
= aie ae depression may be con- 
which _ Sa ane, lobe pinta 
attack” occurs : i etore a complete 
Gian thor tom the viewpoint of the 

e e a 
Particular ¢ X far bs lobe firing. This 
other wists ap YT epressive reaction may, in 
after-disct ea clinical manifestation of 

A charges following activation of the 

Mach ce mygdaloid-temporal complex. 

system ee) Points out that the limbic 
ippocampus imbic lobe of Broca, including 
amygtal » and its subcortical cell stations, 
anterior “at Septal nuclei, hypothalamus, 
mon no nuclei, etc.) is a com- 
matic and = or of a variety of visceroso- 
mals, Pie reactions in all mam- 
idence iy na studies “provide further 
ferently et this part of the brain is af- 
ed to all the sensory systems,” 


The theory may be proposed that this region 
of the brain so much concerned with the 
“experience and elaboration of emotions” 
(16) may be “blocked” in its experience-pat- 
tern by certain epileptic discharges. This 
“blocking” promulgated expressions in our 
patients such as “emptiness,” “feelings don't 
reach me any more,” etc., and may be sub- 
jectively translated as “feelings of depres- 
sion.” 


PAROXYSMAL FEAR 


The occurrence of paroxysmal anxiety or 
“isolated fear”(17) has been sporadically 
mentioned in the literature as a correlate of 
temporal lobe seizures, particularly as expres- 
sion of a temporal lobe aura. Gibbs, Fuster, 
and Gibbs(18) mentioned “fear” in 4 sub- 
jects of a group of 300 having psychomotor 
epilepsy, whereas Magnus, Penfield, and Jas- 
per(1r) noted paroxysmal fear in 8 among 
34 patients with masticatory seizures. Earle, 
Baldwin, and Penfield(19) report “fear as an 
aura” in a patient having incisural sclerosis 
of the temporal lobe. Macrae(17) reported 
7 patients, each with a feeling of unaccount- 
able fear as an aura. He concludes that “the 
aura of fear has a focal significance, indicat- 
ing abnormal physiologic activity in the tem- 
poral lobe on either side.” The same author 
reported more recently (20), 44 cases of 
epilepsy in which “fear, without content and 
unrelated to thought processes or somatic 
sensations” was observed. Gastaut (21) noted 
that “verbal automatisms sometimes express 
fright or anger manifest in the facial expres- 
sion and in some cases recollected by the 
patient,” basing his observation on 300 psy- 
chomotor fits in humans. Penfield and Jasper 
(1) quote numbers of cases whereby Patients 
experienced “scared feelings” and “fear 
during stimulation of the temporal lobe cor- 
tex. 

We noted paroxysmal anxiety in 4 subjects 
having temporal lobe automatisms. The 
neurological diagnosis was as follows: race- 
mose angioma entire left temporal lobe and 
portion of frontal lobe, 1; old thrombosis of 
internal carotid artery and secondary right 
temporal lobe atrophy, 1; temporal lobe 
atrophy, right, 2. Episodes of fear occurred 
not only as aura, but also occasionally in 
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seizure-free episodes, usually associated with 
“mood swings.” 


C. B., a 29-year-old housewife, had her first 
“seizure” at the age of 17, This attack lasted for 
only a few seconds, but was apparently accompanied 
by a few dyskinetic movements and followed by a 
confusional state with automatisms for 20 seconds, 
Her first and only grand mal attack occurred at 
age 22 during pregnancy. She had increasingly 
slowed down in her psychomotor output, began to 
show affective lability, interrupted by episodes of 
“strangeness and fear.” She developed a sensory 
type of aphasia during the last year, and also had 
difficulties in wordfinding. Knee and ankle jerks 
were bilaterally absent, but we noted an occasion- 
ally positive extensor response on the right, Spinal 
fluid findings were normal. An EEG was per- 
formed on November 24, 1953, and was considered 
as still falling within normal limits, even during 
hyperventilation and posthyperventilation recording. 
At that time she was on anticonvulsant medication 
and stated her subjective condition was “fine” (Fig. 
3). However, a repeat EEG, December II, 1953, 
after medication was discontinued produced in the 
posthyperventilation record left temporal, focal 
spikes and delta waves (Fig. 3). Patient experi- 
enced clinically during this time “anxiety,” “terrible 


fear,” and had a typical temporal lobe seizure some- 
what later. 


Arteriography revealed a very large racemose 
angioma involving the entire left temporal lobe, 
and a portion of the left frontal lobe (Fig. 4), A 
neurosurgical intervention was successful. 


This case again showed an EEG focus over 
one temporal area while patient experienced 
“anxiety” which was absent at the time pa- 
tient felt “fine.” 


P. M, a 21-year-old white, single girl, developed 
“fainting attacks” considered to be “petit mal sei- 
zures,” following a severe otitis media at age 16. 
Patient developed “crying attacks without reason 
during the last year because I became suddenly so 
afraid. . .. Sometimes it was a fear of having an 
attack, but sometimes the fear just ‘gripped me! 
and I couldn't explain it.” Ictal emotion of this 
sort was occasionally ushered in by gustatory auras, 
and followed by confusional episodes. Eventually, 
feelings of “familiarity” and “estrangement” oc- 
curred, as well as typical déja-vu experiences. Then 
motor phenomena of temporal lobe seizures were 
observed, with and without loss of consciousness. 
Neurological evaluation disclosed a slight, left 
lower facial weakness, anisocoria of the right pupil 
compared with the left, accentuation of deep tendon 
reflexes on the left, and an equivocal Babinski phe- 
nomenon on the left. Spinal fluid findings were 
within normal limits. An EEG showed a strictly 
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C.B. 29y. 2 Lt. Arteriogram. 
(Angioma, Left temporal.) 


Fig, 4—Left-sided arterio; 


gram of patient C. B., showing large, racemose angioma involving the entire left 
temporal lobe and a portion of the left frontal lobe. (Courtesy Dr. Wm. A, Nosik.) 
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Fic. 6.—Right-sided arteriogram of patient P. M, showing (arrow) the internal carotid artery 
thrombosed and no dye entering the cerebral circulati 
istic dilation of right lateral ventricle, 
(Courtesy Dr. Wm. A. Nosik.) 


aracter- 
on proper. Pneumoencephalogram shows pegs 
Particularly of the temporal horn (temporal lobe atrophy, Tig 
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focal, right temporal slow wave focus (Fig. 5). 
Three attempts of right sided arteriography failed 
because of obstruction of the internal carotid artery 
just below the level of the siphon (Fig. 6). This 
was considered as indicative of thrombosis within 
this vessel. A pneumoencephalogram showed dila- 
tation of the lateral ventricle on the right, particu- 
larly pertaining to the right temporal horn (Fig. 6). 
Diagnosis was an old thrombosis of the internal 
carotid artery and secondary right temporal vascular 
encephalopathy with atrophy. 


This patient is particularly interesting on 
account of the association of “ictal fear” with 
“gustatory hallucinations.” According to 
Penfield and Jasper(1) the localization of 
these experiences appears to have representa- 
tion in the cortex, beneath the fissure of 
Sylvius and within the circular gyrus. These 
authors also report a similar case having 
gustatory seizures with fear. On operation an 
astrocytoma of the insula was found. 


F. L., a 32-year-old white female, developed epi- 
sodes in late childhood when she felt “fearful and 
strange, They occurred as independent emotional 
experiences and could almost never be related to 
any definite event or particular trend of thought. 
ctal emotions of this sort were at times, but by no 
ae regularly, followed by typical temporal lobe 
pies Progressing as follows: (1) “Strangeness” 
i €ar-feelings,” (2) involuntary, masticatory 

vements, (3) headturning to the left, (4) ex- 
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tensor movements of left arm with flexion of right 
arm, (5) extensor spasms left arm and left leg, (6) 
exhaustion and confusion. Neurological examination 
showed some accentuation of deep tendon reflexes 
on the left, a pneumoencephalogram revealed dila- 
tion of the right lateral ventricle, and an increase 
of subarachnoid air over the right fronto-temporal 
areas. An EEG obtained on August 31, 1954, 
showed regular 9.5/sec alpha pattern, at which 
date patient reportedly felt “normal” (Fig. 7). A 
repeat EEG on November 18, 1954, showed random, 
right temporal spikes of 75-100 „V amplitude and 
brief 5-7/sec sharp wave bursts discharged from 
the same area (Fig. 7). At that date patient com- 
plained of “strangeness feelings” and “anxiety,” 
and experienced a typical temporal lobe seizure fol- 
lowing termination of the EEG. The clinical 
work-up was consistent with a diagnosis of atrophic 
lesion of the right temporal lobe. 


This patient again showed right temporal 
lobe EEG disturbance while she reported 
“fear” ; there was no EEG abnormality, how- 
ever, when she felt “normal.” We wish to 
emphasize that temporal lobe atrophy (“in- 
cisural sclerosis”) can often be demonstrated 
in pneumoencephalography by comparative 
enlargement of the temporal horn of the 
lateral ventricle on the atrophic side(19). 

Comment.—The relationship between tem- 
poral lobe automatisms and paroxysmal fear 
in our 4 patients was striking ; similar to the 


temp. disturbance) 


of patient P, M. showing right temporal slow-wave focus. Patient's temporal lobe 
howed regularly an aura of fear, but similar anxiety attacks occurred without being followed by a 
atrophic lesion of right temporal lobe (see arteriogram and pneumoencephalogram, 
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previously cited cases of “ictal depression,” 
there was a good correlation between tem- 
poral lobe irregularities in the EEG and 
clinical experience of fear in the patient, 

Penfield and Jasper(1) have stated that 
“these emotions of fear are not simple fear 
that an attack is about to come on. . . the 
ictal emotion is produced as a distinct experi- 
ence, and is the result of localized cortical 
discharge.” Similarly, none of our 4 sub- 
is could “pin-point” what they were afraid 
or, 

Masserman(22) demonstrated the impor- 
tance of hypothalamic centers for emotional 
expression, but Bard(23) showed that the 
experience of fear is a cortical phenomenon. 
Our EEG studies as well as clinical obser- 
vations also seem to indicate the dominant 
role of the temporal lobe cortex during epi- 
sodes of “ictal fear.” Whether these ab- 
normal EEG discharges are exclusive cortical 
phenomena, or due to 
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SUMMARY 


Whereas affective disturbances may ac- 
company almost any organic cerebral disor- 
der, the occurrence of “ictal emotions” (sud- 
denly occurring and again disappearing emo- 
tional reactions) are frequently associated 
with disorders of the temporal lobe, 

We noted a distinct relationship between 
paroxysmal, depressive reactions and unci- 
nate attacks. Ictal depressions lasting from 
hours to weeks occurred in 7 subjects whose 
principal seizure manifestations consisted of 
uncinate attacks and temporal lobe automa- 
tisms. Depressive episodes preceded or fol- 
lowed temporal lobe seizures or occurred 
paroxysmally in the “free interval” between 
seizures, Serial EEG’s demonstrate that this 
particular type of depressive reaction may be 
due to subclinical ‘hippocampal-amygdaloid- 
temporal lobe epilepsy” and/or due to after- 
discharges from the same structures follow- 
ing manifest seizure activation. 

The occurrence of paroxysmal fear, of 
“isolated anxiety” has been sporadically men- 
tioned in the literature as a correlate of tem- 
poral lobe seizures, particularly as expressit 
of a temporal lobe aura. We noted “pat- 
oxysmal anxiety” in 4 subjects, not ony 
immediately preceding temporal lobe seizures, 
but also as an “isolated,” affective phenome- 
non in the so-called “free interval.” These 
anxiety attacks seem to bear a relationship 1 
“firing” of the temporal lobe cortes, E 
demonstrated by our serial EEG observé 
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tions and as evidenced by Penfield and co- 
workers during electrical stimulation. 
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MANAGEMENT OF THE NARCOTIC ADDICT IN AN a 
OUTPATIENT CLINIC: 
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MARY KOGA, M.A,,2 Cricaco, ILL, 


Few psychiatric problems hold as much 
meaning for the public today as the relation- 
ship of crime and narcotic drugs. It has been 
estimated that each addict costs the taxpayer 
about $10,000 annually in narcotic crimes, 
law enforcement, and incarceration. More 
than 50% of all crimes in the Chicago area 
as estimated by a former judge of the Nar- 
cotics Court is said to be associated with the 
use of such drugs. When confronted with 
this problem, the average physician focuses 
on the physiologic reactions and the effects of 
withdrawal. Society is concerned with ar- 
resting the distribution of drugs and control- 
ling the addict. The drug habitué himself is 
caught in between and is both a medical and 
social pariah. 

To meet the situation, the Illinois Legisla- 
ture, in 1950, authorized 3 medical counsel- 
ling clinics, outpatient psychiatric facilities, 

for the treatment of patients with narcotic 
problems in the Chicago area, They are sup- 
Ported by appropriated funds and the State 
Department of Public Health 


1 Read at the 111th annual meeting of Th i 
can Psychiatric Association, Atlantic City a T 
May 9-13, 1955. NA 


2 From the department of neurol 
chiatry, Northwestern University M; 
Chicago, Illinois, 
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ogy and psy- 
edical School, 


part-time social worker, a psychologist, 
a medical resident. All medical and lab 
resources for outpatient care are ava 
for consultation and treatment. 

The number of cases seen in our clini 
not been very large nor has a sig 
number of cases been followed long nou 
to permit a sweeping presentation, but 
shall present our experience to date. 

One hundred patients have p 
themselves at the clinic since it was 
November 15, 1952. They have come 
a wide segment of the population. No 
criterion for admission was adopted € 
that the patient be concerned about 
drugs and desire assistance. Those 
barbiturate as well as narcotic problems 
accepted, y 

The patients have ranged in age from 
to 54 years; the largest number were i 
20 to 30. Over one-half were single 
Test were married, divorced, or SEP 
Only 3 were widowed, Over two-thirds 
white and less than one-third Negro, 
one-fifth female and four-fifths male. À 
of them had completed at least 10 years 
schooling, the largest number 10 to 12. 
teen had college work and 3 graduate W 
Only 2 had less than grammar school ed 
tion, 

Occupationally the patients ranged $ 
the unskilled to the professionally ur 
However, most of them were unemp 
at the time of intake and occupatio 
stability was an outstanding cha: 
The drugs have varied from marijuana a 
to any number and combination i 
heroin, opium, morphine and deriv 
such as dilaudid, dolophine, and deme 
barbiturates. Heroin was the substance® 
commonly used, 

Length of use ranged from a few m 
to 24 years, with most of the P 
“hooked,” to use the vernacular, fof 
4 to 5 years. Almost all had attempted 
occasion to withdraw from drugs, @ 
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their own or in a hospital, and had stayed 
off drugs from a few days to years. 

The amounts have been difficult to deter- 
mine since this varies with the patient’s 
fluctuating needs, the accessibility of drugs, 
and his varying financial condition. Dosage 
ranged from a capsule or cigarette a week 
to over 20 capsules of heroin or 25 to 30 of 
nembutal per day. Most used between 5 to 
14 capsules per day. 

The cost has also been somewhat difficult 
to estimate. A number reported expending 
15 dollars per day while a few spent 20-30 
and even as high as 50 dollars per day, while 
others held the cost to less than 1 dollar per 
week, 

_ The popular stereotype of the “dope fiend” 
is a wild-eyed, desperate, maniac, intent on 
crime under the influence of drugs. None of 
our patients has fitted this description. Most 
of them are quiet, well-dressed, and indis- 
Unguishable from anyone else. The miscon- 
ae may be in the failure to differentiate 
between the symptoms of acute withdrawal 
and the actual effects of narcotics. Most pa- 
tients report a feeling of well-being—“nor- 
mal —while under the influence of drugs. 


h sa anxiety arises from the lack of an ade- 
See to maintain this feeling and to 
Peer the effects of withdrawal, Actually, 
hie E police have found that much 
a m icit heroin is greatly adulterated so 
fenne n physical effects of withdrawal are 
p earl debe, but the emotional need 
prompt anticipation of withdrawal effects 
en e desperate seeking for drugs at 

ah pA n average addict cannot meet 
E Illegal drugs and is thus driven to 
‘ “pe teferrals have come from all pos- 
iatis = other Patients, relatives, physi- 
i s RE aa i agencies. During the 

ae clinic operation, a scrupulous 
in RAN as made to limit the case load to 

es S voluntarily seeking assistance. 
since ta realized that this was not realistic 


by Sores were “forced” into the clinic 
tonal ea cial, economic, legal, or emo- 
individ ures. Therefore, we included 


k tht referred by the courts, and placed 
at y well grounded in the problem, 
Tcotics Court of Cook County to 


Serye 
Sa ` 
‘ liaison between the court and our 
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clinics. His function is to select those who 
he thinks amenable for outpatient care and 
acquaints them with what such a facility can 
do, 

The treatment offered in our clinic is out- 
patient psychotherapy. No hospital for with- 
drawal treatment is directly connected with 
the clinic, For those severely addicted and 
needing this care, referral is made to public 
and private institutions. Most of the patients 
who continue in the clinic and the ones we 
have helped the most may be more correctly 
described as “drug users” rather than “drug 
addicts.” These individuals may be experi- 
menting with drug use, or, having previously 
been addicted but physically withdrawn from 
drugs, they wish to prevent re-addiction. 

We have observed that the approach to 
the patient and his initial contacts are of 
critical significance in treatment. From the 
first, our focus is on the person rather than 
on drugs. Although the patient is usually 
concerned with his symptoms and expects to 
be asked questions about drug use, this is 
discussed in the beginning only, and the 
specific reason for clinic contact is clearly 
outlined. This serves as a basis for clarify- 
ing the therapeutic process; otherwise the 
patient would equate psychotherapy with 
cross examination. 

The patient encounters the social worker 
first. The goal of this interview is to enable 
him to verbalize his problems and to pave 
the way for future clinic contacts. The 
worker attempts to understand the patient's 
feelings about himself and his problems and 
seeks to establish easy communication. This 
includes recognition of the patient’s ambiva- 
lence and resistance to coming to the clinic. 

He attempts to help the patient understand 
that the use of drugs is related to interper- 
sonal and emotional difficulties and how a 
psychiatrist may be able to help. It is made 
clear that acceptance or rejection of clinic 
assistance rests with him, and that clinic 
help is a joint effort involving himself and the 
professional staff. He is told that the infor- 
mation he divulges is used by the staff only 
in his behalf, and is kept in absolute con- 
fidence. All patients, without exception, are 
apprehensive on this point. It is emphasized 
that the clinic is not identified with the law, 
but it is made equally clear that the clinic 
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is not a source of refuge from it. He is also 
told that the clinic does not prescribe drugs. 

The patient is next seen by the psychiatrist 
responsible for continuing treatment. The 
aim in maximum, once-a-week therapy, is 
to help the patient cope with some of his 
underlying problems so that he does not need 
the support of drugs. In outlining treatment 
goals, the resources of the individual are 
assessed. This involves learning his psycho- 
pathology and sometimes severe psychiatric 
disease is uncovered. Goals of therapy vary 
considerably. With some it may be to help 
him “graduate” from drugs to alcohol. With 
others, a great deal more can be accomplished. 

Diagnostic physical examinations, labora- 
tory tests and chest x-rays are done rou- 
tinely, immediately on admission. Such ex- 
aminations are readily accepted by the pa- 
tient, who usually expects “to have something 
done,” and serve to orient us as “medical,” 
hence helpful. It is made clear to the patient 
that this is the procedure for all patients 
coming to the medical clinics and is not ex- 
clusive to the drug user, 

Psychological tests are done frequently, 
in selected cases. The projective techniques 
are especially useful but intelligence is also 
measured, This is usually early in the course, 
but after contact with the psychiatrist. He 
has been previously prepared for the study 
by the social worker. 

Relatives and those close to the patient 
are seen by the social worker. The problems 
are invariably related to them and treatment 
must perforce include the people of his 
milieu, Many times the families are under 
Severe pressure as the patient punishes them 
by the use of drugs and by his manipula- 
tions to secure supplies. Most of these 
people feel guilty and fearful, too confused 
and anxious to act realistically and decisively, 
and need help, Often these individuals main- 
tain contact with the clinic which in turn 

works collaboratively with social agencies 
and other community resources assisting 
them. 

Continual consultation and collaboration 
are carried on between the psychiatrist and 
social worker. Clarification of dynamics, 
formulation of treatment plans, periodic re- 
examinations and modification of goals are 


routine. Countertransference problems are 
handled in these conferences. Tos 
When a patient comes to us, he may have 
some awareness of the underlying emotional 
problems and desperately desires help. A 
ever, his request may be expressed indirect a 
often provocatively and ambivalently. For y 
instance, he may be extremely apprehensive 
and suspicious, bristling with sensitivity to 
presumed slights or rejections. He is pre 
pared to withdraw from the clinic for the 
slightest reason and tests us repeatedly. This 
may go on for weeks, even months, before 
he allows himself to trust us. We gear our 
selves to the mood of the patient. Others 
come in impulsively, momentarily frig 
into taking action or looking for a quick 
“cure” to reduce the cost involved, and drop 
out quickly because they have no oe 
motivation. Some believe that we are a 
“legal” source of drugs and give up as soon 
as they learn the contrary. Such persons cal 
not be reached until this attitude is resolve a 
In some instances this is never accomplis he) 
We have also noted that no matter how 
defectively the patient appears to be funci 
tioning or how nonconforming he may be 
empathy with his viewpoint, without compre” 
mising our own standards, is important. Be 
cause of social attitudes regarding drug 
diction, the patient usually expects 
everyone to reject him. His covert gul 
loneliness, and not his overt attitude, 
what need recognition. His antisocial 
belies his real need to be accepted and to 
form. The patient himself usually has 
established knowledge of what normal 
terns are; however, he is uncertain 1 ® 
struggle to achieve this. He has a SH 
need to be respected and to feel that soi 
one in authority has confidence in him: 
try to avoid insincere reassurance but 
to express realistic hopefulness and dite 
Trust, but not naivete; empathy, but 
over-sympathy is our attitude. We m 
point of never letting down our mer : 
Whenever the patient has a feeling R 
has corrupted any one of the theraps ait Y 
team, the relationship breaks down: be 
The question of why some drug users | i 
come addicted and others do not is onet m2 
has defied understanding. At present Mi 


“ 
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other medical counseling clinics in Chicago, 
the U. S. Public Health Service hospitals in 
Lexington, Kentucky, and Fort Worth, 
Texas, the Riverside Hospital in New York 
and others have taken up the problem afresh. 
We do not have an answer and the final solu- 
tion may be made by the biochemist but that 
isanother chapter beyond our purpose here. 

Recurrent in all our patients was a variety 
of complex, deep-seated emotional problems, 
The addiction to drugs was only symptomatic 
of the basic disturbance. The specific need 
for drugs in each individual was as diverse 
as the emotional problems rendering him 
Susceptible to their use. These problems are 
basic to many other symptoms of emotional 
illness. Just why the patient chose narcotics 
is not clear. These drugs appear to serve a 
Supportive function—a means of relieving 
the distress of the emotional conflict, a means 
of acting-out, or frequently both. However 
inadequately drugs met his needs, the patient 
has difficulty giving them up. 

As noted above, the patients revealed prob- 
ems in their interpersonal relationships. No 
pcr is made here to present a compre- 
ei study in this area but only to mention 

e z a few general observations. These 
a have: (1) A poor concept of reality 
ing ti tying degrees of resistance to accept- 
ii ciety’s values ; (2) strong feelings of 
ey Insecurity, and unworthiness, 
pa “oad manifested in overconfidence and 
ity S a ce; (3) varying degrees of immatur- 
titolis oo liveness indicating poor ability 
on ate ordinary frustrations and a need 
Pites 2i evade responsibility and to deny 
Needs, het (4) conflict over dependency 
attendant S a and aggressive feelings, with 
overpassive stn often manifested in an 
Dulsive, misd Justment with occasional im- 

estructive oe aggressive, usually self- 
icts wtih” enavior ; (5) psychosexual con- 
2 Stow in identification ; (6) 
because TE sei Ryser (Often 
in etiority ang o dual’s own feelings of 
reality, fhe i , inadequate evaluation of 
telationships s lente’ with and sought 
individuals he h equally needy or exploiting 
to failure E Hey experiences were doomed 
turbance : ith the attendant emotional dis- 
13 (7) vulnerability to drugs. The 
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insecure, confused and frightened adolescent 
and young adult struggling to cope with his 
underlying conflicts and to find acceptance 
and support, can be an easy prey to pressures 
from his peers who may urge thrill-seeking 
exploits. Among those were persons for 
whom drugs originally had been medically 
prescribed. They had continued use of these 
beyond the indicated time because they found 
that the medication gave them surcease from 
tension. In either instance, the desire for 
immediate relief, no matter how illusory or 
fleeting, was very great and drug intake 
served to deny or postpone facing reality. 

Many of our patients come from middle- 
class, economically secure families. A great 
number were the only child or the youngest 
in the family so that material deprivation 
was not a factor. The etiology appears to 
lie in severe, deep-seated disturbances in 
intrafamilial relationships. 

Very frequently the patient’s mother was 
an insecure, covertly rejecting woman, who 
had long babied and utilized the patient to 
satisfy her own neurotic needs. A long- 
standing, mutually hostile, dependent, pro- 
vocative, and seductive relationship with her, 
which evoked much conflict, anxiety, fear 
and frustration, overwhelming the individual, 
was a common finding. 

The relationship with the father was also 
generally poor. Either there was no father 
since the patient’s early childhood or he was 
an inadequate, passive ineffectual figure, or 
a rejecting one, although in some instances 
the male parent was a highly successful 
business executive. : 

Parents had made continual inconsistent 
demands impossible for the patient to meet, 
with constant depreciation of his efforts to 
please. With others mature behavior was 
not expected until adulthood. In either in- 
stance, the opportunities for the patient's 
gradual maturation were severely crippled. 
Drugs are used when the individual is ex- 
pected to assume additional responsibilities 
or more mature behavior than he is ready 


for. 
Discussion 


Obviously we have had no cures, but in 
line with our goals, we have helped some 
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patients reach more satisfactory personal and 
community adjustments which make the use 
of drugs unnecessary. Even among those 
who drop out, some come back, even re- 
peatedly. They understand that although they 
could not stay off drugs in the interval, we 
are a source of support to their efforts. The 
addict “grapevine” functions for us too, so 
that sometimes an individual will refer an- 
other patient to us saying our clinic is 
“O.K.” or he will report to us on the 
progress of a former patient. 

The most treatable patients are those who, 
before addiction, have achieved some ma- 
turity or are still struggling for it, as in the 
following case. 


Mrs. X, a 30-year-old, attractive, intelligent, 
white woman, was referred to us by her current 
paramour, Mr. Y, who was successfully employed 
and not an addict. She was on the verge of re- 
addiction to heroin after an abstinence of 2 years, 
following 5 years of intermittent addiction, Her 
2 primary motivations for treatment were pressure 
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from Mr. Y and her own ambivalent but fairly 
strong desire to overcome her use of drugs and its 
attendant problems. Psychological tests confirmed 
the therapist’s impression that she had capacity for 
growth but that she had an unbearably painful idea 
of herself as an unattractive woman, inferior, and 
unworthy of respect. 

She was given psychotherapy. Mr. Y who was 
seen at intervals was a major asset in helping her 
carry through. She stopped drugs in the first few 
weeks of her year of therapy. With more self- 
awareness, she could accept her own responsibility 
to change circumstances. She gradually developed 
more self-confidence and mature behavior, eventu- 
ally obtaining and keeping a job she really wanted. 


We have learned a little and should like 
to learn more about understanding and treat- 
ment of individuals whose particular symp- 
toms of maladjustment include drug addic- 
tion. We hope that this paper will stimulate 
comparisons with the experiences, not only of 
other clinics but also of those treating such 
individuals individually so that we may share 
the insights which, by the very nature of the 
problem, come slowly. 
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SCHIZOPHRENIC PATIENTS: 
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INTRODUCTION 


The speculation as to whether the group 
of mental disorders to which we assign the 
title “schizophrenia” results from an inher- 
ent or acquired physiological defect, a func- 
tional or psychological illness, or a combina- 
tion of these factors has doubtless entered 
the mind of any one considering the etiology 
of these disorders, Moreover, the exponent 
of one or the other theory is perpetually ad- 
vancing hypotheses based on isolated sets 
of observation, It is natural for experi- 
mental investigators in schizophrenia to 
aes from their own particular operational 

las. Hence, the organicist and the neurolo- 
gist frequently choose to overlook or ignore 
psychoanalytic formulations, while the ana- 
ae dynamically oriented psychiatrist is 
ithe ce to reject the possibility that the 
vila z Mi ich he sees as purely functional, 
Ge, sult from structural or physiological 
Era in the brain itself. We became in- 
TE Ki reports concerning various find- 
=a AE biology of schizophrenia which 
aah Tpreted as indicating an organic 
Schizophr _ Predetermined basis for the 

E — In particular we noted that 
$ ether reports which alleged that 
normalities Ee of encephalographic ab- 
Available Kha in cases of schizophrenia, 
phrenic rA was a large series of schizo- 
graphic Hee s in whom electroencephalo- 
of the ad les had been undertaken as part 
this ria procedure. We felt that 
compared woe i reviewed with profit and 
phrenic d $ e tracings of nonschizo- 
Ton s. 

ead at t 

a Paychiatrient 

: oh nya 
I ay gad, neurology and electroencepha- 


graph: 
ent Erh - Naval Hosp, Oakland, Calif. Pres- 
è Formeriy 2 3th St, Oakland, Calif. ` 
ice, ¥ Clinical director of neuropsychiatric 
chief of neuron Naval Hosp Calif. 
of neuropsychi ” if., now 
Marianas. ychiatry, U. S, Naval Hosp., Guam, 


ae annual meeting of The Ameri- 
Ssociation, Atlantic City, N. J., 


HISTORY AND REVIEW OF LITERATURE 


Although 1936 marked the inception of the 

use of the electroencephalogram in clinical 
practice in this country, the first report of 
the electroencephalic tracings of schizo- 
phrenic patients appeared in 1938 when the 
Gibbses(1) made the statement that: 
The electroencephalographic record obtained in pa- 
tients having psychomotor seizures is similar to that 
seen in most patients diagnosed as having schizo- 
phrenia, [and] schizophrenia may be spoken of as 
a form of cerebral dysrhythmia. 


In 1939, however, Jasper, Fitzpatrick, and 
Sullivan (2) in a study designed to correlate 
analogies and opposites between schizo- 
phrenia and epilepsy stated that “as a whole 
the schizophrenic group (82 patients) shows 
no characteristic EEG’s.” A little later in 
the same year the Davises(3) presented 
records of 25 chronic schizophrenics and 180 
unselected psychotic patients. They con- 
cluded that “the fundamental patterns of 
these patients can not be distinguished from 
those of our controlled series of 500 ‘nor- 
mals’ ” In 1941, Finley and Campbell(4) 
reported a series of 500 schizophrenic pa- 
tients which they compared with 215 normal 
controls. These studies suggested that 28% 
of the schizophrenic group had “abnormal 
records” as contrasted with 7% of the “con- 
trols.” Greenblatt(5) in 1944, examined 465 
cases of schizophrenia and noted a number 
of records in which the fundamental fre- 
quency was other than 8-12 per second or 
23% of 107 cases, Of these 107 cases, 23, 
or 6%, of the total group, had slow wave 
activity (slower than 8 waves per second) ; 
33 or 7% had fast wave activity (that is 
faster than 12% per second) ; while 8 or 
10% had slow and fast wave mixed activity. 

During the same year Finley(6) again re- 
ported on the occurrence of rapid frequency 
potential changes in the human electroen- 
cephalograph. His second article dealt with 
the high voltage rapid frequency, or 15- to 
40-per-second activity with an amplitude of 
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over 25 microvolts. His material was taken 
from over 4,500 neuropsychiatric admissions 
with 300 normals used as controls. He con- 
cluded that rapid frequency patterns are 
widely distributed throughout all neuropsy- 
chiatric disorders ; that similar types of rapid 
frequency patterns are found in a variety 
of neuropsychiatric conditions ; and that vari- 
ous types of rapid frequency patterns are to 
be found within the same neuropsychiatric 
clinical entity. In 1946, Cohn(7) reaffirmed 

3erger’s conclusion of 1936 to the effect 
that: 


There was a tremendous amount of influence of 
emotion on the human electroencephalogram; that 
in the evaluation of complaints referable to the 
central nervous system, the presence of marked 
high frequency activity in the electroencephalogram 
points away from a brain dysfunction resulting from 
structural or internal metabolic disturbance. 


He also concluded that the arrhythmic high 
frequency potential observed in the hyper- 
affective disorders is a product primarily of 
frontal lobe activity. 

During the autumn of 1954, Ellingson (8 
of the Nebraska Psychiatric ae Ad 
a comprehensive review of the incidence of 
EEG abnormalities among patients with 
mental discrders of apparently nonorganic 
origin. In dealing with the studies on the 


electroencephalograph: i i 
pes ographs of schizophrenics, he 


The rates of electroencephalographic abnormali 
* . t 
among schizophrenics are significantly high, zeH 


ably ati to one-third higher than normal but 


Newman (9) turning his attention 

problem of the EEG and functional titei 
atric disorders divided his records into nor- 
mal, normal fast, and abnormal records. 
He concluded that 57% of the electroen- 
cephalographic studies of his 109 schizo- 
phrenic patients were within the normal 
range, and that 28% were records which he 
chose to call normal fast. Only 1 5% showed 
slow activity and were considered abnormal 
One author(10), after having analyzed with 
a one-channel Garceau electroencephalograph 
data on 253 male South African natives con- 
sidered to be schizophrenic, Teported poorly 
organized “choppy activity.” He concluded 
that this supported a genetically oriented 
organic concept of schizophrenia on the basis 
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of his opinion that “choppy activity” does 
not occur in normal persons. What he con- 
siders choppy activity appears to be low- 
voltage fast records, predominantly arising 
from the frontal areas. 

In essence, review of the literature re- 
veals a wide variation in opinion concerning 
the presence of significant abnormal patterns. 
It becomes apparent, after a critical review, 
that if low voltage fast activity is taken as 
indicative of an abnormality, then a signifi- 
cantly higher percentage of records must be 
considered abnormal, However, as Cohn and 
Finley have so aptly remarked, the presence 
of low-voltage fast activity appears to be in- 
fluenced by the emotional state of the indi- 
vidual rather than a static condition. 


METHOD 


Routine 8-lead survey electroencephalo- 
graphic tracings with an cight-channel I 
“A” Grass instrument were obtained on the 
psychiatric service of a Naval psychiatric 
treatment center on almost all admisi 
These tracings were carefully interpreted m 
catalogued during 3 fiscal years. At the = 
of discharge the diagnosis was abst 
from the clinical records and attached ne 
electroencephalographic tracing. Su ie 
quently, the tracings were sorted into 
various nosological subgroups enoui Ta 
throughout the complete range of PSY te 
atric admissions. It should be noted ae 
EEG’s were taken during the patient S a 
few days on the psychiatric service and ie 
to the institution of any type of somatic 


nosis of schizophrenia, and on random 
of other types of psychiatric | ho 
Records of the nonpsychotic individuals se, 
were without discernible neurological di 


were used as controls. 


TECHNIQUE 


u le 
The routine survey tracings utilized ete 
electrodes with a standardized P! f- 
which, according to the Penfield oy 2, 
responded to FP 1, FP 2, C 3, C4 me Bi- 
T 4, with a ground in the right masto a cor 
polar runs were obtained with peer 
responding to fronto-central, fro” 
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poral, centro-occipital, and temporo-occipital. 

Interpretations were categorized accord- 
ing to basic frequency, and the presence of 
slow wave activity in the range of 14-3, 4-6, 
and 7-8 per second, and whether paroxysmal 
or continuous, and whether generalized or 
focal. 

All tracings with a basic frequency of 
9-12 or 13-40 which were under 50 micro- 
volts of amplitude were considered normal 
unless slow wave activity was present which 
was either twice the amplitude which char- 
acterized the basic amplitude of the tracing, 
or Was Over 50 microvolts. Grades of ab- 
normality were recorded as mild, moderate, 
or severe corresponding to the degree of 
slowing and the increase in amplitude. 


PRESENTATION OF DATA 


The entire group of patients, both control 
and schizophrenic, were males. The young- 
Sst member of each group was 17, and no 
Patient older than 35 was included in either 
Soup. The average age of the schizophrenic 
group was 20.4 years and the average age of 

contro] group was 21.2, 
4 The Control Group —This group consisted 
aA Patients without discernible neuro- 

À eg who were not considered to 
“the art been psychotic at any time. How- 
ke TN some form of emotional dis- 

i eT neurotic or character and be- 

sorder, which was severe enough to 

sion to hospital. (The 

i logical groups represented ie the Nees 
Table Sow h group are presented in 
features G recognize that this group has 

: Which do not make it absolutely 
group. All ran- 
” Caucasian enlisted 
group as the patient sample 
cets which might merit mild 
ea or neurotic diagnoses 
eref Close psychiatric scrutiny. 
| | fees of a patient group as me 
Soup is so tast with the schizophrenic 
ho Justified in the absence of a pure 

+ Sou hict # 
Possible 4 ee ich would be almost im- 
the contro ee random sampling. Data on 
k essence, a WP 38 presented in Table 2. 
lly y ee T individual EEG’s were care- 

and catalogued in the same 


in the same 
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TABLE 1 
(Tyre or Cases REPRESENTED IN CONTROL Group) 
Nosological entity oer 
Emotional immaturity with symptomatic habit 4 
Psychiatric observation ....... P at Renn 15 
Diagnosis undetermined ..., os 1 20 
Maladjustment situational ......... P 


Character and Behavior Disorders 
Sexual deviates, alcoholics, drug addicts, ete. 11 


Emotional instability reactions.......... re 
Passive dependency reactions 33 
Passive aggressive reactions..... F 


Inadequate personalities ................05 

Aggressive, antisocial, and asocial personali- 
Ges i sdiWsk . dub I e E DE E A 23 
Schizoid personalities ...........-esseee0e 48 

Psychoneurotic Disorders 

Anxiety reactions ................225 A 4 
Neurotic depressive reactions. . - 76 
Conversion reactions ......... 51 
Dissociative reactions ....... +23 
Paranoid state ..... 2I 
"DORAL stim c AR TETEE A A 474 


Total number of abnormal records: 37 (8.3%) 
Predominant abnormality : 4-6/ second paroxysmal 
generalized 


manner as with the schizophrenic group. 
There was a total of 37 tracings which we 
considered to be indicative of mild to severe 
abnormality of either generalized or par- 
oxysmal type. Abnormality criteria were the 
same as for the schizophrenic group, 1.2. 
waves of less than 9-per-second frequency 
of over 50 microvoltage amplitude or, if 
under 50, then equal to twice the amplitude 
of the basic average range of amplitude of 
the particular tracing. The percentage of 
total abnormal records was 8.3%. This is 
just under twice the number of abnormal 
tracings in the schizophrenic group. It does 
not, to our knowledge, include any cases 
which have received somatic therapy such as 


TABLE 2 
Controt GROUP 
(Wave Frequency per Second) 


14-3 46 78 g-12 13+ 
Gen. Focal Gen. Focal 
2 I 29 2 4 277 160 
Total 
Normal —437 
Abnormal— 37 
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electroshock, insulin, or prefrontal lobotomy. 

The Schisophrenic Group.—This group 
consisted of 1,000 patients whose reactions 
were further divided into acute,‘ chronic, 
and latent forms. The acute reactions were 
further divided into catatonic, paranoid, 
acute undifferentiated type (which cases were 
frequently noted to shift from catatonic to 
paranoid or simple manifestations). The 
chronic group included individuals who were 
considered to have been clinically ill for 
longer than 1 year prior to the admission and 


latent group consisted of individuals who, on 
close clinical examination and psychological 
testing, were considered to be schizophrenic 
but whose adjustment permitted an ambula- 


* Most of the admissions for schizophrenia were 
cases with i 


tory existence despite the tenuous quality of 
their defenses. 

The acute group included 822 cases; 515 
had tracings with a basic 9-12-per-secomd 
frequency of less than 50 microvoltage 
amplitude and were considered to have nor- 
mal characteristics. Two hundred and 
seventy-two had records considered to be 
normal low-voltage fast records, ie., the fre 
quencies were greater than 12 per second 
and the amplitude of less than 25 microvolts. 
The remaining 35 cases ranged from mild, 
generalized paroxysmal 7-8-per-second dys- 
rhythmias to severe focal 1}-3-per-second 
disturbances. The breakdown of this group 
of 35 cases is shown in Table 1. Thirty-five 
patients had concurrent diagnoses of ep 
lepsy and schizophrenia or had been know" 
to have had a convulsive pattern during child- 
hood or adolescence. In 3 other patients, mild 
to moderate dysrhythmias, generally mam- 
fested by 4-6 per-second slow waves of 
greater than 50 microvolt amplitude, wert 
noticed, They had been given electroshock 
therapy prior to admission to our 


n i i i e 
are admitted to Navy psychiatric or on entry into the service at som 
which might ordinarily have gone longer undetected military psychiatric facility. 2 
in civilian life, In the chronic group 98 cases were =” 

TABLE 3 
BREAKDOWN TRACINGS or 822 ACUTE SCHIZOPHRENICS 
(Waves per Second) 

o—_ 14-3 46 7-8 9-10 pe. 
N-115 A-r Gen) Foal) "Gea Foe! «= “Gen, Foul’ Om, Foul’ Ta De 
Casta ere ee ee Oe sa zal A cP 

EAEE O e Gir hc Pc P TE 

Moea ee ED AD) “NE ae 

Moteatess Vat ees Sn el 

Serete Sai E Gg, ge 
N-285 A-13 
Pei S a Sk ee 

idi O a 8) — — — 

Severe Nas e "tee en. Rin O L a 
N-387 A-2r 
aei RPEN is, Pe ee ee E T Gih | 

ili saree a Be ea epee ariel gi 

Moderate cvs =k pee manera a eo — T Ta 

Severe ceded: a ot Gee A 

Total: Acute—822 Total: Normal records—515 
Normal fast —272 
Abnormal — 35 
822 
C—Constant 


P—Paroxysmal 
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TABLE 4 
BaraxvowN or Tractne or 97 Curonic Cases (A) anp 81 Latent Cases (B) 


a. Sixty of these had tracings which 
normal 8-12-per-second ats of less 
n 50 microvolt amplitude which were un- 
4 paring hyperventilation. Twenty- 
the remaining 38 had records inter- 
as low voltage fast types. The re- 
l ee contained slow waves and 
Shag from mildly to severely ab- 
the 3 records considered severely 
on 2 had treatment with electroshock 
k el to entry into the service, and 
à E a prefrontal lobotomy—with 
Three 1}-3-per-second dysrhyth- 
Ps, 5 „Patients with moderate 
Bi ate aos in the 4-6 per second 
= 4 ad EST previous to admis- 
r Ospital. Three cases showed 
generalized 7-8-per- 


aen cuts who were egocentric, 
stic, with mild disturbances 

) AR ideation with psychological 
Bi tas Schizophrenic thinking, there 
nd alpha a y had normal 9-12-per- 
acinge yt ms; 26 had low-voltage 
Considered normal in all char- 

5 Temaining cases 
‘ies Paroxysmal generalized 
cures 10 discernible reason from 
gical examination as to why 


Paranoid Simple Hebephrenic Over 1 year duration 
Ten tha fe a eG o> ay. = 
ocal jen. ‘ocal en. Focal Gen. Focal Gen. Focal 
LA ay VER case, 
CPCP CP CP Gif Gur sone, Fae PACI 
SB i ee 
OT Tr Sa et 
ST SS ee 
———- — 948] PE eS eee 
coat = I = — h ey See eee 
Total: Acute — 822 Total: Abnormal records—so (5.0%) 
Chronic— 97 
Latent — 8 i 
1,000 
C—Constant 
P— Paroxysmal 


this should be so. The last remaining patient, 
although considered a “larval” schizophrenic, 
had characteristics considered symptomatic 
of a severe aggressive character disorder 
and was given to aggressive acting-out be- 
havior. He was the son of an epileptic mother 
and had a severe paroxysmal dysrhythmia of 
14-3-per-second frequency in the frontal 
areas. 


DISCUSSION 


Our data seem to imply that there is no 
characteristic abnormality of the EEG in 
schizophrenia and that abnormal EEG’s are 
comparatively rare in schizophrenics in this 
age group; that electroencephalographic ab- 
normality in schizophrenia is rarer than in 
nonpsychotic mental or emotional patients 
in the same age group. Particularly interest- 
ing is that the nosological group of asocial, 
amoral, or aggressive personality disorders 
show a comparatively higher incidence of 
EEG abnormality than does the control 
group as a whole or the schizophrenic group. 
This comparatively small group (18) showed 
an incidence of 27.7% abnormal tracing (5 
patients). All of these tracings were mild 
paroxysmal 4-6-per-second dysrhythmias 
generally from the frontotemporal regions. 
If we consider basic schizophrenia symptoms 
aresult of lack of integration of goal-directed 
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behavior, social interaction, and “rational” 
verbal productivity, and further infer that 
this results from some failure in abstraction 
and conceptualization due to emotional inter- 
ference rather than an organic-structural de- 
fect, as has been postulated by some authors, 
then quite likely some of the people who be- 
come schizophrenic under some disintegrat- 
ing psychological threat, may have had previ- 
ously abnormal EEG patterns, and the EEG 
abnormality noted as part of the clinical 
picture of the schizophrenia was either there 
to begin with, ie., was coincidental or was 
developed after the inception of the schizo- 
phrenia, as the result of either sequelae or 
intercurrent factors. Central neuronitis in 
the brains of chronic backward schizophrenic 
patients who were resistive, hard to feed, etc., 
has been described by some neuropatholo- 
gists. To infer this is the cause of the 
“schizophrenia” rather than the result of it 
may be unwarranted, Central neuronitis is 
pathognomic of pellagra changes in the brain 
according to Malamud. Likewise, it is im- 
portant to be able to distinguish those changes 
in the EEG which may be the result of inter- 
current features or features unrelated to the 
disease process of schizophrenia itself, but 
which may be the indirect result of the 
disease process or a complication or sequela, 
It is necessary, therefore, to rule out any 
other possible cause before one concludes 
that the EEG abnormality arose as the result 
of the schizophrenia per se, or that the al- 
leged abnormality is supporting evidence for 
a genetically oriented organic concept of 
schizophrenia, as suggested by Hurst in 1952, 
Furthermore, if, as has been Suggested by 
some workers, schizophrenia resulted from 
some structural organic disruption in the 
septal region of the brain, which is too subtle 
for neuropathological techniques to demon- 
strate, then defects might reflect in the EEG. 
This does not appear to be the case, Certainly 
this particular series of cases, in this particu- 
lar age group, at this particular stage of their 
disease, does not suggest that any character- 
istic change occurs in the EEG of schizo- 
phrenics which might be considered outside 
the range of normal variability. If persons 
who have received previous EST or insulin 
therapy show abnormality, then one must 
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consider whether this had its origin with the 
therapy. 

Considering our data and findings of 
previous work in the field, it is justifiable 
to conclude that any abnormality in the EEG 
of a schizophrenic person is not related pri- 
marily to the disease process itself, but 
represents either a concurrent state of altered 
electrophysiology or emotional changes not 
necessarily specific to schizophrenia. Such 
abnormalities are also found in “normal” in- 
dividuals and in other nonpsychotic emotional 
or mental disorders. While it is likely that 
1}-3-per-second activity or 4-per-second 
rhythms represent some alteration outside 
normal physiologic range, the presence of 6- 
7-per-second activity may represent concur- 
rent fluctuations in temper. As Grey Walter 
(11) has so aptly put it “certainly the Ed 
pearance of a Theta rhythm is usually a goo 
sign of bad temper.”*® It is very oo 
that EEG changes which are not static, am 
which may change even in the course of the 
same examination, are adequate evidence to 
support a genetically oriented or organic oF 
cept of schizophrenia ; the results of this aa 
ticular study might well be taken as supp! 4 
for the belief that schizophrenia is a func 
tional disease of psychological origin. 


SuMMARY 


‘oblem of 


; 4 he pr 
The literature pertinent to the p re more 


whether or not schizophrenics 4 z 
likely to show “abnormal” or poorly 078% 
ized records is briefly reviewed. prenic 
Data collected from 1,000 schizopht 
Patients with an average age of 204 Yo 
are contrasted with a “control” groun g $ 
sisting of 474 patients without discet ‘ti 
neurological disease, who are nonpsy ni 
and ina comparable age group. This s are 
that 5.0% of the schizophrenic recor pe 
“abnormal” by virtue of the presence 
nificant amounts of slow wave activity +> 


sont Te 

č One of the most interesting and pertine ec 
marks concerning slow wave activity and : «jf eft 
tive state has been made by Grey W akter’, a tem 
barrassing remarks or questions werc adig antil it 
poral 6 per second component would swe might 
Out-topped its fundamental and the subjed ing of 
refuse to continue the experiment, com 
an intolerable affective state.” 
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of the control group also have such abnormal 
records. 

It is concluded that changes in the EEG 
can result from emotional perturbation and 
do not necessarily indicate support for an 
organic genetically oriented concept of 
schizophrenia. There appears to be no more 
significant abnormality in the EEG’s of 
schizophrenics than in those of any other pa- 
tients with nonorganic disturbance in the 
brain, 
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MENTAL DEFICIENCY: RESPONSE TO MILIEU THERAPY: 
DAVID VAIL, M. D.„? Bavtimore, Mo. 


The usual attitude of therapists to men- 
tally retarded patients is that they do not 
respond to treatment, and that they offer no 
substantial psychodynamic challenge. I write, 
therefore, in a spirit of evangelism, to break 
down what I believe to be a barrier of cul- 
turally generated misunderstanding and re- 
sistance; to defend the thesis that, under 
certain circumstances, meaningful psycho- 
therapeutic results are achieved with mental 
defectives. 

This report summarizes and interprets 
work done during the past 2 years at the 
Rosewood State Training School in Owings 
Mills, Maryland. It is important to recognize 
that all my remarks develop from experience 
with institutional cases. This fact immediately 
creates 2 important conditions: (1) a men- 
tally defective inpatient, although no less in- 

telligent than his fellow in the community, 
is almost bound to be more ill psychiatrically. 
He is by definition a person who, because of 
unfortunate environmental circumstances or 
behavioral disturbance, or both, has not 
been able to remain at large in society. He is, 
regardless of his age, an outcast or a failure. 
The clinical difference between the institu- 
tionalized mental defective and his counter- 
part adjusting successfully on the outside 
becomes more evident as community re- 
sources for foster care and special education 
continue to improve, with the result that 
training schools are really becoming mental 
hospitals. (2) The institution has the advan- 
tage of allowing the therapist greater oppor- 
tunities for observation and control and gives 
him a better chance of creating conditions 
which can benefit his patients to a degree not 
obtainable with outpatients. For these rea- 
sons it is not possible to extend our diag- 
nostic findings nor our therapeutic techniques 
to encompass the total problem of mental 
deficiency in the community. 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J. 
May 9-13, 1955. 

2 Formerly with the New Hampshire Sta 
tal, Concord N. H. Present address: 
Biddle St., Baltimore, Md. 
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The environment necessary for the treat- 
ment of mental defectives is a controlled, 
supportive one which protects the individual 
until he is able to develop his resources; one 
which provides the educational materials to 
hasten this development; which recognizes 
the maturation of these potentialities for 
peaceful, productive, and harmonious partici- 
pation in society, and willingly grants his 
release and independence at the proper time. 
The environment operates through the 
agency of a clearly and consistently com- 
municating clinic team with which the patient 
comes into relationship. Where there is @ 
large number of patients treated as a umit, 
the needs of the group must be met with 
justice and impartiality. But at the same time 
it is crucial that the dignity of the individual 
be respected, 

For such a systematized environment, the 
term “milieu therapy””—treatment by the en: 
vironment, by benevolent manipulation # 
control of the environment—is used. 

There is nothing special or unique pees 
our program, nothing that is incompall 
with sound administrative practices, Fen 
surely nothing that has not been produc P 
similar institutions. We are fortunate in = 
ing been able to maintain a relatively E í 
and compact group of workers durmg re 
time the program has been in operatica ki 
team comprises service physician, PSYC" 
gist, social worker, industrial thera E e 
reational aides (1 for male and 1 for E (1 
patients), and cottage charge attendan a 
for male and 1 for female dwelling oe 
The comprehensive rehabilitation epii Z 
includes occupational and recreation: af ao 
apy, vocational training, and individu 
group psychotherapy. Cottage life pa i 
fashioned, as closely as possible, aff e 
house-parent principle. The members i i 
team work in different combinations n Š 
bringing to the patients the gratificat! soci 
healthy, stable family life and norm’ 4s 
pleasures, as well as the reality, in 
which they must learn to deal va Jesce™ 
outside world. The patients are a00 


m 
and early-adult men and women and, 1 
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instances, in the moron range. The goal of 
the program is the preparation of the patient 
for successful adjustment to conditions of 
life outside of the institution. Our philosophy 
of treatment is based on the premise that the 
uncured mental defective is bound to be de- 
pendent upon society as we know it and that 
be must learn to accept this role. In the 
absence of special skill, talent, or charm, he 
must compensate by fidelity, perseverance, 
and obedience. His peaceful acceptance of 
this role is important and is compatible with 
inner contentment and self-respect and a use- 
ful life. 

This report deliberately reduces specific 
detail to thumbnail proportions, not only be- 
cause there is nothing new about it, but be- 
cause what is more important is the meaning 
of such a program, what results it can pro- 
duce and how it produces them. 

A full answer to these questions must de- 
pend on deeper consideration of mental de- 
ficiency itself: What are the problems of the 
mental defective? How can we reach and 
understand them? 
iy oy of the mental defective is 
etai y similar to that of the person of 

ty pete He is in contact with 
diir PA . able to experience the same 

i ode ear, hope, rage and affection. 
tions S are more crudely organized, less 

ton oa and less subject to normal modu- 
iin: control, His system of defenses is 

auty in that he is either prone to act out 
ss Mpulses without control or j j 
1 control or is subject to 
; e repressions which usually 
anisms of a a ENEs 
severe inhibitions s personality to produce 
€ most uir ni a everyday functioning, 
mental defective beat paaa Ht ue 
a €pression. He feels in- 
eluate, sad, and lost He i iti 
easily hurt, Uk E de 4 e is sensitive, 
toit He an etect hostility and react 
Severe passive an ened simultaneously with 
trust, But a. €pendency and rebellious dis- 
to deal “4 Lt na we face in attempting 
Peutically, to ie patient, to reach him thera- 
1S always his ioe his conflicts are, 
thst a, ited ability to verbalize. This 
eeesg by ee severely . blocked from 
to the exten at communication, sometimes 
Idea of AR that we cannot obtain a clear 
e feels or what he wants; nor 
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is it easy to relay to him our interpretations 
or other verbal messages with any assurance 
that they will convey what we intend them to 
convey. This technical problem, stemming 
from the very nature of mental deficiency, 
forces us back to the use of less sophisticated 
therapeutic tools, to primary process modes 
of relating which do not depend, in either 
direction, on the use of words. These factors 
have probably been responsible for the atti- 
tude of discouragement and futility toward 
the problem of mental deficiency. There is, 
however, a paradox which not only provides 
a way out but also gives a clue to the mecha- 
nism of favorable therapeutic responses. 
The mental defective, whether because of 
real history or his own distorted and elabo- 
rated perceptions, has experienced early af- 
fective deprivations, often inconsistent and 
disinterested handling during formative 
years, and, almost universally, the contempt 
of his fellow man. He is a drifter who con- 
tinually gropes with the handicaps of inner 
disorganization and lack of guidance from 
stable figures with whom he can identify. 
This affective void, central and essential in 
his make-up, allows a little bit to go a long 
way and means that his response to being 
dealt with simply, clearly, directly, consist- 
ently and with ordinary human honesty and 
decency, is relatively enormous. Thus, it is 
evident that the milieu alone, the clinic team, 
acting as a kind of family group, can, in its 
daily contact with the patient, effect real 
results, 7 
What are the results? We most certainly 
have not cured any mental defectives. 1.Q.’s 
previously brought down by pressure of anx- 
iety at the time of testing, do rise, sometimes 
to a surprising degree. But the bona fide, 
dyed-in-the-wool mental defective, with an 
1.Q. of 50 or 55, with the time, personnel and 
techniques now available, does not become 
a perfectly normal individual. If we think 
of mental deficiency as ego disease, analogous 
in severity and depth of fixation to schizo- 
phrenia or psychotic depression, we must 
acknowledge that total cure, while conceiv- 
able, would in addition to an absolutely stable 
and soundly functioning milieu, involve pro- 
longed and extremely intensive individual 
therapy. Nevertheless, the attitudes, behav- 
ior, and performance of the mental defec- 
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tive can be modified. The degree to which 
this occurs is gratifying and sometimes aston- 
ishing, especially considering the appalling 
lack of personnel coverage with which we are 
constantly faced. Most impressive to one 
trained religiously in the indispensability of 
individual therapy is the degree to which 
these changes can be effected by the environ- 
ment alone. 

Some typical courses of development, in- 
cluding for the sake of completeness, those 
which we do not always like to mention, are 
as follows: 

Parole Cases—These are instances in 
which the course of treatment has progressed 
to the point where parole from the institu- 
tion is given. Failure or success of parole 
determines in some measure the failure or 
success of the institution program. 

(1) Successful parole evolving with rela- 
tive ease: The main function of the service 
here is in discovering or uncovering the pa- 
tient’s potentialities in those cases in which 
his native resourcefulness and fortunate per- 
sonality patterns may mean that no additional 
extensive preparations are necessary. In such 
cases the work of the inpatient milieu, per se, 
is minor in comparison with that of the case 
worker in finding proper extramural place- 
ment and maintaining adequate preparole and 
postparole coverage. 

; (2) Successful parole evolving with rela- 
tive difficulty: In these cases the preparole 
and postparole case work is no less impor- 
tant; but usually before parole is considered, 
and sometimes concomitantly with final 
phases of preparole work, the patient may 
need considerable preparation and continuing 
treatment by milieu techniques. Itis actually 
a rare patient who comes into the program 
and moves on to a successful extramural ad- 
justment without at sometime requiring con- 
siderable treatment by the service itself. 

(3) Unsuccessful parole: The patient 
leaves the institution but must later return 
because he has not been able to adjust suc- 
cessfully in the community, Here there has 
seemingly been a failure in either preparole 
or postparole phases of treatment, An im- 
portant factor is the failure of the milieu to 
solve adequately certain types of character 

problems, 


There are, as well, typical trends in a 


favorable or unfavorable direction appearing 
long before the patient may be released, so 
that the criterion of successful parole is not 
relevant. These are listed somewhat arbi- 
trarily, as follows: 

1. Awakening or disruption of long-estab- 
lished patterns of passivity and resignation: 
This is a particularly heartening process to 
observe and occurs most dramatically in 
schizoid persons who have been the “for- 
gotten men” of the institution because of 
their easy and skillful blending with the 
landscape. The promising development in 
these cases is consistent with similar results 
in general group therapy experience with 
patients whose life-long habits of shyness 
have brought about a circular process of 
timidity, self-protection, and lack of social 
stimulation. 

2. Instances where the milieu in and of 
itself brings about favorable modification of 
personality and greater therapeutic accessibil- 
ity so that the processes of maturation can 
be hastened in individual or group therapy- 
Experience in the milieu also can bring a 
rotic problems more clearly into the focus © 
current intensive work. 

3. Instances where the environment alone 
is clearly not sufficient to meet the cee 
of the patient's problem nor his needs “4 
some more individualized attention than t 
milieu can afford. oa 

4. Patients whose disturbed, disorgane 
or disruptive behavior cannot apparently i 
modified by means available on the e: 
open cottages. In present circumstances, 5 a 
patients in a sense “flunk out,” and Be 
moved, sometimes as a last resort and poe 
times quite deliberately as a therapeutic me 
ure, to custodial or closed cottages. TE 

Another large group which is difficu i 
study because follow-up observations 
usually not available consists of patients w $ 
escape; the later course of their ge ; 
often simply a matter of con jecture: pale 
a great many of these persons who ee 
“bucked the system” go on to adjust SUC vin 
fully and contentedly in reasonably Pt role 
tive lives. It is difficult to evaluate the T 
of the milieu in such cases. Those yl 
cause of their passivity eventually © i 
grief through excessive conformity pe 
system must have their counterpart 7 
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essful elopers who have habitually re- 
d to conform and who evidently can 
eve a measure of success and happiness in 
itions of relative independence. The 
eu may act here to consistently thwart 
and frustrate the regressive tendencies of 
such patients—most of whom have been act- 
ut, socially manipulative individuals— 
thus force them to obtain something dif- 
t. Those who are able successfully to 
out from under tend to be brighter than 


e have assumed that the mode of the 
eu must be gauged to the needs of the 
itge middle group which falls between the 


extremes of the unsuccessful conformer and 
the successful rebel. 

In summary, the essence of our program, 
what makes it therapy, is its consistency and 
its sincere interest in the individual. I believe 
that in these circumstances, the mental de- 
fective can be treated; brought along to a 
more comfortable, unperplexed, and produc- 
tive way of life; and enabled to take his 
rightful place as an important member of 
society. It is also my firm conviction that, 
with such a program soundly operating as a 
real total push, it may be possible to achieve 
success in therapy with mental defectives, 
the limits of which cannot yet be imagined. 


SPATIAL DISORIENTATION IN DELIRIUM 
MAX LEVIN, M.D. New York Crry 


Every man carries in his mind a scheme 
of the locality where he lives and works. He 
knows the location of his house, the pattern 
of the streets, and the various routes from 
home to place of business. 

Spatial orientation, like all mental func- 
tion, is dependent on the integrity of path- 
ways in the brain, and will be impaired if 
they are sufficiently diseased. The best-known 
example is senile dementia, In severe 
dementia the patient may get lost away from 
home or even inside his home, An example 
not as well known is focal brain disease. 
Critchley, Paterson, and Zangwill, Gooddy 
and ReinHold and others have recorded some 
remarkable case material on spatial disorien- 

tation in brain tumor and other focal disease, 

Spatial disorientation may also occur in 
toxic delirium as a transitory phenomenon 
that clears up when the delirium is over. It 
can be demonstrated by asking the patient 
how to get from one place to another. In 
severe cases he cannot give an answer, In 
less severe cases he can give an answer but 
it is confused and contradictory, A common 
error is to confuse right and left, north and 
south, etc. A man will say, “Go up Fifth 
Avenue to 42nd Street and turn left,” when 
he should have said turn right. 

It is no surprise that spatial imagery is 
impaired in severe delirium, when there is 
disorientation for place, but it may be im- 
paired even in mild delirium when the pa- 
tient is otherwise well oriented for place inso- 
far as one can tell from the standard ques- 
tions of the mental examination, such as 
“Where are we? What city is this?” 

A person may be delirious and still be 
oriented for place. The 3 spheres of orienta- 
tion—time, place and person—are not equally 
vulnerable. The sphere of time is the most 
vulnerable. When delirium sets in gradually, 
as it often does, time is the first sphere to 
suffer. In the incipient stage, with disorienta- 
tion for time only, the patient may be said 
to be in a partial or incomplete delirium(7). 


1 Address: 350 Central Park West, New York 
as, N. Y. 
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If delirium progresses, the affection may 
spread to the spheres of place and person, 
Conversely, when a severe delirium, with dis- 
orientation in all 3 spheres, clears up, the 
return of orientation may be gradual, in 
which case the sphere of time is the last to 
return to normal. It is in cases of partial or 
incomplete delirium that a patient able to 
answer correctly the standard questions as to 
place (“What city is this?,” etc.) may yet 
show profound loss of spatial imagery. Here 
is an example: 


CAsE 1.—A woman of 56 was admitted to the 
Harrisburg State Hospital in a severe bromide in- 
toxication with partial delirium: she was disoriented 
severely and constantly for time and only mildly 
and occasionally for place and person. She got 
well 3 weeks after admission. h 

The patient lived on 6th Street near wo 
Street, a mile from the hospital. A lifelong res 
dent of Harrisburg, she knew this part of ya" 
intimately. From time to time she was ui is 
to get home from the hospital. As the map Sot 
(Fig. 1) the answer is to proceed on Maclay pot 
to 6th Street and there turn right. On her el ae 
day in hospital she replied, “I’d go up 6th pe 
to 6th and Maclay and then I’d turn right. die 
the same day: “I'd go to 6th Street and oa j 
way, cast or west” (6th Street runs nort ight 
south). On the nineteenth day: “You'd go wre 
over Maclay Street to 7th and Maclay, ew 6 
if you should so desire, you would pees) didn't 
and Maclay.” On the twenty-second day a aed 
know whether to turn left or right at ee 
Maclay Streets. After she got well she alway: 
the correct answer. 


WORTH 


woode Sr 


k “Maca SF 


isburg- 
Fic. 1. (Case 1)—Map of Part of Harris 


MAX LEVIN 


1956] 175 
ia A S a 


The next case is of special interest. 


Case 2—A woman of 46 worked as a civilian 

nurses’ aid at the Thayer General Hospital (U, S. 
Army) in 1944. She was neurotic and took much 
barbiturate. After several weeks of increasing in- 
toxication she became unmistakably psychotic on 
August 20, and next morning, when I first saw her, 
she was in an incipient delirium which soon waxed 
into a severe delirium. The serum was free of bro- 
mide, and the delirium appeared to be due to bar- 
biturate. She was in the hospital until August 25, 
when, already on the mend, she was taken home 
by her family, who reported that she got well early 
in September, 
f On August 21, at a moment when she was oriented 
in all spheres, she complained she was easily con- 
fused, and recalled that the previous day she had 
got mixed up trying to find her way around the 
hospital. She remarked, “As you know, the hospi- 
tal has been turned around,” (Really ? What do you 
mean?) “No—it wasn’t the hospital—it was me. It 
was me that was turned around,” 

This puzzling remark was explained on August 
23, at a relatively lucid moment. She had been 
hee in the hospital since June, living in nearby 

ashville, and coming to work by bus. The hospital 
K ehen Over a large area, with headquarters 
a midline and the Admissions and Dispositions 

ce (A & D) on the left flank (Fig. 2). The 


ae off from A & D and going in the direction 
eadquarters; the ward was 30 or 40 yards from 
pak a Several hundred yards from head- 
E a er bus approached the hospital from the 
» Stopped at A & D, and then went on to head- 

. For many weeks, in ignorance of these 
ride all the way to head- 
off and made the long trek 
ward. One day someone told her how 

fo y ld be to get off at A & D and 
rward just a few yards. She thereupon 


HIGHWAY 


-> 
HEADQUARTERS 


ENCLOSED CORRIDOR 
D WARO 
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Fic, 
* (Case 2).—Diagram of Part of Hospital. 


strove to break the habit that had already been in- 
grained in her—as she put it, she “was trying to 
learn to get off at the A & D Office’—but found 
the new scheme, the opposite of the old, bewildering. 


Here, then, was a woman who, in the 
midst of an intoxication that led to delirium, 
found herself up against the task of discard- 
ing a spatial scheme that had been fixed in 
her mind and replacing it with a new one. 
It is not always so easy to replace old habits 
with new ones(8). Nevertheless it is safe 
to say that a healthy person in her situation 
would have mastered the new scheme with 
ease. It was her intoxication that created 
the difficulty, a difficulty she implied when 
she said later that she had been “trying to 
learn to get off at the A & D Office.” Spatial 
disorientation was thus the forerunner of 
delirium ; it existed for some time before she 
became “disoriented for place” in the con- 
ventional sense of that term. 


SUMMARY 


Spatial disorientation may be the fore- 
runner of delirium, showing up when the pa- 
tient is otherwise still correctly oriented for 
place as revealed by the standard questions 
of the mental examination. 
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ZONAL DELIMITATION OF PSYCHIATRIC SERVICES—AN ANSWER 
TO PERSONNEL SHORTAGES: P 
DANIEL BLAIN, M.D., Wasuincton, D. C. 


The problem of personnel shortages in 
psychiatric services is so overwhelming that 
it threatens the very possibility of progress. 
At present rates, it is clear that it will take 
upwards of 20 years to train the psychiatrists, 
psychologists, social workers, nurses, and 
adjunctive therapists needed now, Add to 
this that the population promises to reach 
something like 225,000,000 by 1975 and 
broad-scale mental health planning for the 
nation takes on an Alice-in-Wonderland at- 
mosphere, for there are no real people to fill 
the slots in the neat organization charts that 
we conjure. 

We can and must attack the problem di- 
rectly by training more people. I suggest we 
set as our goal the doubling of the present 
rate of output of trained professional per- 
sonnel. It would be shameful not to try. 

At the same time we must re-examine our 
practices and basic assumptions about the use 
of personnel. We must do all we can to shift 
more of the work load from highly trained 
professionals to less highly trained people 
working under proper supervision, 

Shortages may also eventually be reduced 
by increasing the efficiency and speed of 
treatment. But this is no immediate answer, 
because the better our services the greater 
will be the demand for them for some time 
to come. 

There is the hope, much to be cherished, 
that new research discoveries will come to 
our rescue. But until this happens we can 
only proceed with the problems at hand. 

There is yet another approach., We are 
accustomed to saying that there are 9 million 
mentally ill in the United States, I challenge 
the figure and I question the wisdom of mak- 
ing our definitions so broad. Is it not enough 
that we have barely begun to do a decent job 
for the 3-quarters of a million or more people 
known to be sick and under a hospital’s or a 


1 Summary of address presented at New York 
State Mental Health Forum under auspices of the 
N. Y. S. Society for Mental Hygiene, New York, 
April 5, 1956. 
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physician’s care today? Must we, in this time 
of struggle, stop and grow anxious about the 
nail biter, the child who flunks arithmetic, 
the poor reader, the cigarette smoker, the 
social drinker, the promiscuous, and all the 
others who exhibit various minor maladjust 
ments to the stresses of everyday life? To i 
paraphrase a well-known statesman, I think 
the situation calls for an agonizing reap 
praisal of our job! my 


A 

CONCEPT OF ZONAL DELIMITATION es 

In thinking about these problems, it seems 
useful to categorize the population into 4” 
zones so that we can better relate our respon 
sibilities to them in perspective: a 

Zone I (Prenatal and Birth) —This ie 
cludes the prenatal population—that is, a 
babies up to and including birth, with their 
genetic inheritance, their foetal develo ai k 
and reactions to the act of birth. This tak 
in all who are born, most of them healthy, 
but a few genetically impaired or injured ai 
birth. _ 
Zone II (Normal Living) —This include 
those from Zone I who enter into and f ail 
tion normally in the social milieu as infants, 
children, adolescents, adults, middle a mabe 
and aged. They act on and are influenced © 
the milieu—food, family, climate, S° iol 
church, and jobs. Their course of devi Fe 
ment is relatively satisfactory and E p 
most part they handle the ups and dowi E 
life without outside assistance. Peopt® Eo 
main in Zone IT except when they must ; 
help to meet special needs. i A 

Zone III (Trouble Area).—This ae 
passes people in special need, who turn’ 
“trouble-shooting agencies” set up by er 
for its protection and adjustment. ere ot 
find the health, education, and welfare oa 
cies, family physicians, hospitals, public Fe 
sistance agencies, special organization the 
crippled children, orphanages, homes 
aged, visiting nurses, special teachers 
police, courts, and the like. In this 20” 
find people under stress with corollary 
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tional problems which may remain secondary 
to the stress if their special emergency needs 
can be met. The stress having been relieved, 
they may return to Zone II. 

Zone IV (Mental Illness) —This includes 
all those with mental illnesses and defects of 
unknown origin and those who have devel- 
oped emotional responses to stress situations 
of such serious degree that they cannot be 
cared for in either Zone II or IIT. They need 
dinical services—consultation, diagnosis, re- 
ferral, and treatment. 

Where do Zone IV patients come from? 
Those in Zone I who are damaged at birth 
enter Zone IV fairly directly, and most are 
located in institutions for handicapped and 
retarded children. Psychiatry’s job here is 
to ee ea and do what it can for the 
victims of damage already done and onl 
partially modifiable or evet site with press 
ent knowledge, 

In Zone II, the normal group, everyone 
i es responsibility for maintaining the 
Smeostasis of normal growth and devel- 
opment. Workers, businessmen, political 
REEE sociologists, teachers, doctors, psy- 
ao have roles to play as respon- 
3 ecitizens, But none of them has any kind 
eee responsibility for the mainte- 
iat po being, and certainly not psy- 
aad ure preventive work is clearly a 
: $y of the „activities that take place in 
tribute ine o ietrists can and should con- 
CoA rote as they acquire it that will 
eas ostering the health and well being 
nl ut I Suggest that at the present time 
Socia a be their primary responsibility. 
health ht Pe everybody’s job. Mental 
tithe e more narrowly defined. 
of Zone 4 Re the people who are sifted out 

: soa into Zone III be considered the 
‘sha oot of professional psychi- 
Wife oe Zone III is where we find 

3 children who have been de- 
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serted by the husband, the chronically ill, the 
excessive drinker, the overdependent per- 
sonality, the juvenile delinquent, the victim 
of catastrophe—and all of these conditions 
accompanied by emotional disturbance. These 
are the people who turn to society’s trouble 
shooting agencies. To the extent that these 
agencies meet their special needs, they can 
be returned to Zone II. But following the 
failure of the agencies to meet their needs, 
many sift into Zone IV. 

The main point that I wish to make is that 
an important task lies ahead in building up 
these trouble shooting agencies in Zone III 
as a bulwark to prevent people from sliding 
into Zone IV, the area of direct psychiatric 
clinical services. If these agencies can be 
adequately staffed and given the money and 
tools to do their job, the demand for clinical 
services can be substantially reduced. 

Psychiatrists are needed for consultation, 
advice, education, and training purposes in 
Zone III. But the great bulk of the work to 
be done with the “troubled ones” in Zone IIT 
can be done by the vast network of personnel 
associated with the health, education, and 
welfare field. These are the people who, 
given proper support, can carry on a holding 
operation, turn thousands back into Zone II, 
and prevent vast numbers of people from 
slipping into Zone IV. Our primary policy, 
I suggest, should be to do all we can to enable 
these people to do their jobs better so that 
psychiatrists in turn may focus with greater 
precision on their job and also do it better. 

I have presented this zonal concept in 
skeleton form with the thought that it may 
prove a useful frame of reference, not only 
by delimiting responsibility for psychiatric 
services but also as a framework that may 
help in planning research and more orderly 
and useful programs for mental health and 
prevention. 


CLINICAL NOTES 


DYNAMIC HYPNOTIC AGE REGRESSION 
JEROME M. SCHNECK, M.D..! New Yorx Crry 


A review of hypnosis investigations shows 
increasing interest in age regression(1). The 
idea of “total” or “complete” regression fas- 
cinates occasional workers. Most studies 
demonstrate concern with exact chronological 
duplications, but this impedes adequate un- 
derstanding if an all-or-nothing view is the 
goal for authenticity. As a goal it has sci- 
entific merit, but as a measure of validity it 
can mislead. Complicating variables are 
technique, the subject's changing psycho- 
logical set, hypnotic capacities, and the dy- 
namic meaningfulness of various age periods 
G 3 - Some positive findings with psycho- 

ogical testing were rted by Bergmann, 
Craba, Gat EvE, Cale erat ant 
Bowers; Mercer and Gibson; and Kline. 
Negative and mixed results were supplied by 
Orne, and Sarbin(1). Tests included the 
Rorschach, Goodenough Drawing, Stanford- 
Binet Vocabulary, and Otis Tests of Mental 
Ability. 

_ In clinical work I favor regression to the 
indefinite past, permitting spontaneous age 
selectivity by patients themselves, Determi- 
nation of age level depends on inner psycho- 
logical forces striving toward elimination 
of conflict, and spontaneous choice is usually 
more impressive behaviorally, dynamically, 
and therapeutically. Experimental age level 
specification may produce negative or unim- 
pressive results by creating Opposition to 
spontaneous psychological movement within 
subjects, 

Impressive and psychologically meaningful 
revivifications may occur readily in regres- 
sions to highly charged age levels, yet, in the 
same subject, regression to less personally 
meaningful age periods may be essentially 
unproductive. Thus regression attempts at 


1 Clinical assistant professor of psychiatry, State 
University of New York College of Medicine at 
New York City; Address: 26 West oth St, New 
York 11, N. Y. 
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times stimulate only simple recall, whereas 
revivifications may be intense in some types 
of cases such as amnesias involving delimited, 
psychological pressure areas. 

The writer believes a most significant find- 
ing is the concurrent experience of reliving 
different time periods at the same moment. 
A temporal setting pertinent to one age level 
may fuse with a spatial setting peculiar to 
another. Affective and intellectual experience 
separated in time may merge with strange 
affinity. Fusion occurs because of dynamic 
relatedness of the settings and time periods, 
and may be most valuable therapeutically. 
With a conventional view of valid regression, 
as in some experimental designs, such experi- 
ence may prompt conclusions of inadequate 
or invalid regression and a negative result. 
In psychiatric clinical settings such expe™ 
ences may be more significant than impres- 
sive measurements from experimental test 
administrations. Thus failure or success m 
regression induction assumes proportions 
even more complicated than recognized here: 
tofore, The spatial-temporal distortion al 
fusion which can be so psychologically 1- 
structive is consistent with a proposed con 
cept of dynamic hypnotic age regression 35 
distinguished from chronological hypno™® 
age regression. This concept of dynamic 1® 
gression encompasses more completely ‘ 
recognition of spontaneity and psycholog! w 
fluidity and change in hypnotic subjects 4 
dergoing study from longitudinal and cross 
sectional perspectives, 
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TO AMEND THE CONSTITUTION 


Is proposed to amend the Constitution 
viding for two Vice-Presidents. The 
tion is as follows: 


n 1 of Article IV is amended by adding 
ict-Presidents” after the words “President- 


On 1 of Article VI by adding “the two Vice- 
immediately after the words “Presldent- 


firs sentence of Section 2 of Article VI is 
ed by adding “the two Vice-Presidents” after 
ES, resident-elect” and by adding the 
ch” between the words “shall” and “hold.” 


me end of Article VI is added a new 
n as follows: 

c Vice-President shall enter upon office at 
business at the Annual Meeting at 
10n was announced, Having served 
President, a person shall not, for one 
> be eligible to hold elected office 
office” is d in Article IV of this 


à end of Article VI as amended is 
a new section as follows: 


Give 


OFFICIAL NOTICE 


p OPOSED AMENDMENTS TO CONSTITUTION AND BY-LAWS 


10. In the event of a simultaneous vacancy in 
the offices of President and President-elect, the 
council will name an “Acting President” to serve 
until the close of business at the end of the next 
Annual Meeting. 

To the end of Section 1 of Article VII there 
is added the following sentence: 


Each Vice-President shall perform such duties 


(not otherwise allotted in this Constitution) as may 
be assigned to him by the President. 


PROPOSAL TO AMEND THE BY-LAWS 


Section 3 of Article I of the By-laws is 
amended by deletion of the final sentence and 
replacement with the following : 

Before the cl f the final session, the Presi- 
ate oe President-elect, each Vice-President, the 
Secretary and the Treasurer shall be inducted into 
office. 


The amendment to the by-laws is inopera- 
tive unless the amendment to the constitution 
is adopted. 


WAR 


“ane the money that has been spent in war, and I will clothe every man, woman 
ee an attire of which kings and queens would be proud. I will build a school- 


—CHARLES SUMNER 
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PRESIDENT’S PAGE 


Blame where you must—be candid where you can. 
And be each critic the good natured man. 


There were many noteworthy events at our 
recent annual meeting, not the least of them 
was the wide press coverage the scientific 
program received. Over 76 writers registered 
and at least 50 were the top science writers 
of the country. It was an estimable group, 
representing the various publishing media, 
and they reported fairly and accurately what 
they heard and read. This in itself now poses 
a problem for us. Just as drugs have a pri- 
mary and a secondary effect, so too has the 
written and the spoken word, especially when 
widely disseminated. Statements that are 
overenthusiastic and words that are des- 
tructively critical have a way of disseminat- 
ing themselves much more widely than do 
the measured tones of quiet scientific achieve- 
ment, Criticism intended for professional 
ears as its primary motive has a way, in psy- 
chiatry especially, of reaching and affecting 
patients and their families. 

It is obvious of course that scientific truth 
can never be compromised nor tailored to fit 
the needs of anyone sick or well. Neverthe- 
less, our interpretation of these truths can be 
expressed in a fashion designed to help rather 
than to hinder, We must be doubly sure of 
our facts and free from personal prejudice 
before we set out to demolish anything in 
the existing order, lest we become the cause 
of disillusionment, heartbreak, or despair in 
persons already insecure and perhaps 
troubled by “thick coming fancies” which 
disturb their rest, What is best for the pa- 
tient is still our main concern and when it 


GOLDSMITH 


becomes necessary to criticize a doctrine or 
a procedure the patient’s welfare must be 
kept in mind and each critic should be “the 
good natured man.” i 

This is a most exciting time to be in the 
practice of psychiatry in any of its forms. 
There is a more general understanding evi- 
dent in practitioner and public alike. For 
long we have sought a forum to call attention 
to the plight of our patients, the need for 
workers in the field and the pressing need for 
researchers and research funds. It does ap- 
pear as though the partial fulfillment of these 
needs is at hand. Research men in the vari- 
ous branches of science are becoming intet- 
ested in our problems—witness the e's 
of them, including two Nobel laureates, W 0 
appeared on our program. 

Perhaps Holmes’ words, spoken a hundred 
years ago, point the way to us in the pra 
new things which are happening 1 
specialty : 

In the meantime, while medical theories are in 
ing in and going out, there is a set of sensible ce 
who are never run away with by them, but Pr 
their art sagaciously and faithfully in 
same way from generation to generation. 
time of Hippocrates to that of our own ‘oa’ 
patriarch there has been an apostolic success! 
wise and good practitioners. 


j- 
Psychiatry has its share of these ee 

tioners and, as they continue to se ulate 

answer to our problems, they will en% ‘A 

Michelangelo and “criticize by creation, 

by finding fault. 


Francis J. BraceLANP 


COMMENTS 


THE “EMOTIONAL BLOCK” 


The introduction of any new method is 
almost always accompanied by a tendency 
to overemphasize its value and by an over- 
enthusiastic attempt to spread its application 
far beyond the intended area of its useful- 
ness, The eventual accumulation of empirical 
knowledge leads to a sobering reappraisal 
and amore circumscribed, but not less appre- 
ciated, addition of the method to the existing 
facilities, This has happened, for example, to 
such innovations as electroencephalography, 
the Rorschach test, psychosurgery, and the 
Ebel drugs,” all of which have failed to 
: the claims of the shouters of hosanna 
ut have, in the hands of discriminating 
meians, become indispensable diagnostic 
a therapeutic tools. This has also happened 
a extremely important efforts, begun 
ni ead a half century ago, to assess 
ft ual children’s abilities in certain areas 
0 'ntellectua] functioning, 
€ intelligence tests were meant initiall 
to : 3 y 
AA specific purpose. The public school 
Mee S of the City of Paris wondered 
iy ta za right to expect the populace 
not “earn „the education of pupils who did 
toting, asi regardless of any amount of tu- 
ures, el ing, admonitions, punitive meas- 
th ises, or bribes, It occurred to them 
se might be inherent differences in 
instruction the assimilation of classroom 
e tstistan turned to Binet who, with 
isane ag e „Simon and others, examined 
senting th hildren of different ages, pre- 
ing complexi with batteries of tasks of vary- 
e majorit ity. Binet thus determined what 
Piven ni 2 could do and could not do at a 
St up no evel and established a scale which 
Wi vs with regard to scholastic ability. 
sible aid of this procedure, it was 90s- 
a OO ascertain t Pha 
Vidual Pipil cont o what extent any indi- 
the norm o conformed to, or deviated from, 
T average. Binet’s work brought 


into existence a concrete method of helping 
teachers to evaluate a child’s degree of readi- 
ness for learning, so that instruction might 
be made to conform to a pupil’s needs and 
grasp instead of trying to force him to con- 
form to a preordained course with no regard 
to his personal fitness, The great historical 
value of this work lies in the fact that here 
for the first time an attempt was made to 
demonstrate quantitatively the heterogeneity 
of human beings, at least so far as receptivity 
to classroom teaching was concerned. 

There were modifications, revisions, checks 
on reliability, adaptations to different 
geographic and linguistic areas, and correla- 
tions of the tested intelligence with behav- 
ior, neighborhood, economics, genetic back- 
ground, and almost everything else. The new 
method was rightly hailed as a significant 
contribution to the study of man. There were, 
however, those who, happy to be able to place 
a numerical tag on every “Binetized and 
Simonized” child, tended to exaggerate its 
meaning out of all proportion to the practical 
service which it rendered. The application 
of the tests came to be known as “psycho- 
metry,” even though there is certainly more 
to the “psyche” than the responses to a num- 
ber of selected items. Analogously, the tests 
were called “mental” tests, the results were 
referred to as “mental” age, and failure to 
come up to the norm was spoken of as “men- 
tal” retardation. Thus the terms “psyche,” 
“mind,” and “mental” were usurped for a 
limited range of performances bracketed out 
of a complex set of whole-functioning which 
includes cognitive, conative, and affective 
processes, a backlog of experiences and their 
elaborations, speed and type of responsive- 
ness, and many other facets. 

An understandable revolt against this one- 
sided overrating took the I.Q. down from the 
high pedestal on which it had been placed. 
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It was discovered that low test results could 
be based on visual, auditory, and neuroortho- 
pedic handicaps or on specific learning dis- 
abilities which, unrecognized and untreated, 
interfered with the realization of adequate, 
or even superior, intellectual endowment. It 
was found, furthermore, that emotional fac- 
tors, such as anxious perfectionism, pre- 
occupations, and withdrawal, ‘could keep 
children from bringing existing potentialities 
to the fore. Somewhere along the line, the 
term “emotional block” was coined to indi- 
cate the masking of innate intellectual assets 
by psychotic or near-psychotic disturbances. 
Though this may not be the best possible 
designation, there can be no quarrel with it 
so long as it is used as a clear and unmistak- 
able reference to such masking in properly 
diagnosed patients. 

Unfortunately, the misuse of this term and 
the practices growing out of its misuse have 
been the source of a great deal of mischief 
in the past few years. It stems from the 
recognition of the unquestionable fact that 
severe emotional disorder can lead to poor 
intellectual functioning on the part of chil- 
dren who have come into the world with 
average or better than average intellectual 
endowment. This is especially true of child- 
hood schizophrenia and early infantile au- 
tism. The increasing knowledge of these con- 
ditions marks a major advance in the realm 
of modern psychiatry, Many of the children 
so affected have been looked upon previously 
as congenitally and irreversibly feebleminded 
and placed in institutions where, yielding to 
their pathological withdrawal tendencies, they 
soon assumed the external characteristics of 
their genuinely defective fellow inmates, The 
establishment of helpful criteria has made 
possible a clear distinction in most instances, 
though on occasion the diagnosis still con- 
fronts one with considerable difficulty, Wey- 

gandt knew this as far back as in 1913 when, 
in his classical monograph on idiocy and 
imbecility, he called attention to the bizarre 
behavior of some of the patients, a number 
of whom may indeed have been autistic 
rather than innately defective. 

The caution required in arriving at a cor- 
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rect evaluation has for the most part led to 
a refinement of clinical investigation. How- 
ever, a small number of professional persons 
has gone to the extreme of ascribing primary 
emotional etiology to children who, by all 
standards, were, are, and will remain dè 
fective in the sense of an inherent minus. 
It has come to a point when some parents’ 
advisers have become reluctant to acknowl- 
edge the fact of innate intellectual retardation 
as such and see in any malfunctioning child 
evidences of the working of an “emotional 
block.” Any bit of odd behavior of an imbe- 
cile or idiotic child, such as waving the hands, 
manipulating a string, or grimacing, is viewed 
and offered as “proof.” Parents are told that 
their children, far from being inherently de- 
fective, suffer from the results of an “emo- 
tional block,” which should be unblocked by 
intensive psychotherapy of the child and both 
parents. This not only calls for backbreaking 
financial expenditure but has convinced many 
parents that it was their attitudinal outlook 
and resulting relationship with the child 
which brought about his failure to develop. 
There is no excuse for thus adding insult to 
injury. Far too many patients are finally 
taken to someone who sets the pauperizee 
guilt-laden, exasperated parents straight af- 
ter months or years of this sort of “therapy. 
In view of such experiences, which are n 
sporadic than one should like to believe, 't 
cannot be emphasized strongly enough that 
there is a serious obligation to use adequate 
diagnostic criteria, the disregard of whi 
verges on malpractice. It is time that ouf 
profession become aware of, and counterach 
the damage done by a few who harass pare” 
with the misapplied cliché of the “emotl 
block.” The fact that intelligence tests = 
developmental tests do not always tell t 
whole story should not make one over oe 
altogether their significance as a diagah 
aid. If a few have gone overboard in OV 
rating the tests, this is no reason why ‘a 
should be denied any degree of validity a 
replaced by the vague, scientifically U” a 
able, and often outright harmful fantasy 
the “emotional block.” L. K. 
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ch press release of the World 
ssociation contains the following 


GOVERNMENT SURRENDERS TO 
or MEDICAL PROFESSION 


n government has uncondition- 
d to the demands of the medi- 
on to withdraw its attempt to 
dical care and medical service 
Social Security scheme through 
tatus. In addition, it has agreed 
principle of nonintervention 
and to recognize the conventions 
through the joint efforts of 
ves of the medical profession and 
nce companies. 

ber 1955, the Belgian govern- 
d legislative measures which 
te all activities in medical service 
care. The Belgian doctors, 
desire to remain a free profes- 


bys 
4 


Seem most rational to us. . . . 


the Soul” 
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sion and to protect the rights of the people 
receiving medical care under the Social 
Security plan to receive the best possible 
medical service available, unanimously op- 
posed the government plan. The united effort 
of these doctors has now resulted in an un- 
conditional surrender of the government to 
the doctors, and recognition by the govern- 
ment of the medical profession’s plan to pro- 
vide good medical care and service to the 
people.” 

The council of the W.M.A. convened in 
its twenty-sixth session, as guests of the 
German Medical Association, in Cologne, 
April 29 to May 5, 1956. 

The triumph of the Belgian doctors recalls 
the achievement of the profession in the 
United States in blocking the Truman at- 
tempt to socialize American medicine, also 
the courageous and successful stand of the 
doctors of Norway when the invading Hitler 
hordes tried to Nazify the profession in that 


country. 


sig: EGYPTIAN MEDICINE 


a highly religious society such as the Egyptian was, psychotherapy was practiced as 
of course, if not consciously then as part of the cult with its many religious and 
es which tended to keep the individual adjusted to his world or to readjust him 
+. Suggestion played an important part in all forms of treatment, even 


and Roman visitors were particularly impressed by the Egyptian cults and 
adopted them, the more so the less they understood them. But one thing they did 
ad: that all these cults promised healing of the mind and body. Diodorus re- 
that over the holy library of the Ramesseum at Thebes was written: “Healing 
(Yrxis 'rarperov—presumed origin of the word psychiatry). 


SPECIAL ANNOUNCEMENT 


THE 1957 PROGRAM 


The Committee on Program invites the submission of material for presentation at 
Annual Meeting in Chicago, Illinois, May 13-May 17, 1957. a 
Abstracts of papers should be submitted in duplicate in the following form: 1. Propo’ 
title ; 2. Purpose or aim; 3. Method; 4. Scope; 5. Findings ; 6. Conclusions; 7. Classi cati 
(General Subject) ; 8. Author(s); 9. Membership Status (Associate, Member, Fellow 
to. Address; and 11. Indicate if slides will be used. 
A may be sent to any member of the Committee.* Descriptiou.s of films sh : 
be sent to Dr. Titus H. Harris, Requests for Round Tables should incluie proposed t 
possible participants and whether or not a dinner meeting is desired. 
The deadline is October 15, 1956, which date applies also to Sections and Co t 
The Committee on Pro; urges early submission of material so that it can ree 
the consideration of the full Committee at its meeting in Washington, October 20, 1956. 
e Committee wishes to express appreciation to all who participated in the 1956 me 
ing and to invite suggestions for the 1957 program. 
Hueu T. Carmicnast, M. D. 
Travis E. Dancey, M. D. 
Joun Donne ty, M.D. 
Marcarer Gripe, M. D. 
Witttam A. Horwitz, M. D. 
Zicmonp M. Lesensoxy, M.D. - 
Martna G. W. MacDonarn, M.D 
Tirus H. Harrıs, M. D., Chairmi 


* Abstracts of papers may also be submitted to the Officers of the appropriate Section by October 
1956, to give them some choice in preparing their i 


ary, Sec iatry: Edward C. Rinck, Chairman; i 
Lebensohn, Vice-Chairman ; Lawrence Z, Freedman, Secretary. Section on Mental Hospitals: Jam on 
Cromwell, Chairman ; Rupert A. Chittick, Vice-Chairman; Alfred H. Stanton, Secretary. Sech É 
Private Practice of Psychiatry: John D. Morarity, Chairman; Theodore Robie, Vice-Chairman; Jose® 

t es Masserman, Chairman; Lewis L. Wolbers, 
Chairman; Jacob L, Moreno, Secretary. Section on Psychoanalysis: Douglas D. Bond, 
Lawrence C. Kolb, Secretary, 
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NEWS AND NOTES 


Dr. Kenwortuy Retires—Dr. Marion 
E. Kenworthy, one of America’s leading 
women psychiatrists, retired from her posi- 
tion with the New York School of Social 
Work in June, bringing to a close the longest 
continuous association of a psychiatrist on 
the faculty of a social work school. In recog- 
nition of 36 years of distinguished service to 
the school a 400,000-dollar Marion E. Ken- 
worthy Professorial Chair in Psychiatry will 
be established at the New York School. 
Founder's Day ceremonies at the School on 
May 7, marked Dr. Kenworthy’s achieve- 
ment, and tributes poured in from eminent 
Psychiatrists across the country as well as 
from the President of the United States. 

Dr. Kenworthy received her M.D. from 
Tufts College and proceeded to work in men- 
r ospitals in Massachusetts. She studied 
a ad Psychopathic under Ernest Sou- 

td along with many of today’s eminent 
Fe iets such as Karl Bowman, Lawson 
ee Harry Solomon, and Karl Men- 
Pat da n 1921 Dr, Kenworthy received a 

ing analysis from Otto Rank and first 
ie Be teach psychiatry at The New York 
d Social Work. During World War 

a oes to the National Civilian 
ihe if ommittee to the Women’s Army 
the Def t Present she continues to serve on 
: ence Advisory Committee on Women 

t- e Services, 
tiba E SA Dr. Kenworthy’s great con- 

Ea Yok < a ; Johnson, Dean of The 
“Marion bel chool of Social Work, declared 
teachers EA to that immortal tribe of 
throu whom students remember vividly 
has hoot their lives. No one of our faculty 
on our Wain or more sustained impact 

Cy eae 
Univene Psvcutarey AT WASHINGTON 

i aios Hoe gift of $400,- 
of Chi soe e Blanche F. Ittleson Chair 
Versity i ea in the Washington Uni- 
Nounced, The x Medicine has been an- 
Foundation a t, from the Ittleson Family 

» Will be used to establish the first 


endowed professorship of child psychiatry 
in the United States. 

Establishment of this professorship, ac- 
cording to Chancellor Shepley, will greatly 
strengthen the University’s program in child 
development and health, especially the work 
now being carried on by the Washington 
University Community Child Guidance 
Clinic. 

The Ittleson Family Foundation, estab- 
lished in 1932, marks its twenty-fifth anni- 
versary in 1957. Mrs. Ittleson, widow of 
financier Henry Ittleson, a native of St. 
Louis, is one of the country’s pioneers in the 
field of mental health. In 1954 she was U, S. 
representative at the annual meeting of the 
World Federation for Mental Health in To- 
ronto. In 1956, shortly before her eightieth 
birthday, she flew to Istanbul, to again attend 
the W. F. M. H. annual meeting; and she 
plans a trip in the near future to Russia, and 
later to Berlin for the W. F. M. H. annual 
meeting there. 


A New Court CLINIC IN Toronto.— 
On May 1, 1956, the Government of On- 
tario opened a forensic clinic to serve the 
courts in metropolitan Toronto. The clinic 
will operate as a division of the Toronto Psy- 
chiatric Hospital which is affiliated with the 
department of psychiatry of the University 
of Toronto, 

By statutory authority a court may order 
an examination of the physical and mental 
condition of any person. The clinic may re- 
port the results to the court. It will also un- 
dertake treatment without charge to the 
patient. į 

The new clinic is an outpatient service and 
will be particularly useful in dealing with 
persons charged with sex offences. However, 
the clinic is not restricted to such cases and 
a court may arrange for an examination in 
any case where the judge or magistrate be- 
lieves the procedure would be useful. 


GRANT FOR GeronToLocy, DUKE UNI- 
versiry.—The psychiatric department of 
185 
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Duke University has recently been awarded 
a $211,000 research grant by the National 
Institute of Mental Health. The grant will 
provide for a 5-year continuation of research 
on the effect of aging upon the physiological 
and psychological functioning of elderly peo- 
ple. Future planning for the project has been 
enhanced by the assistance of the Duke Uni- 
versity Council on Gerontology, composed of 
representatives of 15 departments within the 
University and organized over a year ago. 
Dr. Ewald W. Busse, chairman of the 
Duke University department of psychiatry, 
is chief investigator for the project. Operat- 
ing on a $44,200 annual budget, the re- 
searchers will study members of Golden Age 
clubs, their friends, elderly people still active 
in full-time occupations, and patients at gen- 
eral and mental hospitals in an attempt to 
gain a better understanding of the changes 


that take place in normal people as they be- 
come older, 


RESEARCH Division, DELAWARE STATE 
HosrrTaL.—A research division which will 
function as an independent unit at the Dela- 
ware State Hospital began to operate July 
1, 1956. Dr. F. A. Freyhan, clinical director 
of the hospital, has been appointed director 
of research, 

The following research projects have been 

selected and approved : (1) A clinical-socio- 
logical study of schizophrenia in Delaware ; 
(2) clinical investigations of the effective- 
ness of neuroleptic drugs; (3) the effective- 
ness of intensive psychotherapy in patients 
with chronic schizophrenic psychoses; (4) 
cerebral blood flow and metabolism in psy- 
chiatric disorders, For the latter project, a 
National Institute of Mental Health Grant in 
the annual amount of $23,500 has been 
awarded for 5 years. The other projects will 
be financed from a special research fund 
which was appropriated by the State Legis- 
lature. 


New York Burrau or Cunp Gum- 
ANCE ANNIVERSARY.—The Bureau of Child 
Guidance, Division of Child Welfare, New 
York City Board of Education, reputedly the 
largest child guidance clinic in the world, 
will celebrate its twenty-fifth anniversary on 
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Saturday, October 20, 1956, by an all-day 
conference and luncheon at the Waldorf 
Astoria, New York City. Dr. Edward Stain- 
brook, professor and chairman of the de- 
partment of psychiatry of the School of 
Medicine of the University of Southern 
California, Los Angeles, will be the principal 
speaker at the luncheon. Dr. Stainbrook has 
had an unnusually wide and varied profes- 
sional experience and is qualified both as a 
psychologist and a psychiatrist. 

The conference will offer 7 symposia deal- 
ing with the problems of children as reflected 
in the classroom. The symposia are: Co- 
operation Between Clinic and Classroom; 
Ways of Meeting the Needs of the Mentally 
Retarded Child; Problems of Adolescence} 
Problems of the Aggressive Child; Reading 
Difficulties and Other Learning Problems; 
Problems of the Withdrawn Child; The 
Community Role in Helping Troubled Chil- 
dren. 


RooseveLr Hosprrat. OPENS INPATIENT 
Unit.—Psychiatric inpatient facilities for 
adults have been made available at the Roose- 
velt Hospital on the ninth floor of the 1 
Memorial Building, This marks the final 
stage of a program of integrating psychiatric 
Services with a general hospital which ha 
at Roosevelt in 1949 with the support ae 
New York State Department of Mental t 
giene. The new service will be available to 
men and women patients who give Po 
of good progress after intensive mana 
within a maximum period of 5 to 6 wee d 
Although treatment offered all patients a 
be the same, patients will be accepted in TA 
new unit according to 2 broad chassiet R 
those who can pay little or nothing, and is. 
who will be admitted on a semiprivate need 

The psychiatric program reflects te ae 
to treat the patient as a whole in genera) 
pitals with full consideration of the Bees. 
atric aspects of many diverse types of Í 


— T 

New PSYCHIATRIC DEPARTMENT nt 
Mount Sna.—On April 8 the at 35° 
Sinai Hospital, Los Angeles, open emo- 
bed psychiatric unit for mentally an ening 
tionally disturbed adults. With the T the 
of this new facility, Mount Sinai becom 


ae ther? 
only nongovernmental hospital in Sow 


a 
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Gilifornia to provide free and part-pay beds 
for the mentally ill. Dr. Franz Alexander, 
director of the hospital’s psychiatric research 
institute, has announced that a psychiatric 
Outpatient clinic is expected to be in operation 
at Mount Sinai by the end of the summer. 


MILWAUKEE Neuro-Psycuiatric SOCI- 
ErY.—At the annual meeting of the Society, 
May 16, 1956, the following officers for the 
coming year were elected: President, I. J. 
Sarfatty, M. D., Milwaukee; vice-president, 
E Madison Paine, M. D., Green Bay ; secre- 
fary-treasurer, Edward Carl Schmidt, M. D., 

- Wauwatosa ; councillors, Francis J. Millen, 
M.D, Milwaukee, and John T. Petersik, 
M.D., Winnebago. 


| 
| 


Dear or Dr. ANNA C. WELLINGTON.— 
. Wellington died in December 1955, at 
T age of 73. A graduate in medicine from 
ufts College, Dr, Wellington’s work was 
y in the field of mental hygiene of child- 
Hood. She served on the staff of several state 
oo in Massachusetts retiring at a 
ie, position at Grafton State Hospital in 
7. She performed outstanding service in 
ee clinics and classes for retarded 
in and in setting up child guidance 
A the first World War she served 
s merican Red Cross in France. 

65 sory retirement at the age of 
aid to peano loss to the school system 
e apartment of Mental Health, 

W p ebted to Dr, Harlan L. Paine of 
mation. igh, Massachusetts, for this infor- 


Del 
P SYCHIATRIC Ap 
= ~NIVERSITY, 


E ter: 
On is annou 


the Sch 


attY Of the F 
Universite Faculty of Medicine of Columbia 


i is co - A 
F dates for ee 19 designed to prepare candi- 
Pals, Clinics Ti il Posts in mental hos- 
moans, aa community mental health 
The 


curri P 
Yen the poum time will be divided be- 
SIC courses leading to a Master 


of Science degree in administrative medicine, 
and specialty courses in the department of 
psychiatry. The minimum elapsed time in 
which such a course can be completed is 20 
months of which 8 are in academic residence, 
Chairman of the curriculum advisory com- 
mittee is Dr. Paul H. Hoch. A limited num- 
ber of applications will be accepted for the 
course to begin in September 1956. For fur- 
ther details, write to the Executive Officer, 
School of Public Health and Administrative 
Medicine of Columbia University, 600 West 
168th Street, New York 32, New York. 


Inuinots Psycutatric Sociery.—On May 
16, 1956, the following members of the Illi- 
nois Psychiatric Society were elected to office 
for the coming year of 1956-57: President, 
Dr. Hugh T. Carmichael ; vice-president, Dr. 
Kalman Gyarfas; secretary-treasurer, Dr. 
Alberto de la Torre; councillors, Dr. Roy R. 
Grinker and Dr. George R. Perkins. 


Dr. Marto Jura Garcta.—From the 
monthly letter of the president of the Puerto 
Rico Medical Association we learn of the 
death of Puerto Rico’s most prominent psy- 
chiatrist, Dr. Mario Julia. 

This distinguished Life Fellow of The 
American Psychiatric Association was born 
in Cayey, P. R., in 1889, graduated in medi- 
cine from Loyola University, Chicago, in 
1918 and did graduate work at the Univer- 
sity of Vienna and Columbia. He was the 
founder of the mental hospital that bears his 
name and of which he was medical director. 
Of this excellent institution Puerto Ricans 
are justly proud. 

Dr. Julia was the first president of the 
Mental Hygiene Society of Puerto Rico. He 
was a member of the A.M.A. and past presi- 
dent of the P.R. Medical Association, He 
had been a Fellow of The American Psychi- 
atric Association since 1924. f 


BARRERA MEMORIAL LECTURE, ALBANY. 
—The S. Eugene Barrera Memorial Lecture 
was delivered by Dr. S. Bernard Wortis, 
professor of neurology and psychiatry, N. Y. 
University-Bellevue Medical Center, New 
York City, to the Albany Medical College, 
April 10, 1956. The subject was “The Toxic 
Psychoses.” 
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INTERNATIONAL RESEARCH COUNCIL.— 
Hamilton Cameron, M. D., New York City, 
announces the recently incorporated Interna- 
tional Research Council, the first world-wide 
medical confraternity for the dissemination 
of knowledge concerning aphasias associated 
with hemiplegia. The aims of the council 
include: the establishment of a clearing 
house on the subject, and the publication of a 
monthly Review-Bulletin. 

In January 1943, Dr. Cameron became one 
of the 600,000 hemiplegia aphasics. He de- 
vised a “Hand Talking Chart” that has 
proven a practical clinical aid, and a boon to 
those vocally paralyzed who hitherto had no 
ready means of communication. 

For 8 years, Dr. Cameron has been supply- 
ing the chart to physicians and nurses with no 
charge, by the kind cooperation of medical 
editors and editors of nonmedical publica- 
tions, 

For gratis copies of the Chart and infor- 
mation concerning the International Research 
Council, address Dr. Hamilton Cameron, 


General Director, 601 West 110th St., New 
York City 25, N. Y. 


EASTERN PENNSYLVANIA PSYCHIATRIC 
INSTITUTE.—The formal opening of the new 
Eastern Pennsylvania Psychiatric Institute 
of the Department of Welfare, Common- 
wee of Pennsylvania, took place May 17, 
1956. 


Dr. Soromon Retires—Dr, Harry C. 
Solomon will retire this summer as professor 
of psychiatry at Harvard University, becom- 
ing Professor Emeritus, He will continue as 
Medical Director of the Boston Psychopathic 
Hospital, the major center for the teaching 
of psychiatry in the Medical School. 

In his dual post at the medical school and 
hospital, Dr. Solomon has united the best in 
clinical care for the mentally ill with the 
teaching of psychiatry at both the graduate 

and undergraduate levels. At the Boston 
Psychopathic Hospital he has developed not 
only the therapy of patients but research and 
the education of all those involved in patient 
care. He was recently appointed by Gover- 
nor Herter to the Advisory Committee to the 
Massachusetts Department of Correction. 
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He has devoted considerable study to the 
ever-increasing role of psychiatry in the so- 
cial sciences. More than 300 of the nation’s 
psychiatrists have been trained under his 
direction. 

At the last annual meeting Dr. Solomon 
was named president-elect of The American 
Psychiatric Association. He will become 
president of the organization in 1957. 

Dr. Solomon received his B. S. degree 
from the University of California in 1910 
and the M.D. degree from the Harvard 
Medical School in 1914. He joined the Har- 
vard Medical School staff in 1914 and was 
appointed professor of psychiatry and medi- 
cal director of the Boston Psychopathic Hos- 
pital in 1943. He is currently president of 
the Association for Research in Nervous and 
Mental Disease, 


ALLGEMEINE AERZTLICHE GESELLSCHAFT 
FUER PsyCHOTHERAPIE.—The Association 
held its 1956 convention in the charming 
Black Forest resort, Freudenstadt, Germany, 
April 26-28. j 

Professor E. Kretschmer (Tuebingen), 
president of the association stated {n his 
opening address that throughout the 30 years 
of the society’s existence, its goal has sii 
to bring together the different schools of Lit 
chotherapy and to resolve their difference ; 
Honoring the one-hundredth birthday 4 
Sigmund Freud, he spoke of the bis 
pects of his personality, the loneliness pi x 
later years and his importance as foun 
psychoanalysis, ; 

Topics discussed during the oe 
were “Sociology and Psychotherapy, y” 
chosomatics,” and “Clinical Psychother 
A seminar on “Group Psychotherapy from 
held on the first evening. arene came : 
Germany, Switzerland, ustria, BP 
Swale eii the United States. Participa" 
from the United States were Dr. G. voegele 
of Cleveland, Ohio, and Dr. G. E. 
of Columbus, Ohio. AP 

Professor Fr, Mauz, from the University 
oí Muenster, Germany, was electe meets” 
for the ensuing year and Professor 
mer became honorary president. 
meeting will be held in 1959 ! 
Germany. 


1956] 
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New York Acapemy oF MEDICINE 
GRADUATE ForTNIGHT.—The 29th annual 
Graduate Fortnight of the New York Acad- 
emy of Medicine will be held October 15-26, 
1956. The program is titled, “Selected Prob- 
lems of Current Significance,” and will con- 
sist of 5 evening lectures on the following 
dates at 8:30 p.m.: October 15: The Place 
of Hypophysectomy and Adrenalectomy in 
the Management of Neoplastic and Metabolic 
Disease ; October 17: New Drug Therapy in 
Psychiatry and Hypertension; October 19: 
An Evaluation of Present Status in Cardiac 
Surgery; October 23: The Adrenal Cortical 
Steroids and Their Analogues; October 25: 
Poliomyelitis; as well as 5 panel meetings 
held at 4:00 in the afternoon on the follow- 


ing dates: October 16: The Management of 
Disseminated Neoplastic Diseases; October 
18: Hypertension; October 22: Surgical 
Management of Cardiovascular Disease ; Oc- 
tober 24: An Endocrine Problem; October 
26: Therapy of Infections. 

The registration for the Fortnight is 
$10.00 for non-Fellows of the Academy. 
Medical Officers of the Armed Services, in 
uniform, will be admitted without charge, 
as will interns and residents, provided they 
present letters from their chiefs of service. 
Inquiries and requests for registration should 
be addressed to: Secretary, Graduate Fort- 
night, The New York Academy of Medicine, 
2 East 103rd Street, New York 29, N. Y. 


PHILANTHROPY 


crated not hosts of intelligent and highly educated men and women—penologists, soci- 
sche Psychologists, psychiatrists, jurists, and sheer philanthropists—labored at prison 
pen and refined the treatment of the delinquent until it may be said that the convicted 
on receives more social consideration than the law-abiding working man? That would 
à question which would not justify an unequivocal answer on the part of counsel for 


the defence, 


—Earnest A. Hooton, 
Former Professor of Anthropology, 
Harvard University. 


A1 through the animal kingdom one of the most successful roles is that of the parasite, 
cre are states of human society when such a parasite as the professional beggar is as 


Successful 


as anyone else. Something of the kind is unfortunately true in Britain just now. 


+» At present the most efficient way for a man to survive in Britain is to be almost half- 


witted, 


, Completely irresponsible and spending a lot of time in prison where his health is 


far r 
better looked after than outside; on coming out with restored health he is ready to 


beautifull 
ve gri 


fany further children quite promiscuously, and these “problem children” are then 
y cared for by various charitable societies and agencies, until such time as they 
own old enough to carry on the good work for themselves. 


—Sir CHARLES DARWIN, 
The Next Million Years 


BOOK REVIEWS 


Mewoms or My Nervous Ittness: DANiEL PauL 
Scureser. Translated by Ida M acalpine, M. D., 
and Richard A. Hunter, M.D., M.R.C.P., 
D.P.M. Cambridge: Robert Bentley, Inc., 
1955 Price: $10.00.) 


This volume presents the first English transla- 
tion of Dr. Schreber’s full account of his serious 
and protracted psychiatric illness. It is an inter- 
esting record of the thought and feeling of a 
learned and intelligent person who attempts to 
convey the meaning of what he has experienced in 
a severe schizophrenic disorder, 

Macalpine and Hunter have assiduously trans- 
lated the large and elaborate production of 
Dr. Schreber into clear and commendable English, 
In view of the neologisims, the odd, outlandish and 
specialized usages of certain words and phrases, 
this must have constituted a formidable task. Like 
the writings of other extraordinarily articulate 
schizophrenic patients, much of this material is 
vivid and arresting when taken in small doses. 
Selections from the Memoirs could be useful in 
giving students of psychology and medical students 
a true flavor of typical schizophrenic thought and 
feeling, Its repetitiousness and the density of its 
Psychotic fantasy are likely to discourage and to 
exhaust the reader who attempts to go through it 
in a few sittings, 

_ Many of the bizarre delusions and metaphysical 
interpretations developed by Schreber are, of course, 
familiar to the readers of Freud's Collected Papers. 


noid disorder, 


demonstration that the regular cause of this grave 
psychosis is latent homosexuality, The editors in 


point that 


classic. As a result Freud’s analysis had never 
been re-evaluated by investigation of the original 
Memairs until recently. n 

The editors quote many authorities who assume 
that Freud’s interpretation of Schreber’s Memoirs 
has given an adequate demonstration of the basic 
cause and the dynamic developmental pattern of 
paranoia and of schizophrenia. “Perhaps no psycho- 
analytic theory of a psychosis,” the editors quote 
one authority as stating, “rests on firmer founda- 
tions or has been less frequently attacked [than] 
Freud's brilliant analysis of the Schreber case.” 

Macalpine and Hunter say that “the taboo of 
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‘classic’ was immediately attached to Freud's paper, 
setting it above critical scrutiny.” After careful 
reexamination of the entire Memoirs they express 
a fundamental disagreement with Freud’s conclu- 
sions. They strongly contend that unconscious 
homosexuality has not been satisfactorily estab- 
lished as the chief or fundamental pathologic in- 
fluence behind the psychotic manifestations re 
corded in these Memoirs. Their conclusions about 
this major point are similar to those of Bleuler who 
wrote “not even in Schreber’s case itself does it 
seem proved that the denial of hone a 
the factor that produced the illness, alti Pe 
plays a large part in the symptomatology oi 
case.” ; 

Mcalpine and Hunter do not see in Schrei 
delusion that he is being transformed into pice 
evidence of castration fear and desire ar eA 5 
a punishment for forbidden sexual wishes, = = 
“a means of achieving such wishes. The R fae 
of unmanning that Schreber insists he was ae 
going is interpreted by the editors and bisa 
as being primarily for the purpose of sa: 
as revealing the desire to change “into a see 
in order to be fertile” They deny that ae 
as conceived by Schreber was equivalent on fa 
lation in the ordinary sense. They are envy fills 
Pressed by the fact that “the girl’s Se tile the 
psychoanalytic literature to overiow, ees 
boy's envy of child-bearing receives al rae de- 
tention.” It is their opinion that Dr. Se pe 
lusions arose from extremely primitive pr' fertiliza- 
fantasies and archaic concepts of divine pare 
tion rather than the homosexual conflict ee? they 
by Freud. “The evidence of the Moi that 
state, “clearly contradicts Freud’s cons ere trant 
homosexual feelings towards Flechsig 2 table to 
ferred to God, and so became accep 


Schreber,” usional 

Schreber’s writings like the elaborate genie 
material produced by many other ae offer @ 
suffering from paranoid schizophren' ted 


lly interpre 
nscious 


thousand items that can be symbolica 
as indicating almost any type of unco usation 0 
vation or preconceived theory of oe Freud 
might have in mind or elect to demons irs already 
apparently began his study of the Memoir? tot 
convinced that Wilhelm Fliess’s arbitra gamen 
of universal bisexuality was a valid a pout bisext 
tal discovery of fact. Fliess’s ideas pen 
ality were interwoven with his weird gh Freud W35 
interpretations and prophecies. Thoug F $ 
able to free himself from the ie never to 
convictions about numerology, he see er waivers 
have questioned critically the postulate 5 eber’ ill 
bisexuality. In his discussion of Dr. a priors 
neas Freud repeatedly emphasizes this 0 iin being 
sumption. “Generally speaking, every roses 
oscillates all through his life between 
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and homosexual feelings,” Freud tells us, without 
offering evidence for such a postulate, “and any 
frustration or disappointment in the one direction 
is apt to drive him over into the other.” Though 
Schreber merely reports that he had a half-dozen 
seminal emissions in the course of one night, Freud, 
with utter confidence but, again, without argument 
or evidence, proceeds to, “supplement the patient’s 
emissions that night by assuming that they were 
accompanied by homosexual phantasies which re- 
mained unconscious.” 

For decades Freud’s study of these memoirs has 
been considered by many as a scientifically estab- 
lished explanation of paranoia, and as a source of 
sound evidence for universal bisexuality and castra- 
tion fear as well. Most commentators in recent 
years have ignored the point that several of the 
major conclusions reached by Freud in his inter- 
Pretation are chiefly elaborations of convictions 
ssc at te beginning of the discussion and 

eatter treated as i 
se if they had been adequately 
Homer agreement expressed by Macalpine and 
i bed cence eat Stra 
ints and is well ex- 
Messed. Their thesis deserves a hearing. It might 
a ett some of their own interpretations 
ened delusions expressed in the Memoirs 
ind ease ore those made by Freud on pure 
Mic inference, Whether correct or not 
TER ive explanations should serve to coun- 
a aitia oe stead tendency to accept, with- 
study examination, those offered in Freud’s 


aes q eduction to the Memoirs (p. 18) the 
entip a translators compare and apparently 
ol the A tt insulin and electric treatments 
of “lo ychoses, and lobotomy, with the methods 
fomite veitics” of the Eighteenth Century who 
ms Wilke and bled their lunaticks,”’ They 
“one Fs oe ie to the physical therapies of today: 
m what would have happened to the 

e Memoirs had his brain been sub- 
itai Tocedures. It is certain that the 
would haye recove 
sly is doubtful.” 


Teviewer js by no 
Hunter road ey condemned by Mcalpine 
ave led i 

ree, b to Schreber’s recovery. 

1950's 
insulin 

ore 

Present tine pence, observers to believe at the 
prain Ei Clectric or insulin treatment would 
m incapabl ee the patient's brain and so make 
r > writing the Memoirs impresses 
attention, a fantastic item deserving of 


Hervey M, Creckxtey, M. D. 
Augusta, Ga. 


Der HYDROCEPHALUS INTERNUS UND EXTERNUS. 
By Hans E. Kehrer, (Basel and New York: S. 
Karger, 1955.) 


This book, published in German, gives a very 
detailed discussion of the various forms of hydro- 
cephaly; and everyone who wishes a survey of the 
facts which have been known and fairly well estab- 
lished will find satisfactory information on most 
questions relating to hydrocephaly. However, the 
book does not provide new ideas or detailed know- 
ledge of the newest research; for instance, that 
connected with the problems of production of the 
spinal fluid by the use of isotopes. The publication 
is enhanced by the reproduction of a number of 
encephalograms and a fairly extensive literature re- 
view, which draws heavily on the German literature 
but also takes some of that of other countries into 
consideration. 

Cremens E. Benna, M. D, 
Waverly, Mass. 


J.A.M.A. Cxinicat Asstracts or Diacnosis AND 
TREATMENT, 1955. (New York and London: 
Intercontinental Medical Book Corporation 
with Grune & Stratton, 1955.) 


This book is a compilation of selected abstracts 
that appeared in the A.M.A. Journal during the 
previous year. It joins the group of well-known 
year books, annual reviews, and other more special- 
ized collections. It attempts to cover a much broader 
field than any of these, including sections on internal 
medicine, surgery, neurology and psychiatry, pedi- 
atrics, gynecology, and obstetrics, dermatology, 
urology, ophthamology, otolaryngology, therapeutics, 
pathology, radiology, anaesthesia, and physiology. 
The main appeal should be to the general practi- 
tioner or to the specialist interested in a brief review 
of advances in other fields. Unfortunately the ab- 
stracts chosen are not necessarily the best of the 
year, nor are they presented in any reasonable order. 
Space could have been saved to good advantage by 
grouping according to subject, with an abstract in 
some detail of a leading article followed by brief 
mention of more controversial articles about the 
same thing. Instead one comes across a particular 
subject, again and again, both within one section 
and among many sections, often repeating verbatim, 
the initial data. This surely defeats the purpose of 
such a book. : 

Any good abstract should tantalize its reader to 
refer to the original paper. Unfortunately many of 
the papers chosen for review appeared in foreign 
journals or those with a limited circulation and 
could not be easily obtained by the ordinary practi- 
tioner. Had more useful practical details been in- 
cluded in the preparation of the abstracts, the value of 
the book to those for whom it was intended would 
have been greater. As it is, it is somewhat super- 
fluous and, in the opinion of the reviewer, cannot be 
recommended. 

Barnara McKinnon Haztert, M. D. 
University of Toronto. 


192 BOOK REVIEWS [Aug. 
a CO 
used to write in German journals, but are now (oe 
were) Americans, such as Brunswick, Goldstein, 
Koehler, or the late Kurt Lewin. 
Hans A. Ituwo, Pa. Dy 
Los Angeles, Calif 


Zur PSYCHOLOGIE UND PSYCHOPATHOLOGIE per ERIN- 
NERUNGEN. By Hans Heinrich Wieck, M. D. 
(Stuttgart: Georg Thieme Verlag, 1955. Price: 
DM 9.60.) 


Two phenomena, the retrospective and the repro- 
ductive, determine the basic relationship between 
the past and the present in the field of psychic re- 
search. They have it in common that, because of 
their basic similarities, they can be found every- 
where. 

Some of the characteristics both common and not 
common to the phenomena named above form the 
major subject of this book. For one, the author is 
careful to explain semantically (ie, idiomatically 
as well as scientifically) the term Erinnerungen, 
memories. According to him, Erinnerungen are 
usually associated with the Gedaechinis or the 
ability to think or keep in mind. Every reproduction 

is called Erinnerung. On the other hand, if one 
takes the root of the word, Er-Innerung, one will 
come to the source of a self-analysis, an analysis of 
one’s own life, particularly in the past. Several 
medical-analytical scientists have called this process 
the Ichnaehe or ego-closeness. It is this latter phe- 
nomenon, that Wieck chooses for his own point of 
departure and which he discusses within the frame 
of the retrospective phenomenon ; whereas the other, 
the reproductive Phenomenon, is dealt with sec- 
ondarily. 

The author finds 6 causal conceptions of memories, 
Diesheit (the event as an absolute being), the 
Mannigfaltigkeit (multitude of Diesseits), the 

Ganszheit (totality), the Verwandtheit (the inter- 

relationship of the multitude of events), the Gleich- 

heit (equality), and the Entsprechung (relationship 
between two or more events, which can neither be 
included in Verwandtheit nor in Gleichheit). From 
these 6 causal conceptions, he derives 4 causal links, 
based on the conception of Gansheit (totality), They 
are: the “phenomenal” or living link, the “diaphe- 
nomenal” links, the “phenomenal-diaphenomenal” 
links, which describe the relationship between the 
experience of memory and the diaphenomenal “phe- 
nomenon,” and the conception of the total “picture.” 
In this connection, this reviewer, while feeling only 
admiration for a brilliantly conceived theory, can- 
not strongly enough regret the author's (any 
author’s) poor ability to express himself: in ex- 
Plaining a newly coined term, one cannot use the 
new term to explain it in the same work! Thus the 
author experiences the not uncommon inability to 
express abstract ideas in readable idiom, and in- 
adequate command of a diction, other than medical ! 

If this obstruction (and an almost insurmountable 
one it is) does not weigh too heavily on those who 
are willing to read every sentence several times, 
with the aid of a “Duden,” they will be awarded 
amply. For, after wading through pages of termin- 
ologies, they will finally come to the point, namely 
the content, the coordinations, and the integrations 

of the Erinnerungen into the province of Psychotic 
etiologies. The literature quoted is truly astounding, 
even though Wieck confines himself primarily to 
German-writing authorities, including those who 


ScHoots or PsycHOANALYTIc THoucHT, By Ruth L 
Monroe. (New York: Dryden, 1955. Price: 


$7.50.) 


In her preface, the author, professor of clinical 
psychology at the City College of New York, states 
that she has written this book “for students, for 
fellow psychologists, for social workers, for social 
scientists in variety, for doctors whose work lies 
outside the realm of mental disorder, for laymen 
with the patience to follow a lengthy, semi-technical 
account of ideas they hear about frequently—and 
also for psychoanalysts who either want informa 
tion about schools other than the one in which they 
are carefully trained or are curious as to what a 
psychologist does with the problem of integration. 

A personal analysis and a wide acquaintance 
analysts representing divergent points of view e 
been of undoubted advantage to the author in 
task of presenting the basic similarities and am 
ences in the schools she has selected to compare. 
each instance, Dr, Monroe has obtained help from 


well-qualified experts of each school in the reading 
of her manuscript for errors of fact, emphasis, 


of 


omission. The source material is mainly í 
lished writings of the leading exponents 0 
various schools under discussion. ane 
The book is in five parts. The first of these | 
plains the author’s aims and methods and descr? 
the basic concepts of psychoanalysis. The $i cm 
part is an extended exposition of Freudian Po 
analysis. Part Three discusses Adler, 


Fromm, and Sullivan. Jung and Rank are t 
jects of Part Four. Part Five, Epilogue, is 
eral review presenting the author's own evi 
of the basic concepts of the schools discuss 
a prediction that “significant reformulations, 


he sub- 
Juati 

a as 
will 


appear in the area of psychosocial integration. 


For those who prefer not to read a ji 
the basic writings of the authors subject ‘i 
cal scrutiny in this work, Schools of Psy ers shoul 


Thought is a well-organized review. Rea 


criti- 
nay 


js is ê 
be reminded that “Freudian” psychoanalye® still- 
scientific discipline which at no point wÈ st 


developing evolution has ever claimed 
of completeness. Validation of its oa theor 
constructs and techniques through 

searches is both a recognized task an 
opportunity. Scientific truths are esi 


er 1e 
d a wel 
tablish ie 


fields of complexity only after genes ates the 
have been done. Nothing in this book 
current belief of most practicing psy 


that such validation of Freud’s great wives i 
‘forthcoming, When this happy day af yt" 


will be no need for “schools of psy 


thought” and books such as this will have 


interest only, 


ill be 
ic wile 


historical 
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COMPARATIVE PSYCHIATRY AND TROPICAL PSYCHIATRY 
ERIC BERNE, M.D. Carme CALIF. 


Under this rather ambitious title I pro- 
pose merely to discuss briefly the recent 
growtlt of interest in the subject of compara- 
tiv, @nical psychiatry and to give some ac- 
count of the practice of psychiatry in certain 
tropical countries, including French Guiana, 
French West Africa, Haiti, Martinique, and 
Trinidad. 

Organizational interest in comparative psy- 
chiatry is, of course, epitomized in the first 
place by the World Health Organization, 

ed in this country by the Committee on 
International Relations (formerly the Com- 
mittee on International Relationships) of 
The American Psychiatric Association. Also, 
in recent years, international congresses have 

ome more numerous. Clinicians from 21 
ing met in London in August 1948 to 
Heal the World Federation for Mental 
Po ao bret International Congress of 
a ty was held in Paris in 1950, and 

ght together to compare their problems 


© representative. T Bii 
S of psychiatr. 
Tom 29 Psychiatric societies 


3 developments 
k certain approval, for they haa been 
scussing problems of comparative 

A ie since 1910 when they started 
ih ea Association, which now 
World, Me of branches scattered over the 
Bi rie, “over, the growing list of jour- 
With Sami  puntries (exemplified by India 
of Diva, (1947) and the Indian Journal 
tered a 2) 274 Psychiatry (1950) ), has 


ary Wea interest in comparative psychi- 
lnpocrates ret further back, at least to 
€ subject n - 460 B.C.), who discussed 
st assi Some length(r), Perhaps the 
odern „COUS student in the early days of 
Of the el latry was Lombroso(2). One 
St detailed clinical reports by a 


1B 
OX 2rrr, Carmel, Calif. 


modern American clinician was A. A. Brill’s 
study of hysteria among Peary’s Eskimos 
(3), while Wulf Sachs and Devereux are 
among the pioneers giving book-length case 
histories ; the former that of a South African 
witch doctor(4), the latter that of a Plains 
Indian(5). Anthropologists have also long 
been interested in the clinical aspects, as 
shown by the systematic studies of Carpen- 
ter (1911) (6) ; Roheim being the chief ex- 
ponent of comparative psychoanalytic anthro- 
pology(7). 

During the past 10 years, and especially 
the last 5, interest in the subject has become 
more widespread among clinicians in this 
country. From July 1949 to June 1954, 
there were about 30 articles in the American 
Journal of Psychiatry describing psychiatric 
problems in various countries, while in Psy- 
chiatry during the years 1950-54, inclusive, 
there were more than a dozen formal com- 
munications concerning comparative psychi- 
atry. Carothers recently (1953) published 
a full-length treatise on comparative clinical 
psychiatry (8). 

My own interest in the subject dates back 
to 1938 when I visited the Maristan Jn 
Aleppo, Syria, an Arab asylum in which 
agitated patients were still restrained by leg 
irons. In 1949 I published an account of 
some oriental mental hospitals(9), noting 
the use of Rawulfia in Madras; and the fol- 
lowing year I attempted to apply the com- 
parative method to psychiatric criminology 
in the case of a Filipino immigrant who mur- 
dered 5 people in California(to). Such ob- 
servations may be termed “cultural psychi- 
atry” (11) or “ethnopsychiatry” (12), but 
essentially they relate to the psychiatric prob- 
lems in one group as compared with the psy- 
chiatric problems in another group, so that 
unless some other term becomes fashionable, 
they may be more broadly called “compara- 
tive” psychiatry (13). 

During the last few years, as more funds 
have become available for psychiatric re- 
search, the trend has been to make this into 
a well-organized discipline. In 1950, the 
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Social Science Research Council set up a 
committee to promote interdisciplinary stud- 
ies in psychiatry and the social sciences(14). 
The National Institute of Mental Health 
largely financed a study of the Middle 
Western Hutterites by a team including a 
psychiatrist from Dalhousie University, a 
sociologist from Wayne University, and 2 
clinical psychologists from Harvard, who 
were able to obtain a census of every person 
in the community who was then or had ever 
been mentally ill(14). Teams from Yale, 
liberally financed, have been making similar 
thorough and well-integrated studies of the 
population of New Haven(15). 

While exploration of these problems has 
already been initiated in regard to North 
America, Europe, the Orient, parts of South 
America, the South Pacific, and the East 
Coast of Africa, one sector which has been 
relatively neglected comprises the tropical 
islands and coastal areas of the Atlantic 
(but cf. 16). Until opportunities are avail- 
able for doing further well-planned studies 
in these parts, the following personal obser- 
vations concerning special indigenous con- 
ditions may serve as examples of what may 
be found there, 

The rapid advance that is being made in 

the treatment of mental illness in this area is 
exemplified by the case of French Guiana, 
a colony (now a Department) on the East 
Coast of South America, just north of Brazil, 
best known for its former prison colony, 
colloquially known as “Deyil’s Island,” The 
prison, of which Devil’s Island (now used 
as a summer camp for boys) formed only 
one of the more salubrious outposts, was 
abolished in 1947. I believe that the 2 
tattered beggars whom I became acquainted 
with in Cayenne and who were awaiting 
transportation home were the last remaining 
“angels” of the old regime. These beaten- 
down shadows of men had a familiar air. 
On the one hand, it was reminiscent of the 
kind of engaging lack of initiative which is 
sometimes seen as a sequela of brain injury, 
and on the other it resembled the helpless 
bewilderment which used sometimes to be 
observable in men recently released from con- 
centration camps, 


French Guiana has a population of 30,000, 
sonsisting mostly of Creoles descended from 
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former slaves, with several thousand Indians 
in the extensive jungles of the interior, and 
an indeterminate number of semitransient 
Europeans. At the time of my visit in 1950, 
the psychiatric facilities consisted of a service 
at the Civil Hospital of St. Denis, on the 
outskirts of Cayenne, with accommodations 
for about 30 patients; and 10 beds in the 
hospital at St. Laurent. The principal feature 
of the pavilion at Cayenne was a court sur- 
rounded by 16 cells, each about 10 x I0 feet 
in area and about 15 feet high, heavily barred, 
and double-bolted or padlocked with stout 
chains. Each cell contained a hole in one 
corner for a toilet, and a wooden table to 
sleep and eat upon. Clothing consisted of a 
torn garment or two, which served as cover- 
ing rather than as protection in that warm 
and humid climate with its 3 types of noxious 
mosquitoes carrying, I was told, malaria, 
yellow fever, and filariasis, respectively. 
The service was administered by Dr. 
Cadmus Velaye (now deceased), a Creole 
educated in France, who also carried on @ 
general practice in the town. Treatment, ar 
ried out by the general medical staff, con 
sisted mainly in the use of vitamins, One 
fen, and general hygienic measures(17)- 
nurses, lacking psychiatric training, 1° 4 
practical approach to the mentally ill P 
were as ready to dispute with them as T 4 
any other patient. At that time, Dr. Vel y 
became interested in the possibility of ui : 
electroshock to benefit some of his Leave! 
and was put in touch with Dr. Pierre Pic 
in Paris for advice on this matter. 
Five years later, in February 1955 p, 
situation was rather different(18)-, sist 
Yvonne André-Le Cannu, a psychiat = 
from Paris, with 17 years of ee 
experience, a pupil of Edouard To oe 
at her own request had been assigned e the 
hospital at Cayenne in order to improv? e 
service, She arrived in June 1953 rep 
following month she had organize p 4 A 
tag the 


the 


hygiene clinic for adults, children, 
fants. She also set about reorganizing era 
inpatient service with an intensiv “4. 
peutic program along modern lines. 
just-being-inaugurated Pinel 
Hospital comprises 20 male and 20 
open-ward beds, and closed-ward 
service of 40 beds. Pending the © 


1956] 


tion of a male closed ward, men committed 
under the law of June 30, 1938, are being 
hospitalized in the existing facilities. 

An outstanding example of the current 
liberal policy of the French Government in 
allotting funds for mental health even to 
outlying districts, is the situation in Marti- 
nique, a small island (about 400 sq. mi., 
population 300,000) lying about half way be- 
tween Puerto Rico and Trinidad. Just as the 
psychiatric history of French Guiana is in- 
timately bound up with the history of its con- 
Viets, so the psychiatric history of Martinique 
has to be considered in relation to the calami- 
tous eruption of Mount Pelée in 1902, which 
destroyed the chief town of St. Pierre and the 
mental hospital with it(19). It was then ar- 
Tanged that psychiatric patients requiring 
hospitalization would be sent to the neighbor- 
island of Guadaloupe, but the necessary liai- 
son was not effectively established, with the 
result that patients were “temporarily” incar- 
erated in a former prison building in the 
main square of Fort-de-France, Martinique, 
ey capital. This arrangement pre- 
“otra over half a century, until it was 
prooedure of 223 by the frequent colonial 
Kai hospi een an army barracks 

€ organization of this new establish- 
Fie haere 14 kilometres north of Fort- 
PORE, in a beautiful valley among the 
tice Des Jungles, was entrusted to Dr. 
$ eae who was sent from Lyons 
island, the psychiatric services of the 
1954, Dr. D time of my visit, in December 
energetic. — a well-trained, scholarly, 
i and capable young clinician of 
tom it is dificul see 

enjoyin “cult to speak too highly, was 
hospital se Privilege which rarely falls to a 
design hie intendent: that of helping to 
ground y Own establishment from the 
formed hs The barracks has been trans- 
tropics, ie “poe: the best hospitals in the 
tins “Ah ee with official accom- 
120, But in Patients, housing actually 
Overerowdi order to relieve the tremendous 

buildin P8 Which still exist he pri 
Ng in the cit s at the prison 
Y, the French Government 

Ison esta ee funds to make of the 
Matrie hospital vont 49° bed modern psy- 

i ; ape 3 years. Construc- 
under way. The whole 
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project is under the personal supervision of 
Dr. Despinoy, and he assured me that he 
expected no interference from the Metro- 
politan Government in the way of red tape, 
inspections, or pressure. The hospital, thus 
designed to his specifications by competent 
architects, will be his own creation archi- 
tecturally, administratively, and clinically. 

One feature, for example, is a specially 
designed “quiet” building for conditioned re- 
flex sleep therapy of psychoses, a method im- 
ported from the Soviet Union which is arous- 
ing considerable interest among French psy- 
chiatrists(20). The encephalograph which 
will be used to control this treatment is al- 
ready installed, a beautifully built 12-channel 
Reega machine with 32 filtered electrodes, 
preselection switches, and other special fea- 
tures. The method also requires an apparatus 
to synchronize a light flash with an electric 
metronome, usually at 70 cycles per minute. 
This rhythmic combined auditory and visual 
stimulation is said to enhance the effect of the 
sedation. 

When the physical plant is completed, with 
an administrator of the calibre of Dr. 
Despinoy, the hospital at Martinique will be 
one of the finest colonial mental hospitals 
in the world, and the finest in my experience 
devoted almost exclusively to the treatment 
of colored patients. One of the most inter- 
esting features he has inaugurated is a hospi- 
tal newspaper, printed on the premises with 
editors elected from among the patients, 
which might well serve as a model for such 
publications. Here, legitimate complaints, 
even those which might be painful for the 
administration, are published and answered 
with a degree of frankness unusual in such a 
situation ; while the editorials written by Dr. 
Despinoy are practical and devoid of un- 
necessary sentimentality. Patients are paid 
for their work in the occupational therapy 
department, which includes construction, 
farming, and raffia work. 

Because of the large proportion of toxic 
malnourished rum-drinkers, whose average 
stay in the hospital is 2 weeks under treat- 
ment with ACTH and intravenous vitamins, 
the discharge rate is high, and is further in- 
creased by the fact that home care in the 
villages is available for patients who, in 
France, would not ordinarily be discharged. 
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Dr. Despinoy has not found any direct con- 
nection between yaws and psychosis. He has 
diagnosed paresis in only 10 cases during the 
past 2 years, but states that there are many 
confusional states with positive serology 
which are relieved by penicillin. The inci- 
dence of epilepsy is greater than that found 
in France, Some of the patients attribute 
their illnesses to the local form of magic, 
called on that island “quimbois.” Interest- 
ingly enough, Dr. Despinoy also observed a 
case of “possession” in France(21). 
Insulin treatment is used for selected cases 
of schizophrenia, but Dr. Despinoy has be- 
come concerned about its effects in hot cli- 
mates; he feels that accidents are more fre- 
quent, and prolonged comas more frequent 
and more dangerous than in France. He 
therefore prefers to use short comas or sub- 
shock doses in series as long as 200. As for 
electroshock, he finds that 2 shocks per day 
give better results than 2 per week, and feels 
that 20 is a sufficient course. Because of the 
case load, he has little time for psychother- 
apy, but we had an interesting discussion 
about the possible use of group therapy under 
such conditions ; he was especially interested 
because he is the author of a long thesis 
on the early stages of schizophrenia(22). He 


The situation in French West Africa, a 
vast region with an area of 2,000,000 square 
miles (half the size of Europe) and a popu- 
lation of about 16,000,000, with i 
over 10,000 Europeans and an infant mortal- 
ity rate which reaches 45 per 100, is moving 
more slowly(24). There are a few general 
hospitals scattered throughout the principal 
cities, such as Bamako on the Niger, each 
with a ward for the “isolation” of agitated 
psychiatric patients. The main hospital at 
Dakar, Senegal, the administrative center, 
has 5o beds reserved for this purpose. At 
the time of my visit, in 1950, the term “Men- 
tal Hospital” was reserved for the Ambu- 

lance de Cap Manuel, a 105-bed institution 
situated on a promontory on the outskirts of 
_Dakar. This was primarily a hospital for 
contagious diseases, including tuberculosis, 
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leprosy, smallpox, and typhus, but there were 
about 30 heavily barred cells reserved for 
psychiatric patients. The staff consisted of 
1 physician, Dr. Alain Grall, who cared for 
all the patients in the institution, with 7 
nurses for the psychiatric section. Dr. Grails 
training, he said, was mainly in contagion: 
diseases, but he had sufficient psychiatric 
background to give 2 or 3 lectures per year 
to the students at the school for African 
practitioners(25). 

Dr. Grall informed me that treatment wat 
very difficult because of language problems, 
since only about 40% of the patients spoke 
French, while the other 60% were divided 
among 10 or 12 dialects. This difficulty wat 
perpetuated by the fact that patients were 
sent to Cap Manuel from the interior when 
“active treatment,” rather than simple “iso 
lation,” was indicated. The population was 
usually predominantly African, since Bure 
peans were soon shi home if it a 
that their illness ina be protracted, al- 
though the steamship companies wa 
tant to t some of the patien À 
their mle Dr. Grall was interested ® 
narcoanalysis, and made the interesting 
servation that on awakening, French á 
ing Africans reverted to their native tongue 

In the course of our conversation, W! 
took place in the pharmacy where he m 
his medicaments, Dr. Grall told me that, 
Ambulance was formerly a military hospi? i 
founded in 1865. He said that his om” 
problem was not the care of psychiatric ps 
tients but the high mortality rate (55, 
shee lode in that hot, humid cima 

. Georges Jarcin, Director O 
Health, rape me that there ree 
psychiatrists in private practice im F. pa 
West Africa and that many Africans 
the services of witch doctors instead, Gto 
cially Mussulman priests who attempt 
effect cures by means of amulets. tne 

A request for official confirmation 0* - 
above account in 1955 elicited the f 
information: Š 

It is now planned to construct an asyl at 
each Territory. The Senegal asylum Near Sn in 
will contain 250 beds and will be ultramodet itt 
conception, A neurological clinic will ae City; 
in the area reserved for the future Hos? space of 
This neurological clinic will have a foo! ags FO 
3,000 square metres, comprising 3 build 


— 
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will have a floor reserved for the mentally 
PT clinic will be the first unit of the Hospi- 
SCi. The final project will include a teaching 
fee the Medical School(26). 


i sharp contrast to the superior facilities 
by the French Republic for the treat- 

[et Of the mentally ill even in its remotest 
fess, and tragically emphasizing the fact that 
Od care is a matter of finance, is the situa- 
y in another French-speaking region, the 
i of Haiti. Here the sole responsi- 

PMY for the psychiatric care of 3,500,000 
ple rests on Dr. Louis Mars, with some 

ce from his wife, who is a psychom- 

The optimism expressed in Dr. 

1950 letter to this Journal(27) has not 

eet justified. At that time he had reason 
wee that by 1952 there would be at 
4 well-trained Haitian psychiatrists 
meine in the country, and that a properly 

© Muted mental hospital was in the offing. 
Hf, neither of these things has come to 


ete time of my visit, in December 1953, 

a I was studying at the Menninger 

= and I was shown around the asylum 

Pa EBeudet, ro miles north of Port-au- 

A by the lay director, Mr. Joseph 

Peces, This institution consists of sev- 

4 wt toofed wooden buildings situated in 

an yy valley, Although, as Dr. Mars 

Dia any armed guards were removed in 

1799 Psychotics are no longer stoned 

oo the care is still purely cus- 

ere is no formal admission pro- 

stents who are not public nuisances 

in their towns or villages. Those 

pene or menaces are sent 

E. e jailor notes that a prisoner 

a ented, his request suffices for 

the asylum, Dr, Mars, on his 

y for 2. Sits, decides when patients are 

Scharge, 

: the eh buildings, about 50 x 12 

O accommodate 50 patients. 

as also rows of isolation cal ETEN 

iron and ponderous locks, There 

S, but most of the patients sleep 

ee mats. There are no 
Sh or occupational thera; 

i Eeo books, and relatives sda 

ad a diversion of the patients, 

been there for 28 years, 


ches 
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seems to be to beat out voodooesque rhythms 
on the walls with pieces of wood or what- 
ever is handy, while they dance around in- 
side the buildings in a kind of conga line. 
Patients are routinely given injections of 
pene to combat treponemic infections 
(28). 

They were not always so fortunate as to 
have qualified supervision. I had the privilege 
of meeting Mr. Stanley Reser, an ex-war- 
rant officer of the U.S. Navy, who stated that 
he was superintendent of the hospital from 
1929 to 1941. Mr. Reser spent 30 years in 
the medical department of the Navy and is 
reputed to be the only white voodoo doctor 
in Haiti. During his tenure, he determined 
when the patients were ready for discharge. 
He stated that in his time about 2 patients 
per year were admitted in a state of posses- 
sion, and because of his voodoo training 
he was able to treat them effectively. Such 
patients, said Mr. Reser, may remain silent 
for years, and when they begin to talk, they 
talk in the voices of the god possessing them, 
who states the price of being exorcised. Usu- 
ally the god feels he has been cheated by the 
patient ; the patient becomes well immediately 
if the debt, such as a chicken of a certain 
breed and color, is paid, and no interest is 
demanded(29). Dr. Mars himself has pub- 
lished several scientific studies of voodoo 
(30) besides his monograph on ethnopsychi- 
atry(12). Ms 

Trinidad, the most southerly of the British 
West Indies, lies 16 miles off the coast of 
Venezuela, with a population (including 
Tobago) of about 700,000, one-third of them 
East Indians and the rest mostly Creoles. 
St. Ann’s Mental Hospital, in Port-of-Spain, 
resembles in physical plant and internal con- 
ditions some of the older state hospitals in 
this country, and needs no further descrip- 
tion. The British are not as liberal as the 
French in taking care of the mentally ill in 
this part of the world, and when I visited 
St. Ann’s in December 1954, to exchange 
ideas with the staff and to try to set up a 
group therapy program, the overcrowding 
was as distressing as it had been on my pre- 
vious visit in 1950, with no relief in sight. 
The attitude of the public toward mental ill- 
ness had improved, however : there were only 
19 voluntary admissions in 1950; while in 
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TABLE 1 


INCIDENCE AND CARE OF PsyCHIATRIC CASES 


Hymer Patient 

Region load 
Fr. Guiana 8o (1955) 
Hah esae 200 (1954) 
Martinique ... 287 (1954) 
Trinidad oases caasar 1397 (1953) 


1953, 159 patients, or 237% of all admissions, 
were voluntary(31), and the recently estab- 
lished psychiatric outpatient clinic was al- 
ready overcrowded, with 371 new admissions 
for 1953. And of the 325 nurses at the hos- 
pital, a large proportion was enrolled for the 
3-year course of training in psychiatric nurs- 
ing based on a syllabus of the General Nurs- 
ing Council of England and Wales(32). 

As in many tropical areas, confusional 
states, consisting of toxic psychoses influ- 
enced by malnutrition, dehydration, malaria, 
hookworm disease, positive serology, alcohol, 
and various combinations of these, are more 
frequently encountered than in our Northern 
States(33). Dr. L. F. E. Lewis, now acting 
superintendent of St, Ann’s, has contributed 
to clarifying the term “acute confusional 
state,” especially in relation to cases seen in 
the tropics(34). Treatment at St. Ann’s 
tends to be vigorously pursued, with repeated 
courses and combinations of deep and modi- 
fied insulin coma, electroshock, electronarco- 
sis, leucotomy, continuous sedation, and the 
newer drugs. The staff of the hospital was 
most cordially cooperative in assisting me 
in an experiment in group therapy with such 
heavily treated patients. There are no psy- 
chiatrists in private practice in the colony, 
but faith-healers abound (32). 

The available statistical material on these 
5 regions is summarized in the accompanying 

tables. 


TABLE 2 


INCIDENCE oF Mayor PsycHoses, PERCENT or 
HosrrraL POPULATION 


Toxic- Manic- 
Schizo- con- 
phrenia fusional sive Source 
Fr. Guiana ...50 25 — (18) 
Haiti ........ 30 — 20 (12,35) 
Martinique ..34 36 6 (19) 
Trinidad ..... 47 4 14 (31) 


[Sept. 
In treatment 

Admission OPD and Hospital 
rate hospital discharge 

per 1,000 per 1,000 rate Source 
08 9.0 15% (17,18) 
0.02 0.08 40% (28,35) 
2.0 14 50% (19) 
1.0 3-4 35% (31) 

TABLE 3 


ESTIMATED PROPORTION OF POPULATION IN MENTAL 
Hosrirats on A Given DAY 


Source 
Fr. Guiana ........... 1/373 (18) 
Haiti «+ .1/17,500 (35) 
Martinique . «1/1000 (19) 
jenegal _.1/many thousands (25) 
Siam 1/9000 W 
Singapore ........... 1/600 a 
Prinidade AAE 1/500 3 5) 
TESA aaa 1/200 (+50) G 
CONCLUSIONS 


On the basis of visits to mental hospitals 
in 17 countries on 5 continents, supp E 
by some study of the literature, the to 
ing conclusions seem warranted. Ta 

1. There are now sufficient data a ie 
to make preliminary basic geneal S 
concerning the etiology, incidence, i 
atology, diagnosis, and treatment 7 
illnesses in various parts of the wor'’- pee 

2. The major psychoses take the 


race, 
form in many regions, regardless ae 
physical environment, cultural war sense 


and socio-economic situation: in t p 
that a well-trained clinician entering different 
hospital in any one of a number of pii 
countries scattered on all the continen, 
diagnose by inspection (say) 25% 0 oments 
tients; can diagnose after a few Ba not 
of listening even to a language he vill 
understand (say) another 25%; here in 
have similar difficulties almost any™ e that 
diagnosing the remainder. This ™ manis, 
well-developed catatonia, hebephr er ons in 
and melancholia are common afi 
widely scattered countries. " awell 
3. In borderline cases and neuroses, e Jan 
trained clinician with a command © yenet! 
guage can sometimes penetrate t 
of even the most exotic culture ™ 
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short time, say a quarter of an hour, suffi- 
ciently to proceed thenceforward as usual in 
constructing a working diagnosis and a pre- 
liminary treatment program. 

4. In tropical countries, there tends to be 
an increased incidence of toxic confusional 
psychoses among hospitalized patients, so that 
they may even outnumber the usually pre- 
dominating schizophrenias. These cases often 
respond to nutritional and general hygienic 
measures, 

5. Neither the proportionate size of the 
mental hospital population, the admission 
rate, nor the total psychiatric patient load, 
including dispensaries, can be considered a 
reliable index of the incidence of mental ill- 
ness in a given region of the world. These 
factors seem rather to depend on the quality 
and quantity of the facilities available and 
on the local attitude toward psychiatric treat- 
ment. The tendency in all areas studied 
righ : good hospitals and clinics as rapidly 

are provi i ini 
hee Provided and public opinion 
Ra poring to the psychoanalytic litera- 
The oe various parts of the world (e.g, 
s a ional Journal of Psycho-Analy- 
es editors from 17 countries), the neu- 
ait To in private psychoanalytic practice 
turbance. + associated with a history of dis- 
Ai = in infantile psychosexual develop- 
i : gardless of racial, physical, cultural, 
jority iie background. The ma- 
accept this eke om however, do not 
ie cerning symptomatology, this ma 
be differentially influenced in Sl cases rsd 
actors Berta cultural, and socio-economic 

; tks in the relative predominance of 
chotie ia mechanisms and in the psy- 
tidence z oe It is Possible that the in- 
y these F neuroses is also influenced 
Russian soldiers (4. ia deaf-mutism in 
in Ametican soldi ly versus anxiety states 


-I 
Strument ad to therapy, the following in- 
à percenta ™ to be universally effective in 
th ge of appropriate cases; electro- 
cosis, insulin therapy, con- 
afar tion, surgical interruption of 
Other q peak Rawulfia derivatives, and 
group ate i psychotherapy, 


con € €ctronar, 
thous Si : 
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9. The following qualities in the therapist 
seem to be universally therapeutic, regard- 
less of the racial, cultural, and socio-economic 
backgrounds of the parties concerned, as far 
as the international literature and personal 
experience demonstrate: loyalty, sincerity, 
respectfulness, and availability. These may 
all be subsumed under the single rubric of 
trustworthiness (rather than the popular 
label of “love,” which is either not necessary 
or “not enough”). As someone lightly re- 
marked, a really good Boy Scout will have 
therapeutic successes anywhere. Witch-doc- 
tors appear to have a different approach, but 
they seem to be most effective locally. 

10. In view of all this, the following tenta- 
tive formulations may be made concerning 
the growing science of comparative psychi- 
atry. Its first problem is to confirm (or 
refute) the impression that the basic psycho- 
genesis, epidemiology, symptomatology, diag- 
nosis, and response to treatment of mental 
illnesses are the same throughout mankind. 
Its second problem is to study the more 
superficial differences in epidemiology, symp- 
tomatology, and therapeutic response which 
may be influenced by physical environment, 
racial and cultural background, and socio- 
economic situation. The first problem lies 
primarily within the sphere of the clinician 
and can best be assessed by him alone. The 
second requires the assistance of qualified 
geographers, anthropologists, and sociolo- 
gists, with the ancillary services of medical 
epidemiologists and psychologists. 
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= The basic concept underlying any psycho- 
C dynamic theory of neurosis is the implication 
complex and significant relationships 
between conditions and events in the 
life of the patient and the subsequent 
urse of his development. 
Nevertheless, it is remarkable how few 
dies have attempted to determine, under 
tate conditions, and in a sample suffi- 
ly large to be statistically valid, the de- 
t to which such factors affect schizo- 
tic illness, Though there are many 
es as to the internal dynamics causing 
Patient to develop such a form of adjust- 
t there is much uncertainty as to how 
cific prior conditions indicate the internal 
ucs presumed to characterize the 
Ophrenic, Descriptively, however, we 
k upon schizophrenia as characterized 
p all by extreme social withdrawal, fa- 
fated and reinforced by a reversion of the 
nt processes to a type of prelogical or 


astic thinking seen in young children and 
nitive races, 


na Previous study(1) an attempt was 
€ to determine the frequency of certain 

dent familial conditions in a group of 
Schizophrenics from the Elgin State 
om In evaluating the data there was, 
r, a patent disadvantage in that the 


2 eg had almost exclusively origi- 

a ai in Northern Illinois. 
quently impossible t i 

her the Gk EL p o þe certain 


quencies of some of the 


or reflecting 
Department or the Naval 


, Pa. Appreciation is 
Capt, MC., USN, the 
Naval Hospital, Phila- 
of Medicine and Sur- 


lea Professor, department of Psychiatry, 
“i the Outpatient Clinic, U.C.L.A. 
, Los ngeles 24, Calif. 
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factors studied were due to indigenous or 
general conditions. Fortunately, a period of 
active duty at the U. S. Naval Hospital in 
Philadelphia presented an opportunity to 
make a similar investigation of a significantly 
larger, well-studied group of schizophrenics 
with the additional advantage of a diffuse and 
varied geographical origin. 

In this study, as in the previous one, an 
attempt was made to assess the frequency 
with which certain environmental factors 
entered into the life histories. The factors 
were originally selected in the Elgin study 
because they were noted to be frequently 
present in the life histories of patients and 
often seemed, when clinically followed, to 
be dynamically related to the development of 
the psychotic process, These same factors 
were investigated in this second group in 
order to establish a basis of comparison be- 
tween the 2 groups. They are: (1) marked 
rejection and/or overprotection by one or 
both parents ; (2) death, desertion, or divorce 
of the parents prior to the patient’s reaching 
age 15; (3) placement in the sibling hier- 
archy ; (4) family size; and (5) membership 
in religious groups. 


PROCEDURE 


The case records of 846 consecutive ad- 
missions of diagnosed schizophrenics to the 
U. S. Naval Hospital, Philadelphia, from 
January 1953 to May 1954 were utilized. 
Of these, 278 were discarded because of in- 
completeness, vagueness, or ambiguity of the 
clinical or historical information, leaving a 
working sample of 568 subjects. Because of 
the vast preponderance of male admissions in 
a naval installation, this group was limited 
to males. 

The information needed was extracted 
from the completed case histories. The full 
Naval dossiers of the patients, in addition 
to the psychiatric histories and supplemental 
information obtained by the psychiatric so- 
cial service department, were usually avail- 
able. 
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Such factors as parental rejection and 
overprotection required a subjective judg- 
ment. Although the disadvantages of sub- 
jective estimation of such complex and poorly 
delineated factors are readily apparent, a 
clinical estimation of them when they occur 
in severe and persistent form can give in- 
formation of value. The criteria for judg- 
ment of parental rejection were those of 
Symonds(2), and for overprotection, those 
of Levy(3). Enumeration of these attitudes 
was made only when and/or overprotection 
were extensive and severe. 

The cases were not divided into the 5 
clinical subtypes of schizophrenia. This 
would be_of limited value since Boisen(4) 
and others have found nosologic subclassifica- 
tion to vary greatly from one hospital and 
physician to another. 


RESULTS 


It has been said by Adler and others that 
placement in various positions in the sibling 
hierarchy results in highly specific and con- 
sistent stress situations which decidedly affect 
individual development. It was Adler’s view 
that the oldest child tends to be relatively 
more intellectual, more aloof and withdrawn, 
as compared with the youngest, who is pur- 
ported to be more sociable and outgoing. One 
might infer then, on the basis of these spec- 
ifications, that the oldest child would be 
more prone to the development of schizo- 
phrenic illness, 

In Table 1 are shown the sibling positions 
of the 568 subjects. Of these 18% were 
oldest children, 26% youngest, 12% next-to- 
the-youngest, and 14% only children. All 
other placements constituted 31%. Youngest 
children and the next-to-youngest, that ap- 
pear to have similar dynamic features, defi- 
nitely preponderate. In the smaller Elgin 

group (231 males) there was no conspicuous 
cluster in any of the sibling placements, 


TABLE 1 
Srpuinc Posrrion or 568 Mate Scuizorurenics 

Placement Total % 
Ordi... ees ARSEN 108 18 
e EETA S 146 2% 
Penultimate ............ 77 12 
SOMRMRY, castos deas dasa 81 14 
OWE wcsssccvdvecss ves 156 31 


HISTORIES OF 568 SCHIZOPHRENICS OF THE U. S. NAVY 
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At the Recruit Induction Center, Bain- 
bridge, Maryland, a study is in progress on 
the environmental background of Naval in- 
ductees. While this sample (100,000) is not 
representative of the generality of navy men, 
the large samplings make comparison valu- 
able. Of the Bainbridge group 27% were 
oldest, 27% youngest, 9% only children, 
other placements constituted 34%, and on 
the remaining 3% no information was ob- 
tainable(5). 

It is impossible to isolate the stress main- 
taining a sibling role from its familial and 
cultural context since it varies greatly from 
one family and culture to another and, more- 
over, any such condition acts conjointly with 
all other stress situations. It is not possible 
to say, therefore, what influence this factor 
has generally upon the genesis of any subse- 
quent personality disturbance. In many indi- 
vidual histories, however, there were indica- 
tions that sibling placement, particularly that 
of the youngest, though other placements as 
well, played a decided role in the develop- 
ment and progression of the schizophrenic 
illness, 

In accounting for the data, we should ee 
flect that the youngest child is confront 
very early in life by an obvious disparity 
between his stature, prowess, mental capacity, 
and status with those of his ranking sibling®. 
In making these painful invidious ea 
sons between his stronger, wiser, older a 
lings and himself, he is largely unable d 
cause of the prelogical state of his deve Me 
ment, to solace himself by considering $ 
own lesser, size, age, and experience 11 pa 
trast with theirs. Also, it is often not ee 
to him at that stage of his development, ie 
later maturation will tend to erase these ai 
ferences. Often it would seem that ie 
youngest child generalized from his ie ee 
siblings to all others these false an H a 
mature conceptions of his innate and K ia 
inferiority. These may become fixa! pasic 
an enduring low self-estimation of n per- 
worth and adequacy which unconscious y 
sists long after the conditions whic 
it have been corrected by an eq 
maturation. s 

Moreover, such a situation 1 e gi 
sociated with intense and pe wishes 
feelings resultant from strong ear!y 


as- 
s often “tt 
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toward the older siblings, later generalized 
to other competing and threatening figures, 
Often this low self-regard and high guilt 
lead to a strong subsequent need to prove 
to oneself and others one’s worth, merit, and 
masculinity. Enlistment in the armed forces 
often is a way in which this overcompensa- 
tion may manifest itself. Conspicuously 
present in the case histories of many of the 
schizophrenics who were youngest children 
were definite evidences of conflicts en- 
gendered by their sibling positions. Among 
these were, as just described, (1) persistent 
faulty self-appraisal and low self-estimation 
originally derived, in part, from premature 
invidious comparisons with ranking siblings ; 
(2) strong guilt, in part related to overt and 
covert death wishes toward the ranking sib- 
lings; and also (3) ambivalent wishes to re- 
nounce the dependency gratifications which 
being “the baby of the family” sometimes en- 

s. It is interesting to note in regard to 
(1) above that Rosenweig and Biray in a 
M of 356 schizophrenics (6) found a 
. 8! Incidence of antecedent sibling deaths 
‘oe with a group of normal con- 
ee noy this overt fulfillment of 
individuale os 3 — the affected 
table to handle il = t ey were later 
flees, Pam ae ga dereistic 
Were not ait oo ae ing death 
Population, althong , btainable from this 
Dressed by the As we were clinically im- 
cedent sibling aaay with which ante- 
tase histories tt na encountered in the 
IMpression that unfay i nel elie clinica l 
i8 not solely in iteert orable sibling position 
Schizophrenia Ine A “Be se bpe i 
ition was ERA em instance this con- 
Ogica] Parental attit with markedly patho- 
udes or parental loss, 


. 0 š D 
'S Proporte, da arge family, Such an origin 


adult life p aa 
erative M anally accentuating co- 
> Sleater : 

Strvings ang ortunity for integrating one’s 
ntmexpe needs with those of others. 
Was iea finding of the former study 
of Schizophreni at a very large proportion 

IC group arose from families 


a 


decidedly larger than the national average. 
According to Dublin (7), the American 
family has an average of 1.6 children; in 
those families that have children, the average 
is 2.2 children per family. This latter figure 
compares with an average of 4.4 children per 
family in this schizophrenic group and 4.1 
obtained in the previously studied Elgin 
group. Thus it is seen that in both of these 
schizophrenic populations the family size 
is considerably larger than the national aver- 
age. Among the general population, 13.7% 
of families have 4 or more children; among 
the 231 males of the Elgin group, 52% came 
from families containing 4 or more children, 
and of the 568 males of this schizophrenic 
group, 48% did so originate. 

These data strongly suggest that there may 
be specific stresses attendant upon large 
family membership. Among these may be an 
increased difficulty in identification with 
parents (who presumably in a large family 
have less time to spend with the individual 
child), an intensified sibling rivalry (for the 
limited parental affection and interest), 
greater economic privation, and an increased 
intrapsychic anxiety, hostility, and resultant 
guilt which the intrafamilial competitive 
striving engenders. 

It may be, however, that a larger percent- 
age of individuals in the Navy originate from 
large families than in the general population. 
The aforementioned Bainbridge study of 
100,000 normal recruits from the Eastern 
United States shows the average recruit to 
originate from a household containing 4.0 
children, The exact reasons for this are un- 
known but presumably the economic burden 
in large family homes is a salient factor. 

If this factor of large family membership 
is adventitious in the genesis of personality 
disorder then one would not expect a higher 
incidence of psychiatric disorder in the Navy 
than among the general population. Accord- 
ing to the Medical Statistics Report of the 
Surgeon General's office for 1953(8), the 
incidence of psychiatric admissions for psy- 
chotic disorders in the Naval population for 
1953 was 122.9/100,000. This compares with 
an incidence of 84/100,000 among the gen- 
eral population, Many factors, however, such 
as the higher standards of psychiatric accept- 
ability in the Navy, required by the exacting 
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group life, and the ready availability of hospi- 
tal beds in the Navy presumably affect this 
figure. 

Many psychotherapists with schizophrenics 

have been impressed with the frequency with 
which conflicts central to the illness are con- 
cerned with religious ideations, convictions 
of personal unworthiness, and strong irra- 
tional guilt feelings. Some religious systems, 
more than others, appear to emphasize such 
concepts as the innate wickedness of man, 
the contingency of human life, the jealous 
and punitive nature of the Divinity, and the 
efficacy of repression in handling unaccept- 
able thoughts and impulses. They may stress 
the depravity of certain ubiquitous physio- 
logical acts, such as masturbation, strongly 
enjoin against normal mental processes such 
as hostile and sexual thoughts, and equate in 
culpability thought and deeds. Though ad- 
mittedly the relationship, if any, of religious 
affiliation to mental illness is a complex and 
delicate question the possibility exists that 
irrationally denigrative concepts of self are 
fostered and encouraged by some religious 
systems more than others. 

This issue is raised here primarily as a 
subject for future inquiry, for its investiga- 
tion is not primarily within the scope of this 
study. In an attempt, however, to determine 
the importance of this factor, the professed 
religious affiliations of the group were tabu- 
lated. Of the schizophrenic group, 51% were 
Protestant, 42% Catholic, 2% Hebrew, 2% 
other and none. According to statistics ob- 
tained from the 1954 World Almanac, 32% 
of the general population are Protestant, 
18% Catholics, 3% Hebrew, and 47% other 
or none. Of the approximately 92 million 
who express religious affiliations among the 
general populations, 58% are Protestant, 
33% are Catholic, and 5% are Hebrew. From 
the latter it is seen that there is a somewhat 
higher precentage of Catholics among this 
schizophrenic group than among the general 
population. 

It may be, however, that among the gen- 
erality of Navy men there is a much higher 
percentage of Catholics than among the gen- 
eral population. In a sample of 100,000 re- 
cent Navy recruits compiled by the Bain- 
bridge research team, 449% were listed 
Catholics, 46% as Protestants, and 5% 
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Hebrew. The Bainbridge recruits originate 
largely, however, from the East which is 
heavily Catholic. There also may be eco- 
nomic or other factors which operate to pro- 
duce a higher enlistment rate among Catho- 
lics who are predominantly a low-income 
group. On the whole, these data do not 
strongly support the supposition that mem- 
bership in religious groups, of itself, plays 
a decided role in the development of schizo- 
phrenia. It was our clinical impression, 
however, that Catholics were more prone 
than others to severe conflict and guilt in 
areas relating to self-acceptance. Even s0, 
it seems probable from clinical experience 
that the nature and degree of the prior re- 
lationships with the primary figures in child- 
hood are more important in the development 
of self-concepts than is any specific religious 
training. If the concept of deity is formed, as 
many think, from a conscious and uncon- 
scious distillation of attitudes held toward 
the parents, then it is not unreasonable to in- 
fer that prior experiences with vacillating, 
capricious, punitive, or rejecting parents 
would strongly color one’s conception of the 
nature of the Divinity. r er 
Although there\are many ways 10 whic 
parents’ attitudes toward their children may 
be pathological, parental rejection and Me 
protection were the only 2 investigated in t 
study. They were chosen because they seemet 
clinically to be pre-eminently evinced and 
cause they could be more readily ascertain 
from the record than could such poorly 
lineated parental attitudes as inconsistency, 
apathy, passivity, etc. e 
Information was obtained on such q% rs 
tions as; (1) which attitude, rejet 
overprotection, is more frequently ane is 
in schizophrenics? And (2) which attitu! : 


i by which parent! 
evinced preponderantly by w + severe PE 


the 5 


subjects. Of this group, a total oe 
50.3%, came from homes in which t "poth 
a severe rejection or overprotection (o rænt 
by one or both parents. Fifty-five PA gig 
of the male moiety of the Elgin gro hat 
so originate, It is interesting tO shof 
rejection by the father, comprising 2% 


ently 
the patients, is the much more freg" 
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TABLE 2 


INCIDENCE OF SEVERE PARENTAL REJECTION AND 
OVERPROTECTION IN 568 MALE SCHIZOPHRENICS 


Number % 


Total rejecting and 
overprotecting .... 286 
Size of sample....... 568 


g Ke + Rej.—Rejecting; O.P.—Overprotecting; d—Father; 


50.3 


countered attitude, only 12% being se- 
verely rejected by the mother, Six percent 
n severely rejected by both parents. 
Importance of the father in the psy- 
chological economy of the child, as shown by 
a igh incidence of parental rejection, was 
So indicated in the Elgin study. Bowlby 
(9) and others have done much recently to 
7 W attention to the role which maternal 
ie ation has in the history of many dis- 
ape groups. It is his view that the paternal 
onship 18 a secondary one. These data, 
owever, decidedly Suggest that the father 
Sb eau and significance in the person- 
maa opment of the child which is still 
aged appreciated and understood. 
that the Consistent clinical impression also 
jected rein who had been doubly re- 
a i: those who had, in addition, later 
characterise 1 by death or other cause, were 
lignaney Ae by a greater severity and ma- 
Two a the Psychotic process, 
fathers Preent of the patients had rejecting 
°verprotective mothers, No cases 
ise qui € pattern were encountered, 
fath wi ite Tare was the overprotective 
Mother, this ne enificant pathology in the 
Spe ang ern constituting .6% of the 
ound in 6% maternal Overprotection was 
Wete oven “2 Of the cases and only 8% 
TProtected by both 
re Tejectio, k parents, 
Y far th n by one or both parents 
34.5% Eor frequently manifested 
th ving been 


, 
Par P 
Protected e nhie only 9% were over- 


parental attitude was also a finding in the 
Elgin study. These findings are at variance 
with the study of Gerard and'Siegel( 10) who 
concluded from a study of 71 schizophrenics 
that they were almost uniformly exposed 
to markedly overprotective attitudes. 

It is extremely difficult to obtain accurate 
and complete histories of psychotic patients. 
It is still more difficult to assess from them 
the nature and degree of parental attitudes 
prevaling during childhood years, The lack 
of effective communication with the patient, 
his impaired recollection of his own history, 
the impaired recall of the informants and 
their own needs to avoid or affix blame, all 
operate to make review of the patient’s life 
unsatisfactory, Judgments of such ante- 
cedent conditions are at best careful ap- 
proximations, 

However, these disadvantages do not in- 
here in the determination of an easily verified 
and quantified factor, such as parental sepa- 
ration or loss. Since conditions of this type 
can be precisely determined and quantified, 
they are ideally suited for statistical investi- 
gation and do, indeed, constitute a largely 
neglected and unexploited field of psychiatric 
research, y 

For the purpose of this study separation 
was defined as an absence of a parent from 
contact with the child for 11 months of the 
year for at least 5 consecutive years. This 
arbitrary use of the term was to insure that 
separation would be of severe and long-term 
effect. 

Table 3 shows the incidence of death of 
the parents or separation from them by what- 


TABLE 3 


Loss or Parent py DEATH OR SEPARATION PRIOR 
To THE AGE or FIFTEEN 


Key: d—Father; 9—Mother. 
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ever cause before the age of 15 years. Of 
the entire sample 117, or 21%, had lost a 
father, mother, or both by death before they 
reached that age. In addition 129, or 23%, 
had lost one or both parents by separation 
from them before this age. A total of 417% 
had lost one or both parents by these causes 
before the age of 15. This abundantly sup- 
ports similar findings in the Elgin male 
group, of whom 26% had lost a parent by 
death before their fifteenth year, 24% by 
separation, and 48% by both. 

The previous work in this area shows con- 
siderable disagreement. Barry(11) has pre- 
sented findings from a group of 1,500 un- 
differentiated psychotics. Of those born since 
1910, 27.6% had lost one or both parents 
by the age of 12. Comparable figures for 
normals by other investigators were below 
20%. 

A recent study by Lidz and Lidz(12) of 
50 young schizophrenics showed similar high 
incidence of parental deprivation by death 
and permanent separation ; 40% had been de- 
prived of at least one parent by these means 
prior to their nineteenth birthday. In con- 
trast, the incidence of deprivation was 17% 
in a control group of 69 medical students. 
Pollach, Malzberg, and Fuller(13) recorded 
parental deprivations in 38.3% of 175 schizo- 
phrenic patients whom they studied. Plank 
(14), ina study of 75 cases of schizophrenia, 
was also impressed by the frequency of loss 
of effective parental figures. 

On the other hand, Gerard and Siegel(15), 
in a study of 71 schizophrenic patients, state 
that 76% did not come from homes broken 
before the age of 10 years; 24% did. The 
breaking of the home did not seem to them 
to be a crucial determinant in the family back- 
ground. That this conclusion was not justi- 
fied by these data was indicated in a study 
by Preston and Shepler (16), who found that 
only 14% of a group of normal children of 
8 to 10 years came from broken homes, 

Oltman, et al.(17) found an incidence of 
parental deprivation (prior to the nineteenth 
birthday) of 34.2% of a group of 600 schizo- 
phrenics. This incidence was roughly identi- 
cal among individuals suffering from other 
psychoses and the control group, comprised 

of state hospital employees. They conclude 
from these data that the incidence of schizo- 
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phrenia is unrelated to known external 
stresses or deprivations. The incidence of 
parental depriviation in their control group, 
however, is vastly higher than national inci- 
dence figures, which suggests that a control 
population of mental hospital employees is 
not as representative of the general popula- 
tion as they appear to believe. 

While there are no reliable data on the in- 
cidence of prolonged parental separation 
from causes other than death among the 
general population, the incidence of parental 
death among the general population has been 
determined. According to Fisher (18), ofr- 
phans (defined as persons who have lost one 
or both parents by death before the age of 
18) comprise 6.3% of the general population 
18 years of age or below. Of the Naval 
schizophrenic patients, 21% were orphaned 
before the age of 15 years ; 23% of the Elgin 
group were so orphaned. Allowing even for 
a considerable margin of error, the much 
greater preponderance of parental loss by 
death among this group as compared with 
the general population is most striking ; better 
than 3 times as many individuals of this 
group and 4 times as many of the Elgin 
group had lost a parent by death before the 
age of 15 years than in the case of the gem” 
erality. pe: S 

Among 100,000 random Bainbridge m i 
cruits 12% had lost a father by death pt : 
to recruitment, 7% a mother, and sia 
had lost one or both parents by beg 
divorce, or death prior to induction. i 
is a somewhat higher incidence of pare a 
bereavement among this recruit grouP in 
among the general population, which fee 
may be related to a higher incidence 0 r a 
chiatric disorders in the Navy. In 00 ile 
dividuals in the Navy the ordered pre i pi 
existence and the strong group ties rite 2 
compensate for an insecure and deprived Eiis 
enlistment background. Indeed, his err the 
implicitly, if not explicitly, recogni? reads, 
Navy, one of whose recruiting posie g 
“Join the Navy, where a fellow alway ow 
a friend.” It would be interesting = ore 
if the parentally bereaved recruits s 1 dis 
prone to the development of enoti is 
orders, but this aspect of eer 
not within the scope of this stucy: ic 

One might pant from psychodym™ 
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theory that loss of the mother in childhood 
would be a much greater trauma than the 
loss of the father and that this would par- 
ticularly be true for males, Barry(19), in 
1939, contrasted the percentages of maternal 
and paternal bereavement during the child- 
hood of 549 young psychotics, He found a 
very high incidence of maternal deaths and 
no substantial differentiation was obtained 
for paternal deaths, However, Blum and 
Rosenweig (20) found from a study of 147 

izophrenic case histories that parental 
deaths occurred significantly more often than 
with normals, but tended more toward the 
Paternal side for the male schizophrenic and 
toward the maternal one for females. 

In this group, 55% of the schizophrenic 
orphans lost a father, 33% a mother, and 
11% had lost both, In the Elgin group 46% 
of the schizophrenic orphans had lost a 
father, 36% a paiher, and 18% had lost 
on -mong orphans in the general popula- 
tion, 63% had lost a FE ane a a 
mother; and 3% both. In both these schizo- 
phrenic groups therefore, it js seen that the 
ee of antecedent loss by death of the 
father markedly exceeds that of the mother, 
Just as it does in the general population. The 
Oss of both parents is far 
A e schizophrenic group than 
“a generality ; 8.7% of this group had 

Parents by death, separation, or 


cna deprived Orphans (by death) 
‘2/0 of the general population, 

ae deprived 2.2%, and Sa have 
len). Prived of both, according to Fisher 
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previously considered and that his loss or 
rejection by him operates as a major stress 
situation. These data support the findings of 
Brodbeck (23) who, in an experimental in- 
vestigation of parental identification in a 
group of adolescent boys, found the father’s 
influence in superego development during 
this period significantly greater than that of 
the mother. 

In the histories of 13% of the cases was 
evidence not only of rejection and/or over- 
protection, but in addition, loss of one or 
both parents by death or separation anteced- 
ent to the age of 15 years. It was our con- 
sistent clinical impression that these cases 
were characterized by an earlier onset and 
by an especial severity and malignancy of the 
psychotic process, 

Of the 568 patients in this group, only 
8.4% had a history of no parental rejection 
and/or overprotection or parental loss be- 
fore the fifteenth year. In the Elgin group 
only 12% had such histories. This indicates 
that of the various factors considered in this 
study these two, pathological parental atti- 
tudes and parental loss, are most significant 
in the pathogenesis of schizophrenia. 

One might expect that the trauma of 
parental loss would be maximal during the 
early years of life, and that of the 2 parents 
the sustained loss of the mother would be 
much greater and more traumatic in effect 
than that of the father. Fisher(22) states 
that of all orphans in the general population, 
7% were orphaned before the age of 5 years, 
249% between 5 and 9, 47% between 10 
and 15. i 

In this group there were 117 schizophrenic 
orphan males. Of these 32% sustained a 
parental loss by death before the age of 5 
years, 23% between the ages of 5 and 9, and 
46% between the ages of 10 and 15. This 
indicates that stress occasioned by the loss of 
a parent is not limited to the earlier years, 
but that the loss is somewhat less of a stress 
if it occurs within the latency period and a 
considerably greater one if it occurs during 
prepubescence and pubescence. In each age 
category the predominant loss sustained was 
that of the father rather than of the mother. 
This was also true of both males and females 


in the Elgin group. 
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CONCLUSION 


These data, as do those of a prior study, 
decidedly indicate that the vast majority of 
the schizophrenics of these studied groups 
have experienced prior environmental condi- 
tions which have resulted in the main in a 
deprived, unhappy, and insecure childhood. 
We might characterize the typical schizo- 
phrenic, as evidenced from this study, as a 
person who is often the youngest member 
of a large family, who had an unhappy and 
unloving relationship with one or both 
parents, and who may indeed have lost one 
of them during his childhood years, par- 
ticularly the father, by death or other cause. 

If we examine the factors which have been 
found to be frequently inherent as general 
antecedent conditions in this illness, we find 

that they may all be characterized by 4 iden- 

tical concomitants or results : (1) they arouse 
strong and persistent frustrations of basic 
needs; (2) they induce, propagate, and rein- 
force strong guilt—as a usual consequence of 
hostile and death wishes toward depriving 
and ambivalently regarded parental figures ; 

(3) they impede or prevent identification 

with strong adequate parental figures; and 

(4) as a consequence of the foregoing there 

is an impairment in self-regard and in the 

formation of concepts of personal adequacy. 

If it is our task to consider how these con- 
ditions are conducive to the development of 
schizophrenics, we must first remember that 
they occur during childhood, when the capac- 
ity for the methods of handling stress are 
qualitatively and quantitatively quite different 
from those of the adult. 

We know that the processes of rational 
appraisal, of abstraction, conceptualization, 
and of internal reward are not faculties in- 
herent in the psyche de novo. They are the 
result of learning and experience, and a 
learning which is of a slow and uneven de- 
velopment. The child has little capacity to 
autonomously comfort,himself by hope, rea- 
son, language, or decisive changes in his en- 
vironment, as can an adult. Not only because 
of his physical weakness and dependent 
status, but also because of his age and limited 
learning, he is hardly able to use any adjust- 
mental device which depends for its effective- 
ness upon ability to prognosticate and extrap- 
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olate, to reason and abstract congently, to 
conceptualize verbally and communicate, to 
estimate time accurately, etc. He is largely 
unable rationally and objectively to appraise 
himself, the world, or his place within it, 
without the help of others. He is dependent — 
upon those others, not only for his bread and 
butter, but for any sustained conception of 
himself, his worth, and his adequacy. This- 
conception of his own worth is invariably 
obtained by a uncritical absorption of the 
prevailing attitudes held toward him by sig- 
nificant persons in his environment, particu- 
larly the parents, This identification or in- 
ternalization without logical examination isi 
essentially a magical process. j 
The developing child is ubiquitously ex- 

posed to many situations which induce fe 
and guilt, and his defense against these strong 
and inevitable fears is necessarily a magical 
and illogical one; one which takes the form 
of uncritical identification with strong, lov 
ing, and affectionate parents whose high re 
gard of him is uncritically internalized j 

transformed through identification into ai 
enduring high self-regard, self-esteem, 20” 
a self-confident approach to any presenting 
problems. r i 
Without this “magical helper,” which 
good parent is, or should the parent be J ji 
igrative and rejecting, the child 1s pea 
turely faced with his inadequacy and al 
ability and is hence forced by the pane 
pressure of strong fear and guilt to attemp 
their reduction by searching for exter a 
reducers or by having an increasing Tec”. 
to internal ones, such as fantasy, dere 
gratifications, and social withdrawal. still 
This tendency to react in such 4 i al 
by 


to stress, coupled with strong persistent 
ings of unworthiness, can be accentuat 
any subsequent stress. Schizophr 
sumed to be one way in which su a 
fear and guilt can be handled by regres 
to an infantile state where pleasure et ‘ 
fication are more easily secur a 
fantasy and dereism and where surcea 
be obtained from painfully pressing 
of personal inadequacy and guilt. 
In a recent interesting pape" by A 
(24) the phenomenon of deliberation © esed. 
relationship to schizophrenia 15 nie A 
Storring’s view is that internal deli 
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is the integrating function of the highest 


order in cach personality, the way in which . 


important experiences and desired life situa- 
tions are brought into consciousness and inte- 
grated into awareness by a kind of internal 
appraisal. He considers that the schizophrenic 
is deficient in this capacity. It might be 
profitable to consider deliberation as a kind 
of internal communication, which is as diffi- 
cult for the schizophrenic as is effective ex- 
temal communication. It is suggested that 
when we rationally deliberate or self-ap- 
praise, we internally communicate with the 
internalized parents, Meade’s “generalized 
other.” If this identification is impaired 
through pathological parental attitudes or 
absence of the parent, then the capacity for 
intemal deliberation, self-consideration, and 
= gy of reality testing would also be im- 


Data obtained from other disturbed groups 
by the author, by Gleuck(25), Bowlby (26), 
demann(27) and others indicate that 
ese conditions are the anlage of many neu- 
a and psychotic disorders, As yet we have 
E imperfect understanding of the com- 
a ed in which rationality is developed 
those factors which impel toward 
ee oe and dereistic problem solu- 
bitsy es elucidation of this process is in 
i Set the most significant and challeng- 
PE oa which today faces psychiatry 
E avioral sciences, Some of the im- 
ti E of these findings upon identifica- 
td oe as a magical process will be con- 
n a subsequent publication. 


Summary 


i 

i Ee frequency Of various antecedent 
schizo ranctiences in the histories of 568 
3 a from the U, S, Navy was de- 
e compared With incidence data 
w N; eral Population, a group of 100,- 
cg a recruits, and, where applicable, 
Ties “a Studied group of 392 schizo- 

. The m the Elgin State Hospital, 
e actors investgiated were: (1) 
one op p ction and/or overprotection by 
ath or ents; (2) bereavement by 
Prior to Ont ton of one or both parents 
teenth year; (3) placement in 


the sibling hierarchy; (4) family size; and 
(5) religious affiliation, 

3. It was found that among this group, 
50.3% came from homes in which there was 
severe rejection and/or overprotection by one 
or both parents, Severe rejection by one or 
both parents was by far the most frequently 
manifested attitude, 34% having been so re- 
jected, while only 9% were overprotected 
by one or both parents. A rejecting father 
was the most frequently encountered patho- 
logical parental attitude. 

4. Of the entire group 41% had lost a 
father or mother by death, divorce, or sepa- 
ration before the age of 15 years, as com- 
pared with 11.4% of such loss among the 
generality of Navy men, Approximately 4 
times as many of this schizophrenic group 
had been orphaned prior to their fifteenth 
year than in the general population. The loss 
of the father by death was predominant: 
55% of the schizophrenic orphans had lost a 
father, 33% a mother, and 18% had lost 
both, 

5. As to the sibling position, 18% were 
oldest children, 26% youngest, 12% next-to- 
youngest, and 14% were only children. All 
other placements constituted 317. Youngest 
children slightly, but definitely, predomi- 
nated. Among the Naval group 257% were 
oldest children, 25% youngest, 9% only 
children, and all other placements constituted 
34%. Possible implications of ultimate sib- 
ling placement on the development of the 
self are discussed. 

6. The average family size of members of 
the schizophrenic sample was 4.4 children 
per family. This compares with a national 
average of 2.2 per family. It is considered 
that large family membership may operate 
to produce specific stress situations; and 
mechanisms by which this might operate 
are described. 

7. Among the group, 51% were professed 
Protestants, 42% Catholics, 2% Hebrews, 
2% other or none. It is not certain that re- 
ligious membership per se played any decided 
role in the development of schizophrenic ill- 
ness, 

8. Some of the implications of these data 
for identification theory and upon the genesis 
of schizophrenia are discussed. 
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At the conclusion of World War II, the 
Veterans Administration began what was per- 
haps the largest hospital building program in 
history. In the past the neuropsychiatric 
hospitals in the VA were of traditional de- 
sign and architecture. They were designed 
with one thought in mind—treatment of psy- 
chiatric illness, Other aspects of medical 
treatment were disregarded. Frequently 
these hospitals were located in isolated areas, 
isolated not only from the community, but 
also from capable and adequate professional 
ne Often they were isolated as well 
physical barriers, such as an enclosing 
fence and guarded gates, 

Early in this new building program it was 
ae that advances in psychiatric treat- 
ie Somes had outstripped design and 
Bis oy for psychiatric hospitals. There 
me psd to integrate psychiatry and medi- 
ea o aat forward looking professional 
RARA providing them with the finest 
: Ta facilities, and there was a need for 
Pee Program of medical education. Many 
in a considerations had been neglected 
eee Therefore, the VA decided to 

A e traditional neuropsychiatric hospi- 

fey hy general type hospital, despite the 

t the beds would remai edomi 

antly peyehians n predomi- 

E ric. The experience of the 

iy oy HoH has proven the soundness of 

esign(1), Based on these concepts, 

as constructed 6 such hospitals and 
S yet to be built, 

thy te ad abandoned the traditional philoso- 


mints 5 
atic pa alization in the treatment of psy- 


3 otherg 


ness and integrated a compl 
i ete edu- 
E program with the design as general 
we cous Step was to determine the 
hospital, The need for taking 
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the predominantly psychiatric hospital out of 
the isolated countryside and locating it in a 
recognized medical center was evident since 
the quality of medical care is dependent upon 
the accessibility of competent staff. Further- 
more, it was recognized that the hospital 
should be built in a desirable section of the 
city with adequate acreage for outdoor recre- 
ational activities. 

The Salt Lake City hospital was the first 
of this group in full operation, With approxi- 
mately two and one-half years of experience, 
and over 1,800 admissions, we are in a posi- 
tion to draw some preliminary impressions as 
to the effectiveness of this particular hospital. 
The Salt Lake City hospital is located in a 
most desirable residential area, flanked on one 
side by the University of Utah, and only a 
short distance from the medical school and the 
downtown offices of private practitioners who 
serve as consultants. It was originally located 
on a 3oo-acre tract, which we have found to 
be larger than desirable as expanses of un- 
used land surrounding a hospital produce a 
somewhat forbidding appearance, and the 
illusion of protecting either the hospital from 
the community or the community from the 
hospital. A campus of approximately 150 
acres is adequate to meet all the outdoor 
recreational demands, and yet small enough 
to give the hospital the appearance of being 
a part of the community. Unlike the tradi- 
tional VA psychiatric hospital, this one is not 
enclosed by a high wire fence and guarded 
gates, thus largely alleviating the appearance 
of the traditional mental institution. The 
fact that the approach to the hospital is like 
that of any general hospital—it is completely 
open to the street in front, with no fence, 
and 2 of the patient buildings are within 200 
feet of the street—has done much in having 
the community accept this as another hospital 
without the thought of its being a mental 
institution. 

The question may be raised as to what 
effect an open hospital has on granting pa- 
tients the privileges of the grounds. With 
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our philosophy of treatment, there has been 
no limitation of granting ground privileges, 
which is only part of a planned treatment 
program. Pushing the four walls of a build- 
ing out to a boundary fence does not add to 
treatment, as patients can be neglected just 
as easily in fenced-in grounds as on a locked 
ward. 

Another factor in aiding patient and com- 
munity acceptance is the design and appear- 
ance of the buildings. The attempt to get 
away from the traditional “asylum” architec- 
ture was certainly highly successful in the 
Salt Lake City project. In addition to being 
distinctive and attractive, the buildings are 
entirely functional. However, the general 
layout of the buildings leaves something to 
be desired. The ward buildings and patient 
activity buildings, such as the recreation and 
theatre buildings, have a rather poor rela- 
tionship and are widely scattered, creating 
problems in effective utilization of personnel. 
Careful consideration must be given to per- 
sonnel time involved in taking patients from 
building to building. The number of man- 
hours spent in movement between buildings 
is no small item in personnel requirements, 
particularly in a type of hospital that is ad- 
mittedly costly in other respects to operate. 
Some of the slower patients require as long 
as fifteen minutes to go from the ward to 
the recreation building. The importance of 
the relative arrangement of the buildings to 
each other and the distances between must 
be carefully considered in hospital design. 
It is recognized that esthetic appearances re- 
quire that buildings be surrounded with 
shrubbery, lawns, etc., but for functional 
purposes, there has to be suitable compro- 
mise between landscaping and distances be- 
tween buildings. 

For some time there have existed two 
schools of thought on the subject of height 
of hospital buildings, namely the vertical 
building design as opposed to the horizontal. 
The buildings at this hospital are a combina- 
tion of the two types. The admission—“in- 
tensive treatment” building is a five-story, 
vertical building with clinics, laboratories, 
administrative and professonal offices on the 
first floor, patients on the second, third and 
fourth floors, and resident quarters and 
rooms for relatives of seriously ill patients 


on the fifth floor. This vertical type building 
for the acute psychiatric, neurologic, medical 
and surgical patients has proved to be highly 
satisfactory. Patients are easily accessible, 
facilities are readily available, and personnel 
time is conserved. On the other hand, the 
other buildings with entirely different prob- 
lems are more of the horizontal type, with 
one- and two-story structures. The one-story 
“infirm” building, with its enclosed gardens 
opening off the solaria and its various activi- 
ties located on one floor, has demonstrated 
its value for the treatment of the elderly, 
infirm patients, The “tuberculosis-psychosis” 
building of two stories has been found to be 
a satisfactory combination where the patients 
are easily available to the doctors, and there 
are necessary diagnostic and therapeutic fa- 
cilities readily available without making it too 
difficult to take patients out of doors. The 
same situation exists for the 120-bed “dis- 
turbed” building. 4 

Of all the factors that influence patient 
care and treatment, none is more important 
than the size and design of the nursing unit. 
It is quite obvious that the planners of this 
new-type hospital designed the small nursing 
units to provide the patients with as mu 
individual attention as possible. Also, the 
smaller units prevent the patients from get- 
ting lost” as frequently happens in hc 
units with 50 to 100 or more beds. The ‘ F 
mission and acute intensive treatment build- 
ing consists of seven nursing units, Biss 2 
from 20 to 28 beds per unit and assigne a 
areas consisting of single rooms and aa 
eight-, and sixteen-bed dormitories. We a 
found the size of the nursing units with 
to 28 beds each to be most satisfactory, 20° 
we do not believe there should be at 
preciable change in the size of these bs N 
this particular type of building. The T siding 
building is basically a four-ward bee 
with 40 beds to a nursing unit. These 4° ae 
nursing units have proved to be unsatis a 
tory because of the difficulty of propèr 
sification of patients. This difficulty çan 
traced to the increased classification PF tient 
involving the TB-NP patient. Such a pê ion 
requires a rather wide range of casit R 
and a larger number of such units i y 
smaller bed capacity would provide a ©, z 
means of classification. Perhaps five ™ 
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units of 30 beds each or even six units of 25 
beds each could provide a more effective 
building for the classification and treatment 
of the TB-NP patient. 
The 120-bed, so-called disturbed buildin: 
è . 5 
consists of four nursing units of 30 beds 
tach, These 30-bed units have proved most 
efective for proper classification of patients 
and in facilitating an intensive, integrated 
treatment program which would not be pos- 
sible in larger wards. si 
The 100-bed infirm or geriatric building 
consists of two 50-bed nursing units. These 
units should certainly be no larger than 50 
, and there is considerable question as 
to whether 40-bed units would not be more 
efective, It is exceedingly difficult to keep 
Patients from becoming “forgotten patients” 
in N nursing unit of this size. 

A properly planned nursi i i 
Pst offices to meet the ean het 
ional staff, i i i 
tls have = this hospital, all nursing 
a, ve offices in functional relation- 

. +. -Ae nurses’ station has di - 
ae am direct observa 
i eto the 1 nd down the corridors 
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tr’ ec, ‘banat office, and the doc- 
interview roo ene ts m order. The 
$ able 
incillary workers is located i reir = 
Bitter: in the bed area. 
clear ag a. m is very useful, we are not 
cated in i for its not being lo- 
other four ¢ T functional relationship to the 
ate adjacene — The social service offices 
sible to tee et i easily acces- 
on et Se 
te good worlds Ae Ose enough to fa 
ioe +h S relationships with the 
‘ads e professional team. How- 
faciliti quate offices and examini 
e not a xamining room 
gists, White H vailable for the psycholo- 
of the interview SG satisfactory, some 
0 the clinical o, ooms have been assigned 
sible for É Psychologists, making it pos- 
a treatment nit, wit i to function as 
ith the ici 
se fil Psyc ologist ce Physician, nurse, 
ting their effort. social worker co- 
carea tha k 
stent than a = caused more unfavorable 
me. With other is that of the seclu- 
cal d very few exceptions, the 
$ pence Staffs have seen little 
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placed in one corner of each seclusion Toom. 
The physicians and the nursing staff consider 
them a hazard and a problem in housekeep- 
ing and maintenance, providing little or 
nothing in the way of assistance in nursing 
care, and undesirable from an aesthetic 
standpoint. Most of the toilets have been 
removed. Another feature in the seclusion 
room which we have found to be virtually 
of no use is the floor drain with its sup- 
posedly tamper-proof cover. This drain has 
been a problem in maintenance and house- 
keeping and has provided little assistance in 
cleanliness. The specially designed doors to 
the seclusion rooms are of such heavy and 
unattractive material as to appear threaten- 
ing. Itis our feeling that such a heavy door 
is not necessary and that a lighter, attrac- 
tively fabricated door would do much to re- 
move the jail-like appearance of these rooms. 
Despite the above obvious shortcomings, 
these areas have a number of outstanding 
features such as the well-constructed walls, 
sound proofing, radiant floor heating and de- 
tention screens instead of the traditional bars 
and grills, 

Unlike the conventional hospitals, no 
porches have been provided in the construc- 
tion at this hospital. In place of porches, 
enclosed patio gardens with seven-foot walls 
of the same material as the buildings have 
been provided. We have found these gardens 
to be extremely effective and, in our opinion, 
a marked improvement over the traditional 
porches. Our only suggestion is that more 
of them should be constructed. There are 
two garden areas for the infirm building, 
one for each nursing unit. This is ideal. One 
garden for the entire four-ward, 120-bed dis- 
turbed building is inadequate; we feel there 
should be one for each half of the building. 
There is none for the TB-NP building and it 
would be most advantageous to have an en- 
closed garden for this group of patients. It is 
realized that the authors of this design had 
intended to have at least part of the garden 
area landscaped; however, through some 
oversight, our enclosed gardens were hard 
surfaced in their entirety. This makes them 
most unsightly. This will be corrected as 
part of the area should be landscaped for 
beauty and part of it surfaced for recrea- 
tional activities. 
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Another feature of the nursing unit areas 
that needs correction is the system of door 
locks. Throughout the hospital, the barrier 
doors to the nursing units, stairways, etc., are 
equipped with bit key locks, which are in- 
convenient and obsolete and should be re- 
placed by cylinder locks. The bit key lock 
system is a matter of dissatisfaction to the 
entire medical staff, nursing service, and 
maintenance personnel. 

The food service facilities are a marked 

improvement over the facilities in the tradi- 
tional psychiatric hospital. In three of our 
four patient buildings there are two attrac- 
tively designed dining rooms on each floor; 
each nursing unit has its own dining room 
which can be entered directly from the ward. 
All dining rooms are furnished with round 
tables, each of which will seat four. Table- 
cloths are used routinely in all our dining 
rooms. Cafeteria service is utilized with a 
serving kitchen located between the two din- 
ing rooms on each floor. We have found 
the food service to be far superior to that of 
the conventional mess hall with its long rows 
of tables, regimentation, and confusion. 
Probably the food service receives more fa- 
vorable comments from patients than any 
other feature in the hospital. These desirable 
dining room features are felt to be especially 
therapeutic in effect. The one exception to 
the high quality of food service in this hospi- 
tal is the service provided in the TB-NP 
building. A large dining room, with facilities 
for seating 120 patients, is located on the 
ground floor (the nursing units are on the 
first and second floors). There is only one 
small dining room on each of the two patient 
floors. Because of its distance from the 
wards, the large ground floor dining area is 
entirely unsuitable. The two dining rooms 
on the nursing unit floors are totally inade- 
quate in size. It is our understanding that 
this deficiency in design has been corrected 
in some of the newer TB-NP buildings by 
entirely eliminating the large dining room 
and substituting two dining rooms flanking 
a central serving kitchen on each patient 
floor. This system would then be the same 
as is in effect in the other buildings at this 
hospital. 

At this hospital we have developed a sys- 
tem whereby food prepared in the central 
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kitchen is moved in heated food carts through 
the underground tunnel system to the various 
ward areas. The use of the electric tractor 
has been found to be an efficient and ex- 
peditious means of transportation. 

In addition to the main kitchen, a complete 
auxiliary kitchen was provided in the admis- 
sion-treatment building, but has never been 
used. Since the cost of operation is too great 
for the good it can do, we have recently 
utilized this space for other purposes. 

Another impressive part of the hospital is 
the elaborate facilities for the physical medi- 
cine and rehabilitation program. The various 
hydrotherapy facilities are unusually spa- 
cious. The sedative hydrotherapy depart- 
ments, particularly the pack rooms, have had 
very little use, and have remained vacant 
month after month. The large pack room m 
the disturbed building has been converted 
into an occupational therapy clinic and the 
adjacent tub room, formerly used for pos- 
sible emergency hydrotherapy, has come to 
be used for other purposes. The physical 
therapy clinic on the first floor of the admis- 
sion and treatment building has been moved 
to the pack room on the fourth floor of this 
building, and the vacated physical therapy 
room was converted into a badly needed pes 
cupational therapy room. These pack oa 
have come to serve a very useful purpost 
since there is no separate building for zi 
cupational therapy and other PM & R ee d 
ties. In both the admission-treatment bu! e 
ing and in the disturbed building, the tori 
hydrotherapy departments have also ie 
little use. We do not assume to know 
answers to the future use of hydrotherapy 
but in considering the fine activity progr id 
in both PM & R and special service, it W fa 
appear that the needs and the facie A 
hydrotherapy in hospitals should be ae i 
with the possibility of radical reducti 
these facilities. 

The hospital is well prov 
therapeutic areas. Facilities for oc 
therapy, corrective therapy, educati: 
apy, and physical therapy are T Z 
and placed in the ward buildings. ~., 
building does have facilities for phy 
apy, but no facilities for either occu 
therapy or corrective therapy. It P 
for these activities had been made, 


ided with speci 
ecupatlo 
ional t 
entraliz® 


building would be in a much better position 
provide a well-rounded treatment program 
elderly, feeble patient, The TB-NP 
While complete for all other PM & 
ies, likewise, has no provisions for 
therapy. We have found this to 
effective treatment and have made ar- 
ints to provide space. As stated previ- 

‘this hospital was not provided with a 
building for occupational therapy, 
therapy, and other PM & R ac- 
At this time it is indefinite as to 
a Separate building is desirable or 
‘Tt is our belief that these activities 
d be decentralized with small clinics 
various ward buildings. It is more 
to integrate these activities into the 
tment programs for that particu- 

ip of patients if the facilities are lo- 
in the ward building rather than 
distant building. Furthermore, 
€ wish to admit it or not, the better 
are More likely to be permitted to 
Separate occupational therapy build- 
the sicker, disturbed patients remain 
f the clinic or 


` building, all of the patients are 
tob 


han Owever, the distance is too 
ms ip < Ward buildings, thus creating 
iC Movement of patients, 

€ differences of opinion as to the 
Sof the large recreation building. 
a Staff members there are 
teve that the Presently designed 
wii ts complete and generous fa- 
F be ideal if it were more cen- 
“a and more Teadily accessible to 


m in having such 
Particularly the large 
unusually large gym- 
Se smaller facilities, 
ward buildings would pro- 
leave treatment and utiliza- 
interested in the experi- 
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Our experience over the past two and one- 
half years and our review of the hospital 
design convinces us that the basic philosophy 
of this hospital is correct. It is obvious that 
the entire hospital and its facilities are 
focused on the individual patient, his care 
and treatment. The facilities are brought to 
the patient; everything is designed and 
planned so that all efforts can be integrated 
into a team approach. The offices of the 
ward physician, social worker, and psycholo- 
gist are all located in or near the nursing unit. 
The various special treatment facilities as 
provided by physical medicine and rehabilita- 
tion are near at hand. Each nursing unit has 
its own dining room in order to maintain the 
group spirit. Special treatment rooms on 
each ward, available conference rooms, and 
available rooms for group therapy are all 
designed to promote teamwork for small 
groups of patients. The possibility of patients 
becoming “lost” or “forgotten,” which can 
happen so easily in mass treatment, is re- 
duced to a minimum in this type of hospital. 
Each nursing unit is designed so as to pro- 
vide strictly functional operation in itself. 
This arrangement discourages the combining 
of wards so that one is used as a sleeping 
area while the other is used as a day time 
activity area. We have continued to oppose 
any procedure to combine wards. While such 
an arrangement might save some nursing 
personnel, the original purpose of the design 
would be entirely defeated and all the ad- 
vantages of the small nursing units, with 
their concentrated therapeutic efforts, would 
be lost. 

While our hospital does not have a sepa- 
rate GM & S building as do most of the 
hospitals of this class, it does have all the 
facilities in medicine, surgery, radiology, 
laboratory, etc., in the admission-treatment 
building, making it possible for us to handle 
any type of medical or surgical problem. It 
has been our experience that the traditional 
psychiatric hospital does provide emergency 
medical and surgical treatment, but compara- 
tively little beyond that. We have found that 
a hospital designed, equipped, and staffed to 
practice the broad aspects of medical and 
surgical specialties does not suffer from lack 
of material. With the exception of those pa- 
tients requiring deep X-ray therapy, this 
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hospital has not found occasion to transfer 
any case to another hospital for diagnostic 
or therapeutic purposes. We are convinced 
that this has a decided beneficial effect on the 
patients, who are quick to sense that this is 
actually a hospital, planned, equipped and 
staffed to meet their every need, and not just 
an institution to care for their “mental” 
needs. The patients are also quick to sense 
the advantages of the small nursing units 
with the resulting individual or small group 
attention. Such integrated therapy is in di- 
rect contrast to that provided in the large 
traditional ward. Patients hospitalized in 
various other hospitals have repeatedly 
pointed out this difference. The atmosphere 
of a complete hospital is certainly much 
more pleasing to the psychiatric staff than 
that of a partial hospital. The physicians 
feel that they are an integral part of the prac- 
tice of medicine, and that their specialty is on 
an equality with that of other specialties, 
A complete hospital is obviously more ac- 
ceptable to a medical school and to the private 
practicing colleagues who become the con- 
sultants. Our hospital was immediately ac- 
cepted by the local medical school and inte- 
grated into its teaching and research activities. 
Not only has it been possible to provide the 
hospital with outstanding specialists in all 
fields, but it has also been easier to recruit 
well-qualified, full-time personnel in the 
various specialties because of the opportuni- 
ties available in teaching and research. We 
provide residency training in four specialties, 
either through the approval of our own hospi- 
tal or through integration with the medical 
school. Plans are underway for extending 
residency training in two additional special- 
ties. The medical school also utilizes the 
hospital for its undergraduate teaching pro- 
gram by assigning medical students as clinical 
clerks. These programs obviously are pos- 
sible only in a hospital with complete fa- 
cilities, suitably located and properly staffed. 
In evaluating the effectiveness of a pro- 
gram, patient turnover and length of hospi- 
talization have to be considered. However, 
a meaningful statistical analysis requires a 
large number of patients over a long period 
of time. We hope to do this at some future 
date. 
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There are several features in the desiga 
with which we do not agree. Some of these 
can be changed or corrected in present struc- 
tures. Others can be corrected in new hospi- 
tals, if our impressions are sustained by the 
experiences of others. Aside from these, the 
concepts that have led to the design of this 
type hospital are sound and are a marked 
improvement over the traditional neuropsy- 
chiatric hospital. A long step has been taken 
to bring the design and architecture in line 
with the advances made in psychiatry. 
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DISCUSSION 


Pavut Haun, M.D. (Winston-Salem, N. C)= 
These new hospitals were programme by doctors, 
geographically located by doctors, designed, pi 
and built from site arrangement to hardware screws 
under the constant, meticulous scrutiny Ot rap 
and by their single direction. In an entirely 
sense, and in one neyer even nom ee 
these are psychiatry’s own hospitals. 

Tn their thoughtful analysis of the Salt Lake Cif 
Hospital, Dr. Fechner and Dr. Anderson sai 
found things to commend in the physical eee 
other features which they do not like. It oe 
scarcely be otherwise, since neither of wre 
solely responsible for the design. None sor S 
hospitals completely satisfied Dr. To ir ideas 
or many other psychiatrists who pooled ; ie earli- 
of what a good hospital should be. One o! decisions 
est, and I believe, one of the wisest policy °° ions 
made by the planners was that grou? ince 
would be made. Tf one man could not Come acd 
others that his idea contributed to the best [ach 
of patient care, his suggestion was ch taboratorf 
doctor, each nurse, each dietitian, CC) 4 to gi% 
man who took part in the planning “pe grou? 
up every personal idea he failed to sell to 
as a whole. ginning 

The planning group recognized from the bo persons 
that the hospitals would not meet the hig? © to te 
preferences of any one individual. ‘ges. But a 
built as purposive, intentional compromise” madè 
ter this necessary and inevitable decision were $! 
five additional goals of great significan only wil 
up: (1) Compromises were to be ma oe ee 
the area of conflicting medical issues, si pressi! 
the patient’s interest and nonmedie! i m as com 
(2) the often invoked principle of rea 
cerned capital investment and ol A 


se 
ly medi 
patterns would be applied from a! 


standpoint untinged by nonmedical economic 
@msiderations; (3) every feature of the completed 
henpital, every detail of size, location, arrangement, 
and appointmnet would have to receive clear 
justification; (4) the complete hospital 
Weeld reflect in all its parts a consistent, integrated 
tel cficient medical program of patient care; (5) 
the principle of maximum medical flexibility would 
te followed so that physicians with widely diver- 
philosophies of treatment and care could oper- 
ie with minimal inconvenience. On the basis of 
intimate connection with the program, extending 
tr a period of 6 years, I believe these principles 
undeviatingly followed. 
“There is not a feature in these hospitals which 
Psychiatrist would personally endorse, nor 
one which some psychiatrist would not 
Dr. Fechner and Dr. Anderson have 
us an excellent calibration of their own re- 
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sponses to the physical structure of the hospital. 
This is both interesting and valuable. What would 
be of even broader significance, would be a series of 
papers on this subject, papers which only those 
who are operating these unique new psychiatric 
hospitals could write. I am thinking of a broad 
study of hospital structure as a therapeutic instru- 
ment. Given a physical plant, medically conceived 
and medically planned to the tiniest detail, what 
happens to discharge statistics, to remission rates, to 
the level of hospital adjustment, to the population 
of disturbed wards, to all aspects of patient care 
when each existing physical feature of these beautiful 
new structures is fully exploited? Might there not 
be justification for a novel of this kind? What 
measurable things happen to patients if we adjust 
our diagnostic and therapeutic habits to make pos- 
sible the conscious and purposive use of a hospital 
as a physical instrument for good treatment? 


FEAR OF FLYING IN KOREA 
CLINTON E. TEMPEREAU, M.D.,1 Los AnceLes, CALIF, 


INTRODUCTION 


Fear of flying is an omnibus expression 
used for convenience in the armed forces to 
categorize air crew members whose flying 
proficiency is threatened or impaired by de- 
creased motivation or psychiatric symptoms. 
In no sense a diagnosis, it comprehends ex- 
aggeration of the inherent conservatism of 
advancing age, the deleterious effect of cer- 
tain environmental influences, and actual 
psychiatric illness. 

This paper describes my experiences in 
the psychiatric evaluation of fear of flying 
cases for the U.S. Air Force in Korea during 
the 17-month period from April 1953 
through August 1954. The final 4 months 
of hostilities and the succeeding 13 months 
of uneasy truce are thus included. I believe 
that my observations will prove of value to 
civilian and military physicians in providing 
a rational approach to the emotional prob- 
lems of flight. Although the data are derived 
from studies on pilots and navigators, the 
implications for other crew members and 
passengers will become apparent. 


METHODS 


Administrative policies assured that all 
crew members professing fear of flying, or 
demonstrating such a reaction in the opinion 
of their commanding officers or flight sur- 
geons, received psychiatric appraisal. Not 
included in this study are cases of transient 
nonincapacitating psychosomatic disorders 
handled satisfactorily on routine sick call. 
Flight surgeons estimated that between 2% 
and 5% of their flying personnel received 
treatment sometime during the Korean tour, 
for a psychosomatic complaint. Also ex- 
cluded are occasional behavioral disturbances 
such as acute alcoholism, which were re- 
solved outside medical channels. It is ap- 
parent that in effect, the criterion for a man 
being included in this study, was emotional 


1 This study was conducted while the author was 
serving as Chief of Psychiatric Services for the 
Fifth Air Force in Korea. Present Address: 3761 
Stocker Street, Los Angeles 8, Calif. 
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disorder sufficient to threaten or impair flying 
proficiency. 

The subjects of the study were inter- 
viewed at length by the author. When it was 
indicated, they were accompanied on test 
flights. In some cases Amytal interviews were 
obtained. Discussion of each man’s case with 
his commanding officer and flight surgeon 
was an integral part of the appraisal, After 
evaluation the subject was evacuated to 
Japan, if necessary, for brief intensive psy- 
chotherapy with Col, Lucio E. Gatto, Con- 
sultant in Psychiatry for Far East Air 
Forces, 


RESULTS 


In the 17-month period under discussion, 
15 men were referred by their flight surgeons 
as “possible fear of flying reactions” (Table 
1). Seven were pilots of conventional (ie. 
non-jet) aircraft, 6 were jet pilots, and 2 
were navigators. Five (cases 1, 3, 5, 12 18 
stated flatly that they no longer wished to 
fly; 7 (cases 4, 6, 8, 9, 10, 11, 15,) dem 
strated serious psychological or psychos? 
matic symptomatology ; and 3 (cases 2, 7,14) 
were referred because of severe behavior 
disturbances. 4 

The final column of Table 1 lists the a 
thor’s impression in each case as to the m 
tionship between the symptomatology tat 
flying. Incidental relationship implies d 
the adverse reaction to flying represe od 
incidental symptom in a psychiatric con me 
otherwise quite unrelated to flying- pss a 
bated by flying indicates a direct ¢ ne 
flying on a pre-existing, clinically Fae is 
psychiatric illness. Precipitated by iy 
reserved for those who would have 


on- 


been con 


ke 
sidered clinically well, had not flying pa 0 
symptoms. Five cases comprise the ™” pe 


these categories, 7 the second, an 
third. 


DISCUSSION : 
riot 
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number of flying personnel in Korea. More- 
over, all but 6 were eventually returned to 
flying or non-flying duties; the remaining 6 
were discharged or were awaiting discharge 
at the time of this report. The relatively 
small incidence of combat losses in 1953, the 
policy of rotating men to the United States 
after a definite number of months or mis- 
sions, and the generally high caliber of men 
selected as flying officers, are the factors be- 
lieved to be responsible. 

It was possible during this tour in Korea 
to obtain interviews with many pilots other 
than those listed above and to observe them 
in their aircraft, their barracks, and their 
clubs. Eight who had been shot down over 
North Korea, imprisoned by the Chinese, 
and returned to the United Nations Com- 
mand during “Big Switch” were interviewed 
before embarking at Inchon for return to the 
United States, 

There exists a basic and universal discom- 

fort attending any significant separation from 
the earth’s surface; it has recently been de- 
scribed by Gatto(r) : 
Undoubtedly, all persons who desire to fly—that is 
to be sustained in the air with no visible support 
from the ground—originally possessed a basic, per- 
haps instinctive “fear of flying,” through the knowl- 
edge that a failure in the mechanism of being sus- 
tained in the air could result in injury or death by 
falling through space with great force until impact 
is made with the earth. 

Bond(3) has written in detail of the un- 
conscious meaning to the individual of air- 
planes and the act of flying. The close identi- 
fication of a young pilot with his aircraft and 
his narcissistic investment of it are found 
with sufficient frequency among flyers to 
support the contention that some of the at- 

traction of flying lies in the ease with which 
it allows for sublimation of basic drives. 

In the course of the observations compris- 
ing this study, a rather constant, step-by-step 
sequence of reactions typifying the develop- 

ment of “fear of flying” has become appar- 
ent. The characteristics of this pattern, and 
its significance in elaboration of the end re- 
sult, are worthy of discussion. The stages 
here described have their counterpart in the 
non-pilot. 
Stage 1: The initial thrill_—The sensation 
of thrill occurs regularly during the first few 
flights, in passengers as well as student pi- 
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lots. Thrill, often considered masked 
appears when Gatto’s basic fear is denies 
rationalized. It is closely akin to thee 
ment of riding the roller-coaster or log 
loop. 

Stage 2: The hot pilot—After a yi 
number of flights, presumably when the 
fear is completely denied or repressed, 
awesome, uncanny, “wonderfully-terrify 
thrill passes, to be supplanted by a 
which flying quite obviously acts to 
an intense emotional need. It is here thi 
symbolism of flight seems to become 
portant. The “hot pilot” or “tiger,” b 
terous and flamboyant, is most at ease ini 
cockpit. On the ground he is restless 
he is flinging his body and his plane thi 
the sky he is supremely happy. 

Stage 3: The airplane-driver—The 
airplane-driver, has been coined by pi 
define an analogy between the career Hyen 
and the truck or bus driver. With long i} 
experience and emotional maturation 
pilot settles down, flying becomes less 
stimulating experience and more “a dé 
work.” This is the stage reached by 
older pilots and represents the normal 
desirable end point. The passenger who 
no more affected by a plane ride than by 
automobile journey is the passive Col 
part of the airplane-driver. E 

Stage 4: Emergence of anxiety: -In | 
course of any of the above 3 stages 4 
matic experience, a symbolically § 
event or mounting stress from any 
source may overwhelm repressive ag 
with consequent reactivation of feat oF 
ety. Stage 2 or Stage 3 may be by- 
A harrowing experience or the death 
close friend in an aircraft accident ‘ 
most common precipitating events. 24 
a passenger who has flown regularly 
discomfort may, in response to any ? 
diffuse or specific, become app 
about flying simply as part of am 
reaction. 

Stage 5: Defense formation — The 
step, erection of psychological 
against developing anxiety, whether * 
form of phobic reactions, hysterica s 
toms, depression, or behavioral distur” 
follows as a matter of course. seats ; 
defense will depend upon the subjek 
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morbid personality and his earlier conflicts, 
Obviously, Stage 4 may be fleeting in some 
persons and protracted in others. An ex- 
cellent dissertation on the mechanism of de- 
fense formation in flyers, along with appro- 
priate examples can be found in Gatto’s 


papers(1, 2). 
Two cases which illustrate the step-by-step 


development of a fear of flying reaction are 
described. 


Cast 9—This 31-year-old jet pilot was referred 
for “possible fear of flying.” During a tactical in- 
tercept training mission in early 1953, it had been 
necessary to fly through a heavy thunderstorm rely- 
ig completely on instruments, He first became 

‘y apprehensive at seeing “St. Elmo’s fire” 

uncing off the wings, then noticed that he was 
esing airspeed, The instrument panel began to 
swim before his eyes, he felt that the plane was 
tumbling (a forward, end-over-end motion) and 
Out of control and his orientation in space was lost. 
rh to bail out but the seat ejection apparatus 

i the canopy Jammed. After a panic-stricken 
mA two he was able to butt the canopy away 

ae head and crawl free of the plane. He para- 
ve to safety and was rescued a short time later, 

g sustained a few minor injuries during bail- 
he “dd ‘ee investigating board concluded that 

i properly utilize flight controls to effect 
rom an unusual position.” 

CE brief hospitalization the officer was re- 
the F. ying status to enter combat training in 
came en quickly found that whenever it be- 
fs ty to fly in weather” he felt panicky, 


familias ae Panel seemed somehow strange and un- 


; tho AR z 
tions, and mee ne under strict instrument condi- 


jours of study, including abreaction of the 
transfer PXperience under Amytal, the pilot was 
Japan for TENA orce psychiatric installation 
ai that his father had been unpre- 
tated and A and oppressive, He was poorly edu- 
considera en lost the family’s savings on ill- 
ntures, The Pilot’s mother had been 
Tees dementia” from the 
reached 16 years of age. The 
{ by his mg hee’ family, he was coddled and 
oles, e he et Until she “went away.” Durin 
e was a done went away?” During 

; Motorcycle. 4 ‘aredevil, racing “hot rods 
Sandon, att out the countryside with utter 
Os that he wos ge rally assumed by the neigh- 
mit and in th dn’t last long. In 1941 he entered 
| owly pe sequent 12 years lost 6 planes, 
escaping death. In no case was the 
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accident proven to be his fault, He experienced 
little apparent concern for his safety until after the 
Present accident. 

The initial thrill of flying (Stage r), noted dur- 
ing the first few flights as a student, had been 
quickly replaced by a sort of reckless abandon 
(Stage 2) which lasted through his combat tour in 
Europe in World War II. He delighted in games 
of “follow-the-leader” in and out of cloudbanks 
and around mountain peaks, Flying became ‘ 
whole life.” His marriage in 1947 to a patholog- 
ically jealous woman who at times became violently 
combative, threatened to kill him and their baby, 
and finally proved unfaithful, led to repeated sep- 
arations but “never really shook me up too much so 
long as I could keep on flying.” 

During the past 3 or 4 years he had begun to 
“quiet down” (Stage 3). His marital situation, still 
by no means ideal, had improved and he felt it 
might last. He no longer took long chances in the 
air and felt that he was on the way to becoming, 
in his own vernacular, “a good old airplane-driyer,” 
His superior officers were not quite so convinced, 
nor was the flying safety officer, but his perform- 
ance was generally satisfactory and he continued to 
fly until the present accident. 

In retrospect it became apparent that a number 
of stresses, including assignment to Korean action 
with the consequent added strain on his precarious 
marriage and the added threat to his personal safety, 
had combined to elaborate anxiety and tension 
(Stage 4). His associates had been aware in the 
weeks preceding his accident of his having become 
increasingly irritable, short-tempered, and petulant. 
Whether his emotional state contributed to the acci- 
dent or not can perhaps never be proven, In any 
case, once the accident had occurred, a nidus for 
phobia formation had been established (Stage 5). 
Following 6 weeks of psychotherapy in Japan, he 
returned to Korea, much improved but still ill at 
ease and uncertain under instrument flight condi- 
tions. He has been assigned to nonflying adminis- 
trative duty and is doing excellent work in that 
capacity, 

Case 13,—This 22-year-old jet pilot was ad- 
ministratively grounded in early 1954 for “habits, 
traits of character, and personality characteristics 
which preclude his continued utilization in flying. i 
Before proceeding with a final disposition of his 
case, he was referred for psychiatric study. 

The officer had been criticized for expressing the 
idea that all he wanted to do was get in his 4 hours 
of flying per month, for trading his strip alert after 
a night out without notifying his commander, and 
for suddenly becoming sick before a flight. He con- 
tended that these charges had been distorted and 
exaggerated for the purpose of passing the buck 
(for other accidents in the squadron) to innocent 
parties, t 

Earlier history revealed that he was an only child, 
His mother was a college graduate, “overly in love 
with the patient, his protector and defender in argu- 
ments with the father. She was a large good- 
natured woman, a former school teacher. His father 
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was a retired sergeant, born in Austria, “bull 
headed,” hard, strict. He felt that the patient was 
“mother’s boy” and for this reason the two never 
got along well. After completing high school and 
a little college the patient entered the Air Force. 

He had flown during adolescence with barn- 
stormers, without his parents’ knowledge, and en- 
joyed it immensely. He could not recall ever being 
afraid, but found the lurching and reeling of small 
planes exciting (Stage 1). He compared it to the 
feeling one gets “speeding down a dark street in a 
tin lizzie with the lights out.” During cadet train- 
ing the prominent emotion in his plane was not of 
excitement but “release and relaxation—like when 
you take a deep sigh and get the bad air out of 
your lungs” (Stage 2). Then, for a short period, 
beginning perhaps 2 months prior to his departure 
for Korea, he had become reasonably contented 
with his life as a pilot, to the point where he 
began rewriting his life insurance policies with a 
view toward making flying hs career (Stage 3). 

At the time of the examination the patient had 
been in Korea 5 months. Six weeks after his ar- 
rival it became apparent to him and to his superior 
officers that he was showing impaired facility in the 
handing of his aircraft. He found flying “a chore,” 
no longer had a desire to improve his ability, be- 
came excessively critical of his fellows, and tended 
to stay more and more by himself. He admitted, 
after careful consideration and to the accompani- 
ment of considerable discomfort, that there might be 
some relation to a near-accident 2 weeks after he 
arrived in Korea, in which he almost crashed on 
account of a defective aileron, 

He considered himself “put upon,” discriminated 
against, the “fall guy.” In the final analysis there 
was ample evidence that the combined stresses of 
overseas assignment, plus a near-accident, had 
evoked anxiety (Stage 4) in this predisposed indi- 
vidual, which very quickly became masked by a 
tendency to project blame upon others and by a 
negative motivation toward flying and partial dere- 
liction of duty (Stage 5). His superior officer, an 
extremely alert pilot himself, was quick to appreci- 
ate the nature of the problem. 

The pilot received psychotherapy and eventually 
relinquished his tendency to project and showed a 
more mature adjustment in his squadron. There 
was no significant change in his attitude toward fly- 
ing, however, and he was finally assigned to ground 
duty where his work has been satisfactory. 


Résumé.—These cases are representative 
of the group in the manner of progression 
through a series of stages. Case 13 only 
briefly reached the airplane-driver stage. 
Among the remaining 13, symptoms of anx- 
iety, often in a free floating form, frequently 
appeared during Stage 2 and in such cases 
Stage 3 was either very transient or was by- 
passed altogether. 

The erection of defenses against anxiety 
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has received extensive attention in studies of | 
psychopathology. Ordinarily it seems that, 
givena certain defense, a reasonable explana- 
tion can usually be provided in retrospect, 
in terms of the subject’s developmental 
history. However, the ability to prognosticatt 
who will become psychiatrically ill, the type, 
of illness to be expected, and the conditions | 
under which symptom formation will de 
yelop, is a difficult task. With our present 
knowledge it is doubtful whether it is given 
to anyone to predict, except in a very gene 
way, what men in a large group of pilo 
candidates might be expected to develop 
“fear of flying.” The experience of Bond 
(3) suggests, and the present study” offers: 
confirmation, that “morale,” the liklihood of 
sustaining injury or death, and the premorbid 
personality, are all of major importance. 406 
“weeding out” of persons with highly suspe 
premorbid personalities has not received | 
great deal of attention. In general, a mans 
performance is the important consideration 1 
selecting flyers. i 

In the selection of flyers, the desire fot 
highly standardized, generally applicable, “7 
called “objective” indicators, particularly # 
the form of performance tests and batters 
of projective devices, has resulted in a m4 
tive lack of emphasis on the more subj l 
psychiatric interview. The low incidence J 
emotional disabilities speaks well for E 
methods in use. However, increased att 


tion, 


SuMMARY AND ConcLusions 
1. “Fear of flying,” implying emot 
symptoms sufficient to threaten OF 
flying proficiency, was infrequent g E 
during 1953 and early 1954- Fite 
were referred for psychiatric apprals 
17-month period. 


= 


The process of attaining a calm, mature 
to flying, in pilots and passengers, 
passing through certain distinct 
during which the mechanism of re- 
on is operative, 

Development of typical fear of flying 
ons is discussed and exemplified by il- 
case histories. 
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LOBOTOMY: A 6-YEAR FOLLOW-UP OF 45 PATIENTS 
MARVIN J. SCHWARZ, M.D.+ Cricaco, ILL. 


This paper summarizes the long-term re- 
sults of a series of 45 patients followed for 
an average of 6 years following surgery, the 
majority of whom had been preoperatively 
diagnosed as schizophrenics. 

A comparison of our results with those of 
other authors indicates the relatively poor 
effects of the procedure in our patients. Sug- 
gestions will be made as to the reason for 
this. 

Brody and Moore(1) in their relatively 
extensive review of the literature have 
pointed out that results are fairly uniform in 
spite of variations in operative technique 
and in the methods of patient evaluation. 
Most authors(2-13) report good results in 
roughly one-third of schizophrenic patients 
and in roughly two-thirds of patients with 
affective disorders. The very large series of 
the Board of Control of Great Britain is 
typical. They collected a series of 1,000 pa- 
tients operated upon in England. Of these 
they list 24.8% as recovered, 42.8% as im- 
proved, 25.4% as unchanged, 1% as worse 
after operation, 4.5% as relapsed after initial 
improvement, and 3% as operative mortality ; 
35-976 of their patients were discharged 
subsequent to surgery. 

None of these series included adequate 
controls, nor are good controls included in 
our series. This would be extremely difficult 
since the lobotomy patients do not represent 
a random sampling of the hospital popula- 


1 Formerly with the Westborough State Hospital 
of the Massachusetts Department of Mental Health $ 
now at Michael Reese Hospital, Chicago, Ill. 


TABLE 1 
Present STATUS or PATIENTS * 
arah Stilt in other  pjscharged 
Total cases State Hospital hospitals t D 
Fan Group Nan K 
Diagnosis tar Grasp bey sig — % ber 24 
Schizophrenic ssas 00000 svcsbiavcvcituveseh 38 100 233 óo 6 16 4 = 
Manic depressive psychosis...... ane os I we 6 — TA 
Involutional psychosis .......... Lai - a. Con = = ea 
Psychosis with mental deficiency I es Re —_ U = ee 
Psychosis with psychopathic personality.... 1 — =- = eS = Pa 
Psychoneurosis .... E — 7 a dg wa 2 2 
O aa LA sees EE 6 38 7 16 J 
* As of February. 1954. á ial Foxboroust s i 
ropolitan State Hospital; 1 each in Worcester State Hospital, Danvers State Hospita, 
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Hospital, and Bedford Veterans Administration Hospital. 
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tion. Some of the difficulties inherent to 
psychiatric statistics were pointed out by 
Penrose and Mann(14) in their studies on 
electric shock. Bourne(15) in his considera- 
tions of insulin shock has also pointed out 
some of the pitfalls of psychiatric statistics. 
Lehoczky and Lehoczky (16) have indicated 
the need for adequate controls in evaluating 
psychiatric therapy. All of these workers 
point to the need for considerable caution in 
the evaluation of any treatment for mental 
diseases. 

The accompanying tables represent a sum- 
mary of our results. Thirty-eight patients 
(84% of the total) were schizophrenic. The 
statistics for the entire series therefore Te- 
flect principally upon this group. Only an 
of our patients have been discharged as 0 
1954 (Table 1). The average post-operative 
period is about 6 years (Table 4). Our be 
charge percentage is only slightly below t 
of most other workers. 

The major deviation of our results fro 
those of most other series is among the Pe 
tients who have stayed in the hospital. E i 
other authors, such as Freeman an ae 
(6, 7), report that roughly 4 of these Leen 
(4 of entire series) show definite “i 
of improvement even though they 4° ial 
become well enough to leave the ee 
Table 2 represents a brief breakdown Se l 
results in this group of patients. ee { 
details are given in Table 3. Our hosp! a 
patients appear to be essentially ea vl 
since surgery (Table 3). We do 7° up 3 
see as much improvement 1n this gro’ 
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TABLE 2 


Present Warp Disterpution or Patients Sri ar W.S.H. 


Total 


Diagnosis cases 
DATEC oi vise Vsin wicccine von veer ele 23 
Manic depressive psychosis..,.......... I 
Psychosis with mental deficiency........ I 
Psychoneurosis . 

BA ens ssn 's Conse sens ce cen ee Ree 


might be expected in an untreated control 
group. Each patient was evaluated upon 
the basis of a careful study of the records of 
many years of hospitalization. Each case was 
discussed with the various, ward personnel 
who had contact with the patients over a 
Petiod of years. It was thus possible to ob- 
tain a fairly good estimate of the patient’s 
adjustment Since surgery. Patients were care- 
tilly interviewed on the wards. The impres- 
sions listed in Table 3 represent opinions ar- 
hved at after consideration of these and 
other related factors. 
Ta fal was made to evaluate each pa- 
didi ee of whether or not he, as an in- 
ange enefited from the procedure, To 
eg ae patient’s entire course was re- 
Ti ie respect to changes in behavior 
ae Status. Behavior was considered 
Eien such factors as combativeness, re- 
ess, antisocial activities, untidiness, 


¥ patient to receive unilateral rather than bilateral lobotomy. > 


225 
Disturbed Closed  Semi-open Open Home 
wart war wa: wards visit 
10 7 2 4 o 
I o o o o 
I o 0 o o 
o 9 o o T 
12 7 2 4 I 


seclusiveness, and other similar character- 
istics. These were viewed in relation to social 
adjustment, which was further considered 
in terms of relationships with other patients, 
with hospital personnel, with families, and 
with various community groups such as em- 
ployers. 

We believed that improvement or lack of 
improvement should be evaluated in terms of 
these factors. The patient’s activities in close 
interpersonal relationships were considered 
as one of the best indices of his apparent 
mental health. 

Mental status was evaluated by a standard 
outline. Special emphasis was placed upon 
changes in mood and upon increases or de- 
creases in psychotic symptoms such as de- 
lusions, hallucinations, and ideas of refer- 
ence. The material derived from the inter- 
views with patients was integrated with the 
material from clinical records and that ob- 
tained from discussions with attendants, 


TABLE 3 nurses, occupational therapist, and other ward 
lumResstoNS or Patients Stm ar W.S.H. personnel who have had close contact with 
I f the patient over a number of years. Impres- 
gamsi Total “ince | UPigeroved sions obtained from families were similarly 
Manjo ahtenia Stats 23 ee era ( considered. Finally all this material was re- 
TA Dressive psy- viewed to determine whether the patient was 
Psychosis with aeons 2 I happier and better adjusted since surgery. 
Payehectiency Ae ae A He was then listed as either improved or 
T oats sete oF o ý unimproved. 
eee 26 (100%) 2 (18%) 24 (92%) This was considered as a more meaningful 
TABLE 4 
Date or Surcrry 
izopren E aS. i 1008) iar E ine ye tos 
Meter LA! al 12 3 
Ivor sive psychosis, n s ‘ o 4 A 1 o 
“porches wht hosis E AP nea I o o o o 0 1 o 
posis hs mental deficiency....... I o 0 1t o o ° o 
Y rosis Psychopathic personality. I o 1* ny eee aE o o 
a ee eer I o ° 1g, 2 > al 
rE AATE E ES st 7 iiaa n My, 3 
his was the oat group received unilateral lobotomy in each of 2 successive years. | Mor dg aiig 
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LOBOTOMY: A 6-YEAR FOLLOW-UP OF 45 PATIENTS 


MARVIN J. SCHWA. 


This paper summarizes the long-term re- 
sults of a series of 45 patients followed for 
an average of 6 years following surgery, the 
majority of whom had been preoperatively 
diagnosed as schizophrenics, 

A comparison of our results with those of 
other authors indicates the relatively poor 
effects of the procedure in our patients. Sug- 
gestions will be made as to the reason for 
this. 

Brody and Moore(r) in their relatively 
extensive review of the literature have 
pointed out that results are fairly uniform in 
spite of variations in operative technique 
and in the methods of patient evaluation. 
Most authors(2-13) report good results in 
roughly one-third of schizophrenic patients 
and in roughly two-thirds of patients with 
affective disorders. The very large series of 
the Board of Control of Great Britain is 
typical. They collected a series of 1,000 pa- 
tients operated upon in England. Of these 
they list 24.8% as recovered, 42.8% as im- 
proved, 25.4% as unchanged, 1% as worse 
after operation, 4.5% as relapsed after initial 
improvement, and 3% as operative mortality ; 
35.9% of their patients were discharged 
subsequent to surgery. 

None of these series include 
controls, nor are good controls 
our series. This would be extr 
since the lobotomy patients do 
a random sampling of the ho 


d adequate 
included in 
emely difficult 
not represent 
spital popula- 


1 Formerly with the Westborough State i 
of the Massachusetts Departme: ace 


i evél 
: nt of Mental Health; Since surgery (Table 3). We do not 
now at Michael Reese Hospital, Chicago, Ill, ° Se kes much Moven ent in this group 
TABLE 1 
PRESENT StAtUs op Patients * 
Still at 
Westho Still in other i 
dum ASA pero na 
EEE y ete qoe e 
Schizophrenic «is» s.s. s.asa iun dre ELST SOEN g 7e 9 
Manic depressive psychosis. . oseeee 3 S 3 6o 6 6 A z 
Involutional psychosis s..sessesesssesere, I iz 1 — 5 ra 
Psychosis with mental deficiency I = =- = — = = 
Psychosis with psychopathic personality i = 1 = Rs d E 2 
Psychoneurosis > sss, e.t Seese eR ÈÌ FI F — 1 a ae 
Total: i. sascises oaestete kessa NR es 100 A =: : F 5 
* As of February 1954 Hospital + $ 2 oan gut 
Hospital, and Bedlord. Veterani Administraria Hartt State Hospital, Danvers State Hospital, Fo* 
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RZ, M.D. Cxicaco, ILL. 


tion. Some of the difficulties inherent to 
psychiatric statistics were pointed out by 
Penrose and Mann(14) in their studies on 
electric shock. Bourne(15) in his considera- 
tions of insulin shock has also pointed out 
some of the pitfalls of psychiatric statistics, 
Lehoczky and Lehoczky(16) have indicated 
the need for adequate controls in evaluating 
psychiatric therapy. All of these workers 
point to the need for considerable caution in 
the evaluation of any treatment for mental 
diseases, 

The accompanying tables represent a sum- 
mary of our results. Thirty-eight patients 
(84% of the total) were schizophrenic. The 
statistics for the entire series therefore te 
flect principally upon this group. Only 27% 
of our patients have been discharged as of 
1954 (Table 1). The average post-operative 
period is about 6 years (Table 4). Our dis- 
charge percentage is only slightly below that 
of most other workers. 

The major deviation of our results from 
those of most other series is among the ee 
tients who have stayed in the hospital. Mos 
other authors, such as Freeman and ee 
(6,7), report that roughly 4 of these ee 

of entire series) show definite ev! ma 
of improvement even though they do ‘al 
become well enough to leave the er 
Table 2 represents a brief breakdown 0 ve 
results in this group of patients. oe ed 
details are given in Table 3. Our hospit a 
patients appear to be essentially unimpr 
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TABLE 2 
Present Warp Distrrpution oF Patients SrL at W.S.H. 
e r Total Disturbed i- 

4 Diagnosis cases Gad Goal pee ed Pen Toe 
Schizophrenic AA ARE E 23 10 7 2 4 o 
Manic depressive psychosis. Phir I o o 0 o 
Psychosis with mental deficiency. . E < 1 o o 0 o 
Psychoneurosis ......... I o o o (3 I 

RURAL cayie's ie;a eats ee 26 12 7 2 4 I 


might be expected in an untreated control 
group. Each patient was evaluated upon 
the basis of a careful study of the records of 
many years of hospitalization, Each case was 
discussed with the various ward personnel 
who had contact with the patients over a 
Period of years. It was thus possible to ob- 
tan a fairly good estimate of the patient’s 
adjustment since surgery. Patients were care- 
fully interviewed on the wards. The impres- 
sions listed in Table 3 represent opinions ar- 
Tived at after consideration of these and 
other related factors. 
“ag oor was made to evaluate each pa- 
TEM erms of whether or not he, as an in- 
E ia’ aes from the procedure. To 
eg th $ patient’s entire course was Te- 
REN, E a respect to changes in behavior 
[ie Status. Behavior was considered 
TER such factors as combativeness, re- 
ness, antisocial activities, untidiness, 


TABLE 3 
Turresstons oF Patients Srur at W.S.H. 


Improved Unimproved 
Ci 


Diagnosi; . 
(ool Total surgery surgery 
20phrenia ..... 2 

anic depressive psy- x x i 
e eee 1 

aed with men- : i 
P: deficiency |., 1 o I 

yc a I o I 

oi 
talaa 26 (100%) 2 (18%) 24 (92%) 


seclusiveness, and other similar character- 
istics. These were viewed in relation to social 
adjustment, which was further considered 
in terms of relationships with other patients, 
with hospital personnel, with families, and 
with various community groups such as em- 
ployers. 

We believed that improvement or lack of 
improvement should be evaluated in terms of 
these factors. The patient’s activities in close 
interpersonal relationships were considered 
as one of the best indices of his apparent 
mental health. 

Mental status was evaluated by a standard 
outline. Special emphasis was placed upon 
changes in mood and upon increases or de- 
creases in psychotic symptoms such as de- 
lusions, hallucinations, and ideas of refer- 
ence, The material derived from the inter- 
views with patients was integrated with the 
material from clinical records and that ob- 
tained from discussions with attendants, 
nurses, occupational therapist, and other ward 
personnel who have had close contact with 
the patient over a number of years. Impres- 
sions obtained from families were similarly 
considered. Finally all this material was re- 
viewed to determine whether the patient was 
happier and better adjusted since surgery. 
He was then listed as either improved or 


unimproved. 
This was considered as a more meaningful 


TABLE 4 
DATE or SURGERY 


One pari, ’ 
t Thi Taat in this group received unila 
S the only patient to receive uni 


1945 1946 1947 1948 1949 1950 1951 
I 5 12 7 3 ETR p 
o I o I o I o 
o o o o o I o 
o ° it o o o o 
o 1* seo! O (o 
o (0 FRO De Ler ant ON 
1 7 15, 8 kanl, Py, 3 


lateral rather than bilateral lobotomy. 7) , 
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TABLE 5 


MISCELLANEOUS DATA 


Schizo- 
phrenia Otbers Total 
Sex 
Male. EEEE n 7 2 9 
Female ...,.. Se 5 36 
Total ..... waar 7 45 
First hospitalization for psy- 
chosis 
Before 1920 o I 
1921-1930 2 7 
1931-1940 I 13 
1941-1945 3 19 
1946-1950 I 5 
Total 38 7 45 
First admission to Westborough 
o I 
o 3 
3 8 
I 15 
2 12 
I 6 
7 45 
I I 
o I 
o 2 
° I 
2 7 
3 12 
2 o 2 
«4 I 5 
eb 2 8 
k tg o 7 
e16 o 6 
ahs o 3 
-5 3 8 
sg 1 4 
MEA ° 2 
7 45 


* Of these, 6 were discharged fı Westborough Stat 
Hospital and 6 were discharged Eton Boston ona See 
ospital, 
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approach than the statistical classification of 
the entire series by a long list of symptoms. 
Such classification can not overcome the fact 
that the same symptom does not mean the 
same thing to different patients. Symptoms 
are meaningful only in terms of our under- 
standing of the individual patient. 

The largest group of these patients are 
still on disturbed wards (Table 2). Only 
4 are on open wards. Of these, 2 represent 
considerable behavior problems. Ward per- 
sonnel describe them both as major “trouble- 
makers.” A third is a youth who is now only 
24 years old; he was 16 at the time of 
surgery. He has been making a fairly good 
adjustment since. The one patient on home 


visit is now on his fifth home visit, His 
family have found it necessary to return him 
in each previous case. Patients must be out 
for a year before they are considered as dis 
charged. 

Table 5 is a listing of miscellaneous data 
One patient had surgery at the Cushing 
V.A. Hospital ; all others were operated upon 
at the Boston Psychopathic Hospital. There- 
fore some of these patients may also appear 
in the recently published series of Green- 
blatt(8). 

No attempt was made toward critical 
evaluation of current status of the discharged 
patients. It is extremely difficult to evaluate 
adequately patients who are no longer in 
one’s hospital. However, just because a pa 
tient is discharged does not of necessity imply 
marked improvement. Many of our dis- 
charged patients make only marginal adjust- 
ments on the outside. However, even 
assumption of favorable results in this group 
does not offset the poor results in the 
patients. 

It is not known why our patients have done 
so much more poorly than those of o 
workers, Perhaps this is related to the fact 
that they did not receive psychotherapy: 
Upon return to Westborough follo 
surgery the patients were returned to 
wards. Little attempt was made to 
rehabilitation. j E 

The majority of hospitalizations ee 
from Westborough were in other hosp! r 
of the Massachusetts State Department 
Mental Heath. ae 

Many patients listed as unimproved 
actually much worse than they were ps 
operatively. Many are more combativ® k s 
antisocial, more untidy, more unicoop E 
and generally more deteriorated. How but 
this may be unrelated to the lobotomy, i 
rather may indicate that the patients p osis. 
ing lobotomy were those with poor pen a 
Some of the better adjusted patients 
present new social problems such as s 
and sexual promiscuity. +n d 

It is difficult to attempt an explanation g 
the apparent effect of lobotomy- a men- 
edge of the anatomy and physiology o refor 
tal activity is extremely limiteđd- į necessity 
any attempt at explanation must © tative. 
be quite general and highly pane the 3P 
begin with, we are impresse wit 
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ext symbolic meaning of the procedure 
p the patient. It is widely appreciated that 
is consider such mild psychologically 
procedures as EST as punitive. 
s to be far more true in the 
such a markedly destructive pro- 
as lobotomy. The patients in our 
aware that lobotomy had been 
iey uniformly referred to the pro- 
th connotations of mutilation. They 
Statements as “I had my brain 
“I was killed”; “Psychiatry to 
buse” ; or “They dug around my 
they appear resentful and express 
ment that they have been perma- 
ppled in an unrepairable manner. 
Procedure symbolically represents 
ve castration of the most horrible 
re is little apparent difference be- 
Yedipus who symbolically castrated 
mselt by traumatizing his orbits and the 
ho has an icepick placed into his 
punitive element may be of sig- 
in understanding the effects of the 
S, aside from the actual effect on 
“nerve paths. We also attempt an 
nation by a more psysiological specula- 
on to the severed nerve paths. 
has been a marked trend recently to 
mental activity in terms of servo- 
ns. The concept of feedback is not 
one to physiology. Claude Bernard 
Hpreciated it in his writings on homeo- 
which most medical readers are 
ar. However, some such inter- 
us may be possible with the assump- 
lomeostatic states approximate the 
te. In the case of mental activity, 
ure may be considered in relation 
neostasis of mental activity. Ego 
1S speculatively considered as a 
e of mental homeostasis. Lobot- 
ipts intracortical pathways. This 
a disturbance of homeostatic bal- 
Sia corresponding disruption of its 
ego structure, Feedback mecha- 
toward a new point of homeo- 
ban Process of return to homeo- 
ce 18 associated with a process of 
aot Hf the resynthesis results in 
cially acceptable ego, the patient is 
improved. If it results in a less 
*Ptable ego, he is considered un- 
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improved. In a series such as ours in which 
there was no ancillary treatment, it appears 
that the resynthesized ego is generally no 
more socially acceptable than the original. 
Perhaps the use of extensive psychotherapy 
in the immediate postoperative period might 
aid the process of ego resynthesis and thus 
increase the possibility of improvement. 


SuMMARY 


A series of 45 lobotomy patients is re- 
viewed. The results suggest that this group 
was not significantly benefited by the pro- 
cedure. 
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COMPARATIVE STUDY OF TREATMENT METHODS FOR CHRONIC 
ALCOHOLISM: THE ALCOHOLISM RESEARCH PROJECT AT 
WINTER VA HOSPITAL: 


ROBERT S. WALLERSTEIN, M.D.,2 Topeka, Kans. 


INCEPTION OF PROJECT 


During the 3 years prior to the inception of 
this research project, alcoholic patients at 
Winter VA Hospital were treated in a psy- 
choanalytically oriented, closed-ward setting. 
The treatment program had been built around 
the familiar model of individual and group 
psychotherapy, a dynamically directed milieu 
program, and cooperation with AA for 
selected patients—all within a flexible time 
structure. And we had met with the same 
kinds of discouraging therapeutic results re- 
ported from similar settings. 

Consequently, we decided to create a 
frankly experimental treatment unit. Three 
treatment methods, which have drawn in- 
sistent attention either by virtue of greater 
claimed empiric success and/or presumed 
valid underlying psychological theory, were 
selected for comparative evaluation within 
a time-limited mental hospital setting. These 
were Antabuse, conditioned-reflex, and group 
hypnotherapy. They were offered side-by-side 
on the same ward to 3 groups of patients, 
with a fourth group to serve as the control. 
Thus, all 4 groups would share the same 
ward environment, milieu, and activities pro- 
gram, and group and individual psycho- 
therapy. 

Our first question was: is any one treat- 
ment for the hospitalized alcoholic more ef- 
fective than another? We therefore devised 
a multidimensional measure of improvement, 
comprising 4 sets of criteria: (1) degree of 
abstinence—considering abstinence not as an 
absolute, but as a state admitting of degree 
and of difference ; (2) over-all level of social 
adjustment, based on a variety of indices; 
(3) subjective feelings of difference—the 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. This paper is a condensation of the 
summary chapter of a monograph to be published 
shortly in the Menninger Clinic Monograph Series 
by Basic Books. 

2 Menninger Foundation, Topeka, Kansas; for- 
merly of Winter VA Hospital, Topeka, Kansas. 


225 


patients self-assessment; (4) structural 
changes in personality configurations as de- 
termined by psychiatric observation and psy- 
chological testing. Using these criteria we 
hoped to determine whether any of the of- 
fered treatment programs should be the one 
of choice or if none so qualifies in its present 
state of development. qe 
In keeping with the view that alcoholism is 
a symptomatic expression of deep-seated 
emotional difficulty, we separated patients 
into nosologic categories in terms of their 
varying basic characterologic configurations. 
Thus with random application to a represen- 
tative alcoholic population covering the whole 
array of psychiatric syndromes—the psy- 
chotic, the character disorder, and the neu- 
rotic—an opportunity would exist to assess 
the potential efficacy of each method in terms 
of which kinds of patients it helped. Then 
fore, a second major set of hypotheses þu ; 
on the differential indications for our selecte 
methods could emerge in this design. 


OF 
DESCRIPTION OF PATIENT POPULATION AND 
TREATMENT METHODS 


There were 178 patients in the project; 4 
in Antabuse, 50 in conditioned- reflex, i 
in hypnotherapy, and 42 in the milieu 7 me 
group. (We called this the milieu i 
group rather than the control group, ye es 
we believed that a specific psychologic or 
cap would be posed for patients W, eee 
themselves to be only members of a i g 
group.”) Insofar as possible, the wa" ee 
mained much as it had been before the ae 
ect was initiated, and this, for the z Bh 
group, constituted the whole treatmen 
gram. 

The decision to ad 
tients to the project was based 
viction that treatment designed to - 
chologic change must involve — 
cooperation of the patient. A de 
limit was set, with predetermin : 
dates, approximately 3 months aft 
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son. This was based on 2 grounds, one 
ical—to cope with the problem of the 
waiting list ; the second theoretical—to exert 
feasible pressure toward psychologic move- 

ment. 
Distinguishing differences between groups 
were created by the specific methods used. 
Patients receiving Antabuse had their dosage 
regulated through a series of carefully 
studied Antabuse-alcohol trials. An authori- 
tative, firm attitude was maintained in re- 
gard to the taking and continuance of the 
drug, despite minor troublesome side reac- 
tions, The conditioned-reflex patients were 
tach given a 5-day course of conditioning fol- 
lowed (on the sixth day) by a trial of liquor 
without the unconditioned stimulus. For each 
Patient the conditioning was reinforced be- 
> pee discharge and again at each 
i “up visit, With the hypnotherapy pa- 
ents, induction was carried on in the group, 
fuelemented by individual induction where 
S was additionally helpful. The hypnother- 
Py Was more abreactive and expressive than 

y symptom-controlling, 


RESULTS 


Over-all results for the 4 treatment meth- 
» In a of pF gross categories—im- 
, mmproved, and lost to follow-u 
ateshown in Fig. 1. As can be seen from this 
os patients did well with Antabuse 
} any other procedure. With both 
i ee and conditioned-reflex more pa- 
ayn with the treatment (83% 
Frou AA uma did those in the other 2 
of treat © and 62%). When the factor 
ent completion is considered in 


MEDAL IMPROVEMENT IN THE VARIOUS MODALITIES 
TREATMENT RESULTS 


NUNI — a i a 
wilt) WCONPLCTE| mraores omaron oe 


evaluating results, the conditioned-reflex pa- 
tients were least successful. That is, though 
they stuck with their treatment as well as the 
Antabuse patients, they had no more im- 
provements than did the hypnotherapy or the 
milieu groups. Therefore, Antabuse seems 
to have conformed to its claimed superiority 
in helping alcoholics to greater sobriety and 
more improved adjustments. 

Antabuse. —With each method we face 
the intricate problem of ascertaining those 
kinds of alcoholic patients likely to be helped 
by its application—and why. Our approach 
to this has been in the assessment of the psy- 
chological meanings and requirements of the 
method and the kinds of patients who are 
best able, in terms of their particular char- 
acter, to meet these psychic demands. That 
is, we have postulated that each method of 
treatment carries with it a distinct and dif- 
ferent psychological impact, and further that 
the patient’s response will be determined in 
large part by the interaction of its specific 
psychological meanings with his own need- 
systems. 

We can suggest a variety of psychological 
meanings which attach to Antabuse and its 
mode of administration. Antabuse is a drug, 
given by mouth, with potent physiological 
effects. Psychologically, this can represent 
the replacement of a fantasied bad object 
(alcohol) by a good object (Antabuse)—the 
exchange being made under the guidance of 
a benevolent external authority. This ex- 
change can be perceived by the patient as, in 
itself, the totality of the necessary therapeutic 
change. Another distinct aspect of the Anta- 
buse experience is in the almost complete 
certitude of enforced abstinence while on the 
drug; a certitude greater than that offered 
by any other therapy. That is, with Anta- 
buse, controls are externalized and the main- 
tenance of the longed-for sobriety made rela- 
tively certain. As expected, therefore, the 
Antabuse patients were the most satisfied and 
compliant treatment group. Since nothing 
more was demanded of them than the regular 
taking of a pill, which was easy in hospital, 
these patients experienced little threat to their 
psychic defenses. Once outside, and con- 
fronted anew with the problems of life to be 
met now without recourse to alcohol, 
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again erupted and what was called by many 
patients “the battle of will power” began. 

In maintaining this sober state outside 
the hospital, the more compulsive the char- 
acter of the patient and the more he could 
ritualize the Antabuse ceremony itself, 
the better his prognosis. Any number of 
patients stated that the urge to abandon 

Antabuse and return to drink could be 
dispelled only by keeping busy, by com- 
pulsive and constraining routines. Antabuse 
lent itself well to this type of compulsive 
control. The pill each day at a particular time 
gave the patient a concrete task of paramount 
symbolic importance. Those patients diag- 
nosed “compulsive character” all improved. 
More important, study of individual records 
showed clearly that the more compulsive the 
individual, no matter what his diagnostic 
category, the more likely his improvement. 
Concomitant with improvement in individual 
patients, there could often be discerned a 
gradual shift in the direction of an increas- 
ingly compulsive ego-organization. Many 
were able to erect these new-found compul- 
sive defenses chiefly around their dependent 
ties to the hospital and the therapist. For 
instance, of 9 improved patients followed for 
a full 2 years, 6 signalled the end of their 
formal contact with the hospital by heavy 
bouts of drinking—for each, their first 
“binge” in the 2 years. This suggests that the 
effective use of Antabuse may well be linked 
to the necessity to offer it through a con- 
tinuing relationship of indefinite duration. 
In keeping with our view of Antabuse as 
offering an externalized control over drink- 
ing, which precludes the necessity for aware- 
ness of inner distress, is the small number— 
only 5 of the whole 47—who used their ex- 
perience in the Antabuse program to seek 
individual psychotherapy, Although many 
patients expressed the conviction that being 
on Antabuse would provide 1 to 2 weeks to 
think it over and seek help should they feel 
the impulse to take to drink again, only 1 pa- 
tient actually did so. In general the Antabuse 
program did not aid in the institution of in- 
sight-aiming psychotherapy. 

Implicit in our conception of the meaning 
of Antabuse are the contraindications which 
emerged. For some patients certainty of en- 
forced sobriety can be disastrous. In our ex- 
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perience this seemed to hold for 2 groups, 
the borderline schizophrenic and those ward- 
ing off deep depressive reactions. Among the 
5 patients in the latent schizophrenic group, 
only 1 was helped to an improved state. One 
was driven to a florid psychotic state which 
began to erupt even before the drug was 
started, and which did not remit when he was 
shifted to placebos. Significantly, his psy- 
chotic ideas were built around delusions of 
being poisoned. The other 3 patients in this 
group early fled the hospital and reverted to 
drinking, being among the small number of 
the total Antabuse group who failed to com- 
plete treatment. The 1 chronic depressive 
patient became even more depressed as he 
left the hospital in a sober state. Of 2 pa- 
tients with cyclothymic personalities 1 went 
into a manic psychotic flight when the day for 
starting Antabuse approached. The third psy- 
chotic reaction occurred in an individual with 
a schizoid personality and a complicating 
mild organic brain damage. The reaction 
seemed to be a toxic-organic psychosis re- 
lated directly to drug dosage, unlike that of 
the other 2 which emerged under the impact 
of the threatened administration of the drug. 
Conditioned Reflex —Conditioned-reflex 
therapy can be conceptualized psychologically 
as representing a punishing agent, direct is 
from the outside, which the individual g 
powerless to control, but must instead som 
how internalize and assimilate. In this Way» 
it is the most threatening of the therapies, 
. relevant 
and accordingly we can look for the ate 
personality dimensions along the vana 
of the individual’s characteristic an 
aggression and his psychologic © 
punishment. f the 
As it worked out, the assessment yan 
strength of the aggressiveness of the PaE ‘2 
character was significantly usef ul as an ; aa 
of capacity to respond effectively. PA astic 
with predominantly aggressive and ee f di- 
defenses fall under a wide assortment e 
agnostic labels; the aggressive, char are 
the paranoid characters, the antisoc! ile pas 
acters, and the more stubbornly on ai 
sive-aggressive characters. When mee a 
along a continuum, in terms of a char- 
of their outwardly directed aggressivi 5 were 
acter traits, the more aggressive patie? cri- 
significantly less successful for every 


æ measured. As a group they had the 
atest number of failures to complete the 
ment, almost none of them maintained 
follow-up contact, and they had the 
fr-all improvement rates. 

ise, a group that we felt might 
yorably to the conditioned-reflex 
the overtly or the near-depressed 
of a rationale based on similar 
mic considerations as those un- 
ig so-called “antidepressive regimes.” 
that the perceived punishing aspects 
ment might help alleviate guilt and 
the aggressive charge—thus dy- 
lly counteracting the depressive forces. 
depressed patient among those 
ioned-reflex therapy improved 


improvement was most marked 
conditioning experience was per- 
a partial rather than a complete 
inst drinking. Unlike Antabuse, 
measure of the effectiveness of which 
: possibility of minimal involvement 
Part of the patient, conditioned-reflex, 
50 psychologically threatening, was 
sful where active involvement and 
on was obtained by presenting it as 
l barrier requiring constant support 
Patient, The more it was represented 
absolute barrier, the more the patients 
ed to test it; the more “aggressive” 
Character, the more likely they were to 


7 Hypnotherapy.—This treatment 
a eptualized as providing the patient 
Sa Xperience of psychic surrender and 
on trol, which we believed might 
itive response in passive, shy in- 
ho find it difficult to establish re- 
despite their strong wish to do so. 
apy might make it possible to 
individuals and enable a psychic 
“both desired and feared—in an 
i that would pose a minimal threat 
Psychic Organization. Conversely, 
ad € tendency to discharge tension 
ME poorer the response might be to 
Pact The differentiating criteria 
‘Ong the spectrum of acting-out vs. 
Haracters, 
ed with our expectations, based 
a coretical assumptions, the alco- 


such 
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holic patients were quite hypnotizable, and 
the more hypnotizable the patient, the more 
likely he was to complete treatment and to 
show significant improvement on follow-up 
study. When hypnotizability was assessed 
against diagnostic grouping, the striking find- 
ing was in the potentiality for deeper hypnosis 
of the individuals in the passive-dependent 
character group. 

Assessing diagnostic categories against 
ultimate treatment results, the patients in 
the passive-dependent group did best, 5 of 
the 8 showing improvement. As a group, 
they were therefore the most hypnotizable 
(7 reached a “medium trance”); they main- 
tained a good record of treatment completion 
(6) ; they showed the best over-all improve- 
ment record (5 of 8 with known good re- 
sults) ; and were the most regular in fol- 
low-up contact (only 1 was lost to follow-up). 

There were, however, a number of them 
who did not complete therapy and/or who 
failed to improve. In these cases 2 sets of 
factors seemed operative. One was the 
arousal in some patients of strong latent 
homosexual feelings with resultant panic and 
flight from treatment. In such cases the psy- 
chic surrender involved in hypnosis was ex- 
perienced as dangerous rather than safe. The 
other discernible reason for failure among 
this group rested in the overevaluation of the 
therapist by the passively submitting patient 
and his subsequent disappointment when the 
therapist proved not to be a totally control- 
ling, omnipotent authority. 

In contradistinction at almost every point 
to the passive-dependent character group was 
the behavior in hypnotherapy of the more ag- 
gressive group. These patients showed the 
poorest hypnotizability, and the greatest 
number of failures to complete treatment and 
to return for follow-up visits. This was the 
only group in which the treatment completion 
rate fell below half. These patients had de- 
veloped aggressive and strongly manipulative 
behavior as reaction-formations against their 
dependency longings. Treatment in general 
and hypnotherapy specifically posed a threat 
to these defensive operations. 

The schizoid-schizophrenic group showed 
a high rate of treatment completion (7 of 10) 
but the very lowest improvement rate of all 
groups (only 1). These patients seemed able 
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to accept being hypnotized and identification 
with the therapist so long as they were within 
the security of the concrete treatment struc- 
ture. But those transference ties (requiring 
perhaps the physical presence of the symbiotic 
relationship partner) seemed too tenuous to 
maintain from the outside. 

Milieu Therapy—tThis group was origi- 
nally set up as a control group. Many patients 
tended to experience placement in this group 
with considerable disappointment and re- 
sentment because it did not carry a specific, 
“glamorized” and externally directed thera- 
peutic device. 

It soon became evident that specific psy- 
chologic features accompanied placement in 
this group and that the milieu treatment could 
not be conceptualized simply as a control. 
The common complaint that they had none 
of the promising extra treatments served to 
unify the group members, and this, coupled 
with the consistent availability of both indi- 
vidual and group psychotherapy, seemed to 
determine the acceptance of psychotherapy 
as the differentiating and specific organizing 
focus of this group. At their request the 
milieu therapy patients were seen twice 
weekly for group psychotherapy, as against 
once weekly with the other 3 groups. 

In keeping with this evolution of the milieu 
therapy group into more than a control group, 
specific indications for this method emerged. 
In this treatment patients must assume the 
major responsibility for change because they 
have the fewest externals upon which to 
project problems and responsibilities. This 
group became therefore the one closest to 
individualized psychotherapy, and those who 
could use it were those who represented the 
best psychotherapy prospects. In addition, 
for those patients for whom the other treat- 
ment methods are specifically contraindicated, 
milieu therapy represents the preferential 
avenue of approach. We have in mind, espe- 
cially, patients who cannot tolerate an abrupt 
transition to an enforced sobriety without the 

threat of severe psychological disorganiza- 
tion. Too, for patients who have the capacity 
to make use of an expressive psychotherapy, 
the other methods, by offering an external 
agent as an acceptable focus for projection 
and denial, render such psychotherapeutic 
contact somewhat more difficult. 


In tabulating results no specific correlation 
emerged between improvement rates and 
major nosologic groupings. Yet the over-all 
results of milieu therapy were quite com- 
parable to those of 2 of the other groups and 
markedly below only the Antabuse group. 
To the extent to which correlates were made 
with improvement it was in the assessment of 
the strength of the patient’s attachment to 
doctor, hospital, and treatment program. The 
patient’s ability to form stable, predominantly 
positive attachments, of course, figures 
prominently in the prognosis for each of the 
methods. Its significance is heightened, how- 
ever, with the patients of the milieu therapy 
group, consequent to the absence of any spe- 
cific, differentiating and externally, imposed 
“extra” therapy. 


DISCUSSION 


These results of the 24 years of treatment, 
the 2 years’ follow-up, and the 178 patients 
who comprised the Alcoholism Research 
Project can be brought together in terms 
of what has been learned and what has not 
been learned. Of the 4 treatment programs 
Antabuse emerged as more helpful to a 
patients than any of the others. Yet rs 
group not helped with Antabuse was st 
ciently large (almost half) and the Oe 
helped with each of the other specific pro 
cedures sizable enough that the pee ; 
the optimal mental hospital managet 
the alcoholic patient cannot be resolve 5 
a blanket prescription of management i 
Antabuse. Rather, the second question re 
be pursued; namely, the differential in ae 
tions for the various methods based on 
personalities of the different patienten 

In this search, a number of perse A 
dimensions emerged by which patients ae 
be differentiated as to suitability for y5 di- 
another of the specific therapies. The: aa 
mensions were not, however, one-to-one os 
relates of psychiatric nosologic catego ood 
Thus, compulsiveness is a measure © on 
prognosis with Antabuse—but this re m 
cuts across diagnostic groupings. The all pa- 
of compulsiveness can be assessed 1n dimen- 
tients as an ascertainable personality figures 
sion—not only in those in whom it ae "S 
predominantly enough to determine 
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agnostic categorization. Similarly, the more 
passively-dependent the patient, the greater 
the probable hypnotizability and the better 
the prognosis with hypnotherapy. With the 
borderline depressed and the borderline psy- 
chotic, warding off depressive or schizo- 
phrenic disorganization, Antabuse seems to 
pose a specific danger—of psychotic reaction 
—and the milieu therapy program (seen as a 
greater opportunity for individual psycho- 
py) seems more promising. The schiz- 
oid individual seems responsive to hypnosis, 
but unable to sustain the improvement extra- 
murally; while the overtly depressed patient 
may tespond to conditioned-reflex therapy. 
Cutting across all 4 methods is the fact that 
the greater the capacity for meaningful inter- 
personal relationships and the greater the po- 
tential for forming a dependent tie to thera- 
Pist and to hospital, the better the prognosis. 
And, on the other hand, the strongly aggres- 
Sve patients pose comparable difficulties in 
Seu group assigned, with conditioned- 
i ex and hypnotherapy specifically contra- 
dicated for different reasons, 
ie al of considerations are also rele- 
ed 4 what has not been learned, as well 
i fas, of the limitations of this project. 
y covered not the whole cross-sec- 
alcoholic Population, but just those pa- 
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tients admitted to a closed ward of a VA 
hospital and under certain specific stipula- 
tions. Furthermore, only a portion of the 
available therapies was offered. Not only did 
this project specifically limit itself to 4 treat- 
ment plans, but to the use of each in a spe- 
cifically limited way, For instance, one sug- 
gested formulation from the results with 
Antabuse is that, as applied in this project 
with these particular patients, it helped or- 
ganize them in the direction of lesser rather 
than greater perceived need for individual 
psychotherapy. The conclusion might be 
extrapolated that the use of Antabuse poses 
a specific barrier to psychotherapy. Such a 
conclusion would be unwarranted as a gen- 
eralization beyond this particular setting— 
a closed ward in a mental hospital. Study of 
a different kind would be necessary to show 
the various ways in which Antabuse could 
be useful in conjunction with individual psy- 
chotherapy—as well as a destructive weapon 
against it. Various combinations of therapies 
might be thus helpful in individualized ways 
that could not readily emerge in our particu- 
lar project design. On this question, we can 
only point to the need for intensive, longi- 
tudinal studies yielding data that will shed 
complementary light on the enigma of 
chronic alcoholism. 


PHYSICIAN-PATIENT RELATIONSHIP: IS IT SUFFICIENT FOR THE 
EFFECTIVE PRACTICE OF MEDICINE? 


WILLIAM L. WILSON, Bric. Gen., MC, U.S.A.; STEFANO VIVONA, Mas., MC, U.S.A.; ano 
DONALD L. LUCAS, Isr Lr, MSC, U.S.A. 


In the military service or civilian com- 
munity the efficient practice of medicine must 
be the physician’s major goal, regardless of 
his field or specialization. 

Many factors related to this practice have 
been recognized and discussed by physicians. 
Hence, devoting further time or thought to 
exploration of these or of new factors can be 
justified only if this will increase the physi- 
cian’s usable knowledge or will lead him to 
new and more effective measures for applying 
knowledge previously available to him. 

We have no new scientific knowledge to 
present. We propose, nevertheless, to sug- 
gest and to stimulate increased utilization of 
extensive pertinent available data measuring 
the incidence and severity of physical and 
mental disease, behavior and social problems, 
and accidents in a community. This type of 
knowledge is all too frequently available but 
unemployed by those physicians in the mili- 
tary service who practice clinical medicine 
in a restricted physician-patient relationship. 
Our recent explorations indicate that in one 
population there was at work more than the 
usual individual physician-patient relation- 
ship. Consideration of these other factors 
resulted in maximum benefits from the prac- 
tice of medicine. The population was a known 
military community ; medical practice there 
comprised clinical services furnished indi- 
vidual personnel of the United States Sev- 
enth Army by physicians of the Army Medi- 
cal Service in Europe. The practice was 
supervised professionally by senior medical 
officers who were ever mindful of the level 
of physician-patient relationship sponsored 
and required by the Surgeon General of the 
Army(1). Hence, while in this study the in- 
fluence of the community on the individual 
will be considered and constantly emphasized, 
this should not detract from the importance 


1 Formerly Surgeon, Chief of Preventive Medi- 
cine, and Assistant Preventive Medicine Officer, 
respectively, of United States Seventh Army, 
APO 46, New York, N. Y.; now at Madigan 
Army Hospital, Tacoma, Wash. 
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of continuous improvement of the individual 
personal relationship between army physi- 
cians and their patients. 

Numerous authors have contributed to the 
excellence, the desired quality, or the nature 
of the physician-patient relationship.* As a 
general result, the practice of medicine by one 
physician upon one patient consistently has 
become more effective in the prevention of 
death, the termination of disease, and the re- 
ducing or minimizing of disability. i 

The army has learned much concerning 
this from civilian physicians, particularly 
from some serving temporarily in the army. 
On the other hand, possibly each of the latter 
group has not realized during his short term 
in the army that he is practicing amidst re- 
lationships far more involved than the indi- 
vidual physician-patient relationship. He A 
practicing in a long-existing, organized, an 
closely controlled population, which reacts 2 
a community manner quite unrecognized i 
new or less experienced medical officers, . 
influence greatly the physicians’ clinical ae : 
ment of each individual. Perhaps no ot < 
human community has so ordered and disci 
plined an existence as does the military, 
which at the same time retains relay, S 
tensive latitude for the individual in his daty 
life. 

The question arose as to whether 
all of this factually, for military and civ! ti 
benefit, could result in a line of Ca ae 
for a continuing study which might 1mp ac 
effectiveness in future clinical medical P 
tice. with 
An epidemiological study was ibe. = 
the realization, long established, that eit : 
tient is an isolated individual, but a ™ ith 88 
of a community. His continuing hes a 
well as his intervening symptoms, 
abilities, his recoveries, all depend u 
should reflect the various influences A ordet 
sures present in his environment. 


reflecting 
civilian 


and sug 
2 See, for example, listed references 
gested collateral reading, reference 1- 


ind and evaluate the patient and 
| properly, the physician must be 
influences and pressures. How 
ine these factors? What tools 
s are available to him? 

and infections, as well as mental, 
and degenerative diseases, all fol- 
laws. Any of these can be de- 
ecologic problem—an interre- 
veen host, agent, and environ- 
problem of accidents, behavior 
| fact all diseases and disability, 
ned by epidemiological methods 
bly in infectious disease. The 
ic method requires definition of 
, determination of causes from 
n obtained, development of a 
control, and an evaluation of the 
effectiveness from time to time. 
y, this method might not be applied 
communities today nearly so com- 
so readily as in the army, where 
Procedures can be undertaken. 
of control programs has been a 
esponsibility for many years. In 
mm tunities this would be a govern- 
cipal, or institutional responsi- 


y is that field of medical sci- 
ed with the relationships of the 
S and conditions determining 
Actes and distributions of an in- 
Ocess, a disease, or a physiological 
community. It seeks to ad- 
Conceptual schemes of causa- 
5. Various ills that afflict a commu- 
nnunity aspects of the sick individual 
; inted for if the patient is to re- 
mum benefit. Francis(2) empha- 
ue epidemiology deals with the 
ity and not the sick individual, 
fal medicine, there is no cleavage 
two fields. He pointed out 
€pidemiology is not a precise 
Y; it employs, as does clinical 
Variety of interests and disciplines 
ending the problem at hand. 
he test for the clinician the pos- 
“e community or environment 
nce of certain known diseases 
S, facts related to divisional and 
w Units of the Seventh Army dur- 
“© investigated epidemiologically. 
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The ills of the community or unit were sepa- 
rated arbitrarily for this study into 3 cate- 
gories, which are neither all-inclusive nor 
exclusive: (1) physical and mental disease; 
(2) behavior and social problems; (3) ac- 
cidents. Various available rates were con- 
sidered with a view to measuring not only 
the incidence of these categorical ills but also 
possible correlations between them (Table 1). 

The incidence of physical and mental dis- 
ease can be measured by the disease morbid- 
ity or admission rate (admissions per 1,000 
average strength on duty per year to hospi- 
tal or quarters), by the disease noneffective 
rate (the average number of patients in hospi- 
tal or quarters daily per 1,000 mean strength 
on duty), and by the rate of neuropsychiatric 
cases sufficiently serious to require their re- 
turn to the United States (number of cases 
returned per 1,000 personnel on duty per 
annum). With the exception of a study in 
1950 made jointly by the Assistant Chief of 
Staff, G-1, and the Surgeon General, Depart- 
ment of the Army, concerning the variation 
of venereal disease incidence with Army Gen- 
eral Classification Test (IQ tests) scores(3), 
there has been no test, to our knowledge, 


TABLE 1 


Rates Usep To MEASURE PHYSICAL AND MENTAL 
Disease, BeHavior AND SOCIAL PROBLEMS, 
AND ACCIDENTS: UNITED STATES SEVENTH 

ARMY, 1954 * 


Physical and mental diseases 


Disease morbidity 

Disease noneffective 

Neuropsychiatric cases sent to the zone of the 
interior 


Behavior and social problems 


Absence without leave 
Absence without leave days lost 
Crimes and offenses 
Disciplinary reports 
Courts martial 
Venereal disease 
“368-369” discharge 
Cold injury 
Accidents 
Injury morbidity 
Injury noneffective 
Military injury 
Accident fatality 
Army motor vehicle accident 
* See text for definitions, 
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correlating either the aptitudes or mental 
levels of personnel with the rates considered 
in this study. 

Behavior and social problems, normally 

controlled by individual self-discipline or re- 
duced by community restraining influences 
of police action or punishment, can be meas- 
ured by the rates for absence without leave 
(number of cases of absence without leave 
per 1,000 personnel on duty per annum), for 
days lost as a result of such absences (the 
average number of men absent without leave 
daily per 1,000 mean strength on duty), and 
for crimes and offenses (number of serious 
incidents per 1,000 personnel on duty per 
annum), disciplinary reports or reports for 
minor offenses (number of incidents per 
1,000 personnel on duty per annum), courts 
martial (number of courts martial per 1,000 
personnel on duty per annum), venereal dis- 
ease (number of cases per 1,000 personnel on 
duty per annum), cold injury (number of 
cases per 1,000 personnel on duty per an- 
num), and “368-369” discharges (number 
of these discharges from the service per 
1,000 personnel on duty per annum). “368- 
369” discharges include all discharges due to 
unfitness, inaptitude, or unsuitability demon- 
strated by antisocial, amoral, or other un- 
desirable traits. Venereal disease and cold 
injury were used as measures of behavior and 
social problems because the experience in 
Seventh Army indicates that venereal disease 
and cold injury cases occur extensively 
among “social problem” individuals, 

The incidence of accidents in a command 
can be measured by the injury morbidity rate 
(admissions per 1,000 personnel on duty per 
year to hospital or quarters), by the injury 
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cidental deaths per 100,000 man-days of ex- 
posure), and by the army motor vehicle ac- 
cident rate (the number of accidents per 
100,000 miles driven). 

Seventh Army disease morbidity and non- 
effective rates and rates for neuropsychiatric 
cases returned to the United States were 
examined (Table 2). The disease morbidity 
or admission rate measures the incidence of 
all disease. The disease noneffective rate in- 
dicates the severity of disease present in a 
command, The rate for neuropsychiatric 
cases sent to the United States measures the 
number per 1,000 or total personnel on duty 
who were returned because of neuropsychi- 
atric disease. 

There is no apparent correlation between 
the various 1954 rates for the category of 
physical and mental disease: (1) In Division 
A, the disease morbidity and noneffective 
rates were above average, while the neuro- 
psychiatric rate was well below the average 
Seventh Army rate. (2) In Division B, the 
disease morbidity rate was very low ; thenon- 
effective rate, a measure of the severity of 
disease, was slightly above average, and the 
neuropsychiatric rate was very low. (3) In 
Division C, the disease morbidity rate was 
slightly above average, the severity was below 
average, and the neuropsychiatric rate bn 
high. (4) In Division D, the disease ee 
ity and noneffective rates were high, n 
the neuropsychiatric rate was well eee 
average. (5) In Division E, the disease ao 
bidity and noneffective rates were ee a 
while the neuropsychiatric rate was it 
This parallels evidence that Division K oA 
used the Mental Hygiene Consultation he 
ice least of any of the divisions after 


noneffective rate (the average number of pa- service was established in May 1954- (6) a 
tients in hospital or quarters daily per 1,000 _ nondivisional troops, the disease moria 
personnel on duty), by the military injury rate, disease noneffective rate, and the hé 
rate (the number of disabling injuries per for neuropsychiatric cases returned to oa 
100,000 man-days of exposure), by the ac- Zone of the Interior closely approxima 
TABLE 2 
Prysicat anp Mentat Disease Rates:* Untrep STATES SEVENTH Army, 1954 
Non- 
Div. Div. Div. Div. Div. divisional hey 
Rate A B Cc D E - 312 
Disease morbidity .......+.ssescceseeese 334 230 316 337 280 320 89 
Disease noneffective ....sssersssersssesu 9.0 91 7:9 10.4 7.5 ote 233 
Neuropsychiatric cases returned to the ZI. 1.45 1.62 280 1.91 2.65 23 


* See text for definitions. 
Source: Seventh Army Medical Health Data, 1954. 
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TABLE 3 
RATES For BEHAVIOR AND SOCIAL PRoBLEMS:* UNITED STATES SEVENTH ARMY, 1954 
i S SRE pu Di; ae ye arraia Mareth 
Absence without leave....... 51.6 40.8 56.4 55.2 64.8 39.2 46.8 
Days lost from absence with- i 
out leave 52 76 64 
0 4 b. i .90 41 d 
Crimes and offenses. 11.04 10.08 11,16 11.64 10.14 es 
Disciplinary reports 207.6 169.2 177.6 216.0 221.3 205.2 
sd martial. 4 100.8 99.6 108.0 100.8 106.8 105.2 
ha disease 62.9 68.4 68.5 98.2 79.8 76.9 
ed ata 3.60 3.00 11,98 5.80 1.15 3.17 
3-5 15.7 24.7 8.3 8.1 12.1 
*See text for definitions, 
Sources: (1) Seventh Army Medical Health Data, 1954; (2) Seventh Army Statistical Report, 1954. 


the average Seventh Army rates. This re- 
lationship is to be expected as approximately 
one-half of the total Seventh Army strength 
is nondivisional. 

The incidence of behavior and social prob- 
lems present in the same divisional and non- 
divisional units was examined (Table 3). 
Units having a low rate of “368-369” dis- 

‘ es experienced a high cold injury rate 
"th a high crimes and offenses” rate. We 
r a that a “368-369” discharge rate below 

€ seventh Army average indicates that 
ale 18 pot utilizing this administrative 
i to eliminate those people who prob- 

y will never become good soldiers. Failure 
ae administrative procedure for elimi- 
an o problem individuals undoubtedly 
ad A an increased incidence of behavior 
men per cblems, Therefore, in this study 
sidered ¢ an average “368-369” rate is con- 
a. atea higher than average in- 
m SA of behavior and social problems. 
gtd to be no association between 

aa ease rates and the other rates. 
ae ues for the various unit rates meas- 
incidence and severity of accidents 


er : 
© examined (Table 4). Divisions B and 


D were relatively high in incidence and sever- 
ity of accidents. 

As can be seen in the accompanying tables 
Divisions A and C were above average in the 
incidence of disease but below the Seventh 
Army average in behavior and social prob- 
lems and accidents, It is interesting to recall 
that these divisions have had a mental hy- 
giene program for 2 years. Division B was 
below average in disease and above average 
in behavior and social problems and accidents 
—the opposite of A and C. Division D was 
above average in all 3 categories. Division E 
was below average in disease and accidents, 
but above in behavior and social problems. 
Nondivisional troops were slightly above 
average in disease but below in accidents and 
behavior and social problems. There appears 
to be some association between the factors 
considered in the 3 categories, but not in all 
the units. Determination of the reasons for 
these variations is difficult and will require 
improved methods and greater understanding 
of not only our factors but our methods. 

As mentioned above, all diseases, accidents, 
and social problems can be described as eco- 
logic problems—that is, as an interrelation- 


x TABLE 4 
A 
TES FOR INCIDENCE AND Severrry or Accinents:* Unrren States SEVENTH ARMY, 1954 


A Rate Diy. 
my Morbidity y 
Military jar ective 32 
item farai Se 113 

R ities... r 
pae accidents Aep 

Sane for definitions. 


C1) Seventh Army Medical Health Data, 19543 


Di divert Total, 
Di. De troopn sth Army 
82 or 78 71 75 
2.6 28 2.5 23 =e 
106 136 87 97 any 
en T a4 ra 
28 25 26 31 29 


(2) Seventh Army Statistical Report, 1954 
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ship between agent, host, and environment. 
In order to have variation from one unit 
to another there must be differences between 
the agents, hosts, or environments in the 
various units. 

In units such as these, little or no differ- 
ence in the hosts or personnel is present. 
Such host factors as age, race, physical and 
psychical constitution are already equalized 
for us as a result of the common source of the 
individuals concerned, and of the large num- 
ber of personnel in the units under study. 
This sample, a cross section of the sex and 
age group acceptable for military service 
throughout the United States, would be diffi- 
cult to obtain or match in civilian com- 
munities. 

The agents of disease and injury disability 
might vary from one unit to another, Thus, 
in an armored division a relatively high inci- 
dence of accidents and more severe accidents 
can be expected. Actually, this did occur. 
However, one infantry division had relatively 
high rates for accidents and the accidents 
were more severe than the average. Thus at 
times, causes must be found elsewhere than 
in the agents of accidents, 

Undoubtedly, a most important factor in 
the incidence of disease and disability in a 
community, especially in the behavior and 
social problem category, is the environment. 
It is necessary to separate environment into 
the physical, biologic, and social, 

Physical environmental conditions which 
influence the occurrence of accidents and 
disease, and, but probably to a lesser degree, 
behavior and social problems, are weather, 
soil, and terrain, Climate is complex. It is 

a summation of temperature, humidity, sun- 
shine, rainfall, snowfall, wind, and other fac- 
tors. It is more than weather ; it is weather 
over a long period and is a moving, shifting 
influence in the causation of accidents and 
illnesses. It is relatively easy to measure and 
count the elements of climate, but difficult to 
quantitate exactly the composite of those 
which make up the important causative fac- 
tors. Conditions in the physical environ- 
ment could be important in the high incidence 
of accidents and disease in a division sta- 
tioned in Southern Germany. These factors 
must be investigated further if preventive 
measures, adequate understanding, and ef- 
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fective treatment of individual cases are to 
result. 

The biologic environment is all important 
in the incidence of infectious disease. Perhaps 
the nature, importance, and medical effects 
of the biologic environment are generally 
known to physicians better than are those 
of physical and social environment. For ex- 
ample, the nature of an agent causing an in- 
fectious disease, such as the streptococcus or 
the influenza virus, would not be expected 
by physicians to vary much from unit to unit 
within the Seventh Army, On the other hand, 
the effects of the presence of the agent could 
vary. Physicians usually can foresee many 
of these effects. 

The social environment consists of those 
factors arising through man’s association 
with his fellows, or in other words, human 
ecology. Quantitative information concern- 
ing these factors is inadequate at present and 
probably will continue to be unless sociolo- 
gists can help us devise better methods of 
measuring and counting them. 

Did the numerous social environmental 
factors influence the actual and the reported 
incidence of disease and accidents in these 
units? For example, Division E had a 
venereal disease rate of 98.2 as compared 
with Seventh Army average of 76.9. te 
ever, while other units might not punis 
personnel acquiring venereal disease, che 
in Division E knew that they would not be 
punished. In view of this, were infected in- 
dividuals of Division E more apt and willing 
to report their infections at their dispensaries 
for treatment, instead of seeking anaa 
ized treatment elsewhere? Is it probable ; m 
the other units actually had less venereal dis 
ease? fe 

Cold injuries and accidents appear r 
influenced by the social environment. T 
dent and cold injury prevention prog 
of the command employ instruction, pen 
vision, the setting of example—all are < is 
which influenced the incidence rates. i 
interesting to note that the two infann 
visions having the highest cold injury a 
had combined higher than total eae e 
Army average rates in 3 of 6 of their ee e 
disease category figures, 12 of 16 mee 
behavior and social category figures, T d 
of 10 accident category figures (see ta 


1956] 


Although these divisions could have had 
more exposure to cold, do these findings sug- 
gest anything further to the physician con- 
cerning the community from which come the 
individuals prone to cold injury? Do they 
indicate that individual patients would be 
fewer, or less serious to treat, if command 
exercised more firm control over susceptible 
individuals and if, at the same time, they ex- 
tended deeper and greater understanding of 
individual human behavior ? 


SUMMARY AND CONCLUSIONS 


Epidemiological investigation of the several 
component major commands of Seventh 
Army reveals that during 1954: 

1. The incidence of infectious disease does 
mt appear to correlate with the incidence of 
behavior and social problems, or with ac- 
cidents, 

2, Commands having higher rates for 
slected behavior and social problems have 

d more accidents. 
: 3: Commands that utilized in a less than 
verage manner the available Mental Hy- 
sig Consultation Service had a lower than 
tghes Tate of “368-369” discharges, and a 

er incidence rate of disciplinary reports, 
i. Martial, and crimes and offenses, They 
had a higher than average incidence of 
Injuries, 
iei few final conclusions should be 
= tom a solely statistical study of only 
ion Year's experience, or too firm convic- 
S as to the factors that should be meas- 
tata e means we should utilize for 
aluation. There seem to be potentially 

my niques demonstrated which we 
Proba ject and improve by further study. 
these ee in the military service can 
and devel et and techniques be initiated 

Oped effectively and rapidly. 
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The effects of the community on the person 
and the person on the community can be 
more thoroughly understood and should be 
considered when the individual physician un- 
dertakes treatment of the individual patient, 
whether in his home, at the physician’s office, 
in dispensaries, or in hospitals. The average 
practicing physician should be able to count 
on those having the capabilities and oppor- 
tunities to develop the best possible tech- 
niques for aiding him along this line. How- 
ever, after such techniques are developed, can 
we expect expansion of the process to maxi- 
mum effectiveness in the military service and 
in the civilian practice of medicine? 

Every physician should make certain that 
the term “physician-patient” relationship 
takes full cognizance of the broader meaning 
just discussed. The illness of the community 
manifests itself in the form of the patients’ 
physical or mental disease, behavior or social 
problems, or in the occurrence of accidents. 
The physician should utilize all the available 
knowledge of community illness. In doing so, 
he should consider that the patient requires 
treatment because the community has failed 
to prevent his ill. If the physician can suc- 
ceed in these objectives each patient should 
return earlier and more effectively to a grati- 
fying and productive participation in the com- 
munity existence, Could a physician hope to 
achieve more? 
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PARATAXIC DISTORTION AND HISTORY TAKING: 
AN EXPERIMENTAL METHOD IN TEACHING 
JUNIOR MEDICAL STUDENTS ' 


IMOGENE S. YOUNG, M.S.W., ano NATHANIEL S. APTER, M.D. 
Crncaco, In. 


How can medical students be taught that 
they, themselves, significantly influence the 
histories they obtain from patients? How 
can we demonstrate that their intellectual and 
emotional investments in their patients lead 
to distorted views of both the patient and the 
important people in his life? How can we 
actually confront them with experiences that 
show that their devices to provide instructors 
with well-rounded presentations may signifi- 
cantly alter their own attitudes toward the 
patient and his relatives? How can we assist 
them in learning that the patient is frequently 
a poor observer of his own emotional reac- 
tions? These are but a few of the questions 
the instructor in psychiatry must deal with 
before providing a psychodynamic explana- 
tion of the patient's problems and a psycho- 
therapeutic plan based on this explanation, 
The questions we have raised focus atten- 
tion on the physician’s side of the doctor- 
patient relationship. They emphasize the 
history-taker’s propensity to develop paratax- 
ically distorted views of the patient. This 
Teport describes an experimental teaching 
technique, designed to point out how the 
doctor-patient relationship may lead to an 
irrational view of the patient by the junior 
medical student as a consequence of his feel- 
ings and lack of understanding of the under- 
lying psychopathology. 


TEACHING PROGRAM 


The Setting —At the University of Chi- 
cago, junior medical students, in groups of 3 
or 4, serve a 2-week clinical clerkship on the 
inpatient psychiatric service of a general 
hospital. Here they come in contact with all 
members of the psychiatric team. They first 
meet with the nurse in charge. She acquaints 
them with the physical and administrative as- 
pects of the ward, When they have become ac- 

2 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 
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customed to their new surroundings, the chief 
resident advises them of their clinical and 
academic responsibilities. He provides them 
with a bibliography as well as books, He 
introduces them to the patients they will be 
expected to examine and observe and ad- 
vises of the time when they must present 
findings on patients to senior staff members. 
The Psychiatric Social Worker —These 
workers participate actively in the teaching 
program. In addition to 4 scheduled meet- 
ings with the group, informal discussions are 
held throughout the 2 weeks’ clerkship. 
Emphasis is on the study of the patient in 
his constantly changing environment, and 
arrangements are made for the students to 
interview a person or persons significant to 
the patient to obtain supplementary and com- 
plementary observations on his family life 
and relationships. The student who has al- 
ready developed some strong impressions 
about his patient may then be confronted 
with somewhat different attitudes while 
speaking to the relative. He is often surp 
that the patient’s account of the family mem 
ber whom he is interviewing does not com- 
cide with his own observations. He is pet 
plexed by the conflicting views. __ ; 
In the study of the patient in his social 
milieu the student assumes temporarily the 
responsibility of the psychiatric social wo 
as well as the medical responsibility for the 
patient. To eliminate possible misconceptions 
we emphasize that the students are not aes 
trained to do social work or asked to identity 
with the psychiatric social worker. The p7 
sponsibility for involving the community 5 
the patient in diagnosis and treatment 1S o 
charge of the physician, and is delegated 
the psychiatric social worker in clinical ae 
practice. In practical work with patient) 
regardless of the specialty, all physicians i 
encounter urgent needs and disturbing © 
actions to illness in family members and af 
participation may be helpful in diagnosis 
therapy. 


This teaching method was extended to in- 
we the other 2 or 3 members of the student 
(The method was used with 
groups in 40 sessions over one 
‘One or more students not directly 
for the psychiatric history taking 
pnality evaluation of the patient were 
ted to interview a significant member of 
nily. They were then instructed to ob- 
mation regarding the family interre- 
to evaluate the personality of the 
providing this material. No attempt 
‘to restrain the various interviewers 
ssing their different reactions be- 
formal case presentation. Indeed, 
atric social worker asked questions 
stimulate such discussion. When 
group convened for presentation 
material to the senior psychiatrist, 
and attitudes that were shaped 
hal contacts with the patient or 
Aves were expressed with great per- 
nviction. A clinical prototype and a 
te participation of students follow. 


ICAT 
Y PROTOTYPE AND PARTICIPATION OF 


] 


“A” Teported on Mrs, “B,” a 32-year- 
a teletype Operator who was admitted 
following a second suicidal attempt. 
#8 previously she developed symptoms of 
lil ression but was able to continue 
‘illed Occupation. She had been engag- 
es involving an extramarital relation- 
x of her younger sister. A year 
these fantasies to her husband 
attempting suicide by taking a large 
mine sulfate, Following a short 
cal convulsions administered at a 
she Teturned to her husband. A 
‘Mr. ‘B” sold their suburban home 
es of his wife. She separated from 
apartment with an old girl friend. 
work, brooded about her difficul- 
ew from social relations. Numerous 
teconciliation during the year failed, 
on, the patient was found in a gas- 
She was brought to the hospital 
er husband had been notified 
» asserted that he was now cer- 
his wife to return to him. 
| described the patient’s clinical pic- 
Which Suggested that he was tend- 
the ressive components. He 
> self-evaluation of depreci- 
oe Sinfulness, and desire to die 
her former actions, He reported 
She expressed toward her hus- 
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band, namely, that she had been an unfaithful wife, 
unworthy of his love, and doubtful of being for- 
given, were appropriate to the real situation. He 
took great pains to describe her attractive physical 
appearance, He gratuitously commented that she 
reminded him of a woman whom he had known 
and disliked. He readily accepted the patient’s de- 
scription of the husband as a considerate and patient 
man. When inquiry was made concerning the pos- 
sibility of evidence for mixed feelings toward the 
husband, student “A” stated that as far as he could 
determine there was no justification for negative 
feelings. He casually commented, however, that Mrs. 
“B” had said that “he had taken away everything that 
meant anything to her in his life” when their house 
was sold. 

Students “Y” and “Z” had, in the meantime, in- 
terviewed Mr. “B.” They were unable to agree 
with student “A”’s appraisal of him as seen through 
the remarks of the patient. They had found him, 
at first, exceedingly controlled. He had spoken in 
a matter-of-fact way and denied that there had 
been major difficulties between his wife and him- 
self. They were, however, very much impressed 
with his statement characterizing his attitude about 
the shock treatment his wife had received. They 
felt that his comparison of the electroconvulsive 
measures to the flushing out of a carburetor in a 
car when it became clogged was somewhat cruel. 
They recalled that he had clenched his jaws and 
fists while talking about this. When they inquired 
further about the reasons for having sold their 
home, he eventually admitted that it was in part 
motivated by his desire to give his wife “a dirty 
dig.” By the time his student-colleagues had re- 
ported these findings, student “A” asserted that 
he could not understand how they could impugn the 
love of Mr. “B” for his wife. On the one hand, 
“A” held the view that the patient’s depressive re- 
action was her own doing, while “Y” and “Z” held 
an equally untenable view that the patient’s hus- 
band was the cause of the depression. 


The psychopathology of depressive reac- 
tions was discussed by the group. The rele- 
vance of earlier experiences and relationships 
to faulty emotional maturation and their re- 
activation by current interpersonal situations 
could be established more readily. The par- 
ticular psychodynamic constellations applica- 
ble to the patient were more easily demon- 
strable. The mutually dependent, highly 
ambivalent relationships of the couple were 
more understandable in terms of the social 
work data available. The patient’s limited 
productions associated with her clinical state 
did not provide current data for demonstra- 
tion. Eventually, work with the patient 
would reveal many of these explanations, but, 
by that time, the students would have moved 
on to another service. By confronting them 
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with the divergent attitudes they had ob- 
served in their personal contacts with differ- 
ent sides of the history, the clinical picture, 
its history and probable future development, 
and the rationale for a psychotherapeutic 
program were presented in a shorter time 
and with an intimate experience of personal 
involvement. 


DISCUSSION 


In deciding what areas of the psychiatric 
social worker’s core content contribute most 
to teaching medical students diagnostic meth- 
ods and psychodynamic formulations, it be- 
came increasingly clear that the skills and 
techniques adapted to the evaluation and 
treatment of the patient’s involved com- 
munity were most useful. The prevalence of 
irrational views of patients or the medical 
student’s parataxic distortions during history 
taking were more readily demonstrated if 


one student interviewed the patient and an- 
other the relative. Experiences with this 
experimental teaching plan for one year 
demonstrated that when a second inter- 
viewer’s social history data were available, 
participation of students increased, and the 
formulations provided by the senior psychi- 
atrist could, in part, be checked by other 
important data—the psychiatric social his- 
tory. Peer learning was richly stimulated 
by the medical students’ 2-week period in 
psychiatry. 


SUMMARY 


The participation of the psychiatric social 
worker in an experimental teaching method 
in which the specific skills of psychiatric 
social work are utilized is described. This 
method was used with 20 successive groups 
of students in 4o sessions over a I-year 
period. 


DIURNAL RHYTHM IN EPILEPSY 
MAX LEVIN, M. D., New Yorx Crry 


Gibbs and Gibbs(1) made EEG recordings 
of epileptics throughout the day and night 
and found that seizure discharges occur much 
more often during sleep. Moreover, during 
sleep “most of the seizure discharges ap- 
peared in the first twenty minutes of sleep 
or shortly before awakening.” What is the 
meaning of this fact, and how does it tie in 
with clinical experience? 

Studies of epilepsy show a striking diurnal 
thythm in the incidence of major fits, Two 
studies are remarkable in this respect. 

Echeverria(2) tabulated 14,982 diurnal fits 

of 214 patients and found them distributed 
as follows: (1) “Early in the morning and 
on arising” —5,130 fits; (2) from 6 a.m. to 
noon—7,503; (3) from noon to 6 p.m.— 
2153; (4) from 6 p.m. to bedtime—296. 
Thus diurnal fits occur most often soon after 
waking up and diminish in frequency as the 
day goes on. 
_Tabulating 2,988 nocturnal fits of 78 pa- 
tients, Echeverria found: (1) From 10 p.m. 
to 2a.m.—gz fits; (2) from 2 a.m. to 5 a.m. 
—2,896. Nocturnal fits thus show a huge 
preponderance in the second half of the 
night, 

Griffiths and Fox(3), in a tabulation of 
ja fits of 110 patients, found the great- 
eee in the hour 6-7 a.m., with a 
ea = from 3 a.m. to this peak and an 
a eee after 8 a.m. Their patients got 

:30 a.m. on the average. 

A more studies deal with smaller num- 
sie the findings are of interest, Lang- 
Datiente wn and Brain(4), in a study of 28 
aa who had their fits mainly by day, 
und the peak incidence in the hour 7-8 a.m 
in which hour th ce eee 
4 ur there occurred no less than 

376 of all the fits, 
hag a © in a study of 11 patients who 
Sin eir fits mainly by day, found the 
the ho and commonest peak from 6 to 7 a.m., 
of the ft in which his patients rose. Most 
afternoon occurred in the morning. In the 

there was a steady drop in fre- 
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quency, so that whereas 9.7% of all the fits 
occurred in the peak hour, 6 to 7 a.m., less 
than 0.5% occurred at the low point, 5 to 
6 p.m. 

These consolidated figures are impressive. 
Equally impressive are some individual cases. 
Every neurologist has seen cases of epilepsy 
in which fits occur only in the final hour or 
two of sleep, or only in the first 2 hours after 
waking in the morning. 

Why do fits occur most often in the hours 
just before and after waking? I shall try to 
show that the answer lies in the interplay of 
excitation and inhibition. 


THE INTERPLAY OF EXCITATION AND INHIBI- 
TION 


Pavlov’s work on cerebral inhibition il- 
luminates many problems in human physiol- 
ogy, especially in the field of sleep and nar- 
colepsy(6). It also has some bearing on 
epilepsy. 

The cerebral cortex is never static, for 
areas now quiescent may be in a state of ex- 
citation a moment hence, and vice versa. 
Pavlov compared the cortex to a mosaic, 
with areas of inhibition here and there sepa- 
rated by areas of excitation. Excitation and 
inhibition are always shifting around from 
area to area, in harmony with the adaptive 
needs of the moment. re 

Excitation and inhibition are antagonistic. 
They oppose each other, like opposing players 
in a football game who block each other. Of 
course, at the end of the day inhibition wins 
out and we fall asleep. In the inhibitory state, 
sleep, the cortex recovers from a day of 
excitation. 

The opposition of excitation and inhibition 
is seen best in narcolepsy, where the patient, 
in fighting off an impending sleep attack, may 
succeed in staying awake but will wind up 
with an attack of paralysis instead. When a 
man is falling asleep, inhibition is spreading 
over his cortex (irradiation), extending its 
sway over more and more territory. When 
he fights sleep off, he does so by striving to 
oppose the spread of inhibition. He brings 
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excitation into play; figuratively, and even 
literally, he “pinches” himself (disinhibi- 
tion). Inhibition is thereby blocked in its 
advance. Like a football player running with 
the ball who is deflected from his path by 
the approach of menacing tacklers, inhibition 
is deflected or shunted aside by excitations 
rising to oppose it. In this manner inhibition, 
which is on the verge of overrunning the 
cortex and causing sleep, may be shunted 
into motor areas, causing paralysis instead. 

A remarkable instance of shunting of in- 
hibition occurred in Cohen’s(7) second case. 
The patient, a narcoleptic, gave the following 
account of a paralytic attack; 

I think I could have stopped it in the first stages, 
but unfortunately I was stupid enough to concen- 
trate not on sitting still, but on trying not to spill 
the coffee from the cup I was holding, with the 


result that I kept the coffee quite safe, but slipped 
to the floor beside it. 


Here is shunting of inhibition from one cere- 
bral area to another, in this instance from 
centers for arm and hand to centers for 
trunk and lower limbs. 

Since inhibition can be shunted from one 
area to another, can excitation also be 
shunted? There is evidence to suggest that it 
can. MacCurdy(8), in describing the reac- 
tions of soldiers to their first experience of 
enemy fire at the front line, after noting that 
the commonest reaction is fear, said: “A 
less common reaction is that of excitement, 
accompanied even with a kind of spurious 
elation. The man has a tendency to make 
facetious remarks about the shells, to laugh 
at feeble witticisms, and very often he feels 
under considerable motor tension, there being 
a pressing desire to do something, to do it 
immediately and do it hard” (italics mine). 
This is a remarkable observation. When 
the soldier suppresses the impulse to run 
away from the battle line, excitation is 
shunted away from locomotor centers. This 
excitation does not simply evaporate into 
nothingness, and its persistence in motor 
centers may be inferred from the fact that he 
is aware of motor tension and of a “pressing 

desire to do something, to do it immediately 
and do it hard.” 

The bearing of this matter on epilepsy may 
now be considered. The suppression of an 
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impulse may provoke an epileptic fit. Here 
are two examples, 

Marsh(9) reported the case of a soldier 
who had his first fit when he was goaded to 
the breaking point by his superior, a sergeant, 
whom he wanted to beat up but did not dare. 

In Kupper’s(10) Case 1 the patient had 
his first fit while sitting at the breakfast table 
with his father. The mother was favoring the 
son by giving him more buns, and the father 
was furious and threatened violence. The 
patient got tense, saw a knife on the table, 
and fancied himself stabbing his father. He 
ran to the kitchen, clung to his mother in 
anxiety, and had a fit. ; 

In both of these cases the fit in question 
was the first. A lesson can be learned from 
the circumstances that evoke a seizure, but 
the lesson is doubly important when the 
seizure is the first. PEs 

Narcolepsy and epilepsy are physiological 
opposites, one being due to an excess of inhi- 
bition, the other to an excess of excitation. 
In narcolepsy the cerebral cortex 1s unduly 
‘“Gnhibitable,” unduly vulnerable to inhibi- 
tion, In epilepsy, on the other hand, the 
cortex, or, to be more exact, one small area 
of the cortex, is unduly excitable, being the 
seat of a discharging lesion, which can be 
set off or fired by appropriate stimuli, a 
narcolepsy, inhibition, blocked in its advance 
over the cortex, may be shunted into 4 cae 
ceptible area; this explains the paralytic E 
tack that may overtake the patient when 3° 
fights sleep off. The “corresponding oppe 
site” may happen in epilepsy: when, the A 
tient strives to suppress a powerful imp a 
such as the impulse to strike out 1m e i 
there again is shunting, but this time Fel 
shunting of excitation, which, blocked E 
one area, may be shunted to another F re 
setting off the discharging lesion that 
pens to be located there. 

We may now return to the problem o! 


; TOR a f jleptic 
diurnal variation in the incidence of ration 


cle. The 
e 


work the brain does by day when h 
awake, the expenditure of energy ae at 
stant excitation, gives rise to fatigue or and 
the end of the day inhibition takes i es 
we fall asleep. During sleep the bi 
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covers, and excitation renews its strength 
until finally it dissipates the inhibitory state 
(sleep) and we wake up. The great daily 
cycle is like a ferris wheel, with excitation 
and inhibition at opposite poles. The peak 
in the incidence of fits in the hours just be- 
fore and just after waking is due to the fact 
that excitation is at flood tide while inhibition 
is at ebb tide. 

In the light of this discussion one marvels 
ata remark made by the patient in Kupper’s 
(10) Case 1, a man whose fits occurred only 
in the morning before breafast. He said his 
fits came from “too much sleep.” If a man 
who had most of his fits just before and 
after waking could get a job on the night 
shift, from midnight to 8 a.m., it would be a 
good idea to make an experiment and divide 
his sleep into 2 periods, from 7 to II p.m. 
and from 9 a.m. till afternoon; this would 
lessen the hazard of “too much sleep.” 

It is clear why patients have fewer fits 
when they are busy. In epileptic colonies 
there are more fits on Sundays, when patients 
ate relatively idle. The work they do week- 
alia an “outlet” for excitation, a safety 


There is one discordant fact to be con- 


sidered. There are a few cases in which the 
fits occur mostly, or even only, in the early 
rather than the late hours of sleep. (And, 
too, Gibbs and Gibbs found an increased fre- 
quency of seizure discharges in the first 20 
minutes of sleep.) These cases run against 
the common tendency and should, I believe, 
be looked upon as a special group. Further 
study will be necessary to clarify the factors 
that set this group apart from the rest. 
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A COMMENT ON INSULIN COMA THERAPY IN SCHIZOPHRENIA 
DAVID N. PARFITT, M.D., M.R.C.P., D. P. M.,2 Dorset, ENGLAND 


Side by side with optimistic claims doubts 
are expressed continually concerning the 
efficacy of insulin coma treatment for schizo- 
phrenia, and the same doubts recur concern- 
ing every other form of treatment for this 
disease. With clearer concepts, earlier and 
milder cases of schizophrenia are being di- 
agnosed and there are linked schizoid and 
schizophreniform illnesses, all of which re- 
spond better to treatment. But this advance 
has produced another effect : the total picture 
of schizophrenia is now less sombre, there 
are lights in the shadows, and there is a 
tendency to think that the core of incurable 
disease which fills the mental hospitals is 

somehow not quite so real, when, in fact, the 

reduction in this core has been painfully 
limited. 

In many schizoid and schizophreniform ill- 
nesses, and, if there are schizophrenias rather 
than schizophrenia, in many schizophrenic 
illnesses as well, probably psychological fac- 
tors are more important than physical ones ; 
and anyone who treats schizophrenics must 
be certain that an understanding, psycho- 
therapeutic attitude is the one about the value 
of which there can\be no doubt. Neverthe- 
less the patients who make up the majority 
of those once diagnosed as dementia praecox 
do give an almost inescapable impression of 
organic damage, and the clear demonstra- 
tion of the specific kind of mental defect 
which is an end result of the fully developed 
disease supports this view(4, 9, 14, 23, 25). 
The earliest, sound treatment practiced in 
mental hospitals for the severer forms of 
schizophrenia was care and custodianship 
until the disease burnt out, and then rehabili- 
tation. Even if organic pathology as ordi- 
narily understood is not accepted, then a 

constitutional defect in the ability to answer 
environmental demands or to survive stress 
is often postulated(2, 5, and, of course, 
Sigmund Freud and Adolf Meyer), and the 
constitutional factor has been powerfully 
supported by Kallmann’s genetical studies, 
Understanding the problems involved is 
hampered by the fact that brain pathology 
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can be devastating in the absence of micro- 
scopically demonstrable changes(1, 17). 
Recently I had the opportunity to review 
Miskolezy’s suggestion that schizophrenia 
affects those parts of the brain which are 
particularly human; and drawing upon the 
work of Gellhorn regarding the hypothala- 
mus, of Penfield and Jasper regarding the 
temporal lobes, and of Halstead regarding 
the frontal brain, together with the work of 
many others, I suggested that schizophrenia 
is a phylogenetically and ontogenetically de- 
termined disease process which throws te- 
gions of the brain into disorder, and then 
out of action, and spreads usually from the 
frontal poles backward, although it may start 
in the temporal lobes or in the hypothalamus; 
it spreads in tidal fashion with periodic re- 
cessions, during any one of which the disease 
may become arrested(19). Le Gros Clark 
reviewed the evidence which showed that the 
lateral and posterior nuclei of, the hypo- 
thalamus have developed throughout the 
mammalian series pari passu with the neo- 
cortex, both reaching the highest develop- 
ment in man. Mins 
This conception, that schizophrenia gives 
rise to 2 kinds of symptoms—those assoc- 
ated with disordered brain function, pa- 
raesthesiae” of the mind, such as flickering 
confusion of thought, active hati 
rather than hallucinatory memories, aa 
pothalamic and especially autonomic ¢ ei 
and those due to abrogation of function, be 
able degrees of defect in the frontal pe 
temporal lobes and in the hypotkalamn a 
helps considerably to explain the ry 
tory reports on methods of treatmen a 
especially the relatively slight lee T 
gained with insulin coma therapy ( i Ei 
It is as if the brain, in a manner ana er 
to a disordered cybernetic system (27); 8i ; 
on cutting out circuit after circuit on 2 
State is reached at which harmonious E iy 
tium is possible. The evidence collec eee! 
Gellhorn suggests that EST, and age 
fever, tend to right the pathological p: 
although often only temporarily, but iher 
here more concerned with insulin coma 5p 
apy, which reduces brain metabolism oat 
with which there is reasonable evidence 


l 
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the benefits may arise from a hastening of 
the process of complete loss of function in 
limited areas of the brain. It is well estab- 
lished that the removal of disordered brain 
tissue produces stabilization and opportuni- 
ties for clinical improvement (11, 12, 21, 26), 
which may be explained along holistic lines. 
As long ago as 1939, Wortis and Lambert 
made it clear that the best insulin coma re- 
sults were those associated with the danger- 
ous, irreversible comas, and a study of their 
report makes it clear that improvement is 
roughly proportional to the depth and dura- 
tion of the irreversible coma. Revitch is the 
most recent to draw attention again to the 
same phenomenon. I have compared the ef- 
fects of irreversible comas due to islet-cell 
adenomata developing in otherwise healthy 
Persons with those developing in schizo- 
phrenics during insulin coma treatment(20). 
No one who suffered the experience due to 
islet-cell adenoma was ever improved in any 
way and, because of the uncontrolled nature 
of the hypoglycaemia, deaths and paralyses 
Were common, On the other hand, because 
of the exceptional care taken during insulin 
Kid treatment, these serious accidents are 
amost negligible, but a severe, life-threaten- 
ng Coma, which develops with such surpris- 
oe as to suggest a special vulnerability, 
a monly followed by a typical picture of 
Fe organic clouding, and in proportion 
ect done there is clinical improve- 
ie can certainly be most easily un- 
Sa in terms of physiological rather 
shysiole ‘ae lobotomy and generally this 
P: gical lobotomy is of a better quality. 

is ggest that treatment might be based on 
apy eae that electroconvulsive ther- 
with relies Sting first line of attack, together 
and that 4 Tom stress and psychotherapy ; 
fein insulin therapy should be reserved 
who are deteriorating and perse- 

with only if a degree of clouding can 
i ea after the termination of coma; 
Progress Ear only if there is evidence that 
Physiological ng made toward the minimum 
d ‘ lobotomy which the malady is 
ate Sires” If comas designed to this end 
ʻi og terminated by intravenous sugar, 

f Ould not be as great as for pre- 
tehette Cony and the results may easily 
dude a urther safety measures would in- 
it prog gastric saline drip when the coma is 
Pect, and the availability of cortisone 
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(3). The aim is to produce a quiescent phase 
as quickly as possible with progressive re- 
habilitation in mind; and in resistive cases 
the sensitivity of the brain might be increased 
by withholding sodium or potassium ions or 
vitamins(18). It is always possible that new 
methods, such as the one suggested by Fry 
(6), might facilitate this bloodless operation. 
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CHEMOTHERAPEUTIC TRIALS IN PSYCHOSIS: I 


FRENQUEL AND PILOCARPINE 


WILLIAM J. TURNER, M.D., ano SIDNEY MERLIS, M.D. 
Centrar Isur, N, Y. 


Following the announcements by Fabing 
(1) and by Himwich(2) of the efficacy of 
Frenquel in the relief of hallucinations of 
schizophrenics and of those due to LSD-25 
in normal subjects, a trial of this new agent 
was begun at Central Islip State Hospital. 

First, 12 women were chosen as subjects, 
all on a moderately disturbed ward. Each 
had been in the hospital more than 2 years, 
most for more than Io years, the duration of 
the psychosis ranging from 4 to 25 years. 
The age of onset of the first psychosis varied 
from 15 to 33 years; the ages of the patients 
at the time of this trial ranged from 28 to 50 
years. All were schizophrenics. With little 
variation it could be said that all were con- 
tinually disturbed, hallucinating and delu- 
sional, destructive, assaulting other patients 
who approached. While 3 were soilers and 
wetters during the daytime, and required re- 
straint on the ward, most patients usually 
slept well at night. They ate reasonably well, 
although some had to be spoon-fed now and 
then. 


Each of these patients had had chlorpro- 
mazine or reserpine or both between Novem- 
ber 1954 and January 1955. These medica- 
tions had been discontinued because of skin 
eruption(1), ankle edema(r), increasingly 
violent behavior(4), refusal of medication 
(1), or failure to respond to maximum dose 
(5). Each had been seen several times by 
one of us in trials of other medications and in 
efforts to establish a psychotherapeutic Tap- 
port which would have led into another 
branch of our investigations in schizophrenia. 

These patients were continually under the 
care of one of our colleagues who, for vari- 
ous reasons, had not given ECT to any of 
these patients for weeks prior to the trial of 
Frenquel. This was not in anticipation of 
the trial of Frenquel but completely inde- 

pendent thereof, as this particular trial had 
not been under consideration in this ward. 


1 From the Research Division, Central Islip State 
Hospital, Central Islip, N. Y. 
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Each of these patients was seen at least 
once a week by one of us but there was no 
attempt at any intensive contact with any 
patient. 

Medication was started at 40 mg, t.i.d. on 
June 1, 1955. On June 20, 1955, no signifi- 
cant change had occurred in any subject; in- 
deed the nurses reported that 2 of the pa- 
tients were worse. Medication was then in- 
creased to 80 mg. t.i.d. 

No changes were seen in any of these 
patients until the conclusion of this trial on 
July 1, 1955. Minor variations which did 
occur were of such degree and nature as had 
occurred in these patients in the past. Cer- 
tainly there was no evidence of diminution 
of hallucinations or of responses to or acting 
out of hallucinations or delusions which the 
patients experienced. 

Second, a group of 5 schizophrenic women 
were selected on fairly quiet wards. These 
had been in the hospital from 6 to 4 years. 
All were younger than those in the first 
group. None had had a long term of treat- 
ment with chlorpromazine or reserpine, al- 
though they may have had occasional doses 
of these medications. All were delusional and 
hallucinating. They were given 320 mg. © 
Frenquel daily for 1 week. No changes 17 
their behavior were observed and there was 
no alteration described by the patients. 

Third, one of us (S.M.) ema: 
Frenquel 80 mg. t.i.d. to 2 alcoholics and 7 
borderline noninstitutionalized subjects are 
his private practice, Most of them voluntary 
stopped taking the medication after @ ao 
days, saying that it had no effect; 2 PSY’ z 
neurotics and 2 alcoholics continued for 
week, but described no effect of any pet 

Pilocarpine-—This drug has been pres 
by one of us (W.J.T.) to have a blocking 
action on LSD-25 and on hyoscine a) 
Siamese fighting fish (Betta splendens) ia 
This blocking action is evident only etle 
dosage levels but it was felt worth 
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sme therapeutic value in schizophrenia. 
Preliminary experiments with several 
groups of subjects had revealed that it could 
= besafely administered up to 10 mg. t.i.d., a 
dosage level only slightly greater than that 
wed by Furstenberg(4). At this level, for 


to explore the possibility that it might have 


1 month, the 12 subjects to whom Frenquel 
fad been administered were treated with 
pilocarpine. Aside from a gain in weight of 
Tio 4 pounds in all subjects, no significant 
dange occurred in any one. The nurses and 
attendants did report minor alterations sug- 
sStive of improvement, but they were so 
slight as to carry little weight. 

d, 7 men and 6 women between the 
ages of 31 and 45, hospitalized for the most 
att since 1950 and all having been ill for at 
kast 10 years, were selected. All were hal- 

and all but 3 were on acutely dis- 
_ fturbed wards, The 3 exceptions had been re- 
ently admitted. 
ase subjects received 10 mg. of pilo- 
Carpine tid. for periods up to 8 weeks. With 
Me Possible exception, no subject showed 
=y change which we could relate to the pilo- 
o apine, This was a 31-year-old white 
woman who had been on an acutely disturbed 
a several years following a lobotomy 
Ss at no time during this period had 
thout restraint. Large doses of chlor- 
tempts ne had had no effect on her. At- 
to interview her had resulted in wild 


screaming and wild laughter with violent 
pacing and stamping, About 3 weeks after 
pilocarpine was started she became quieter 
and for the last 2 weeks of the medication 
she was out of restraint and was very pleased 
with herself and her progress. Inasmuch as 
we had not been able to establish a sufficient 
rapport with this patient to determine 
whether other factors than the medication 
would have brought about this change, we are 
unable to account for it. 


SUMMARY 


In our experience, Frenquel up to 80 mg. 
t.i.d. had no effect on 17 schizophrenic pa- 
tients, 2 alcoholics, and 7 psychoneurotic sub- 
jects. 

i A trial of pilocarpine at 10 mg. t.i.d. also 
proved to be without effect on 26 out of 27 
subjects. 


BIBLIOGRAPHY 


1a. Fabing, H. D. Neurology, §: 319, 1955. 

1b. Fabing, H. D., and Hawkins, J. R. A Year's 
experience with Frenquel in clinical and experi- 
mental schizophrenic See Read before Soc. 
Biol. Psychiat., Chicago, June 12, 1955. 

2. Himwich, H. Effects of Frenquel on disturbed 
patients with long histories of hospitalization. Read 
at A.P.A. Reg. Res. Conf., Omaha, Neb., April 23, 
1955. 
gi Turner, Wm. J. Dis. Nerv. Syst, 17:193, 

une 1956. 
i 4. PAE A A. C. Trans. Am. Laryng. Otol. 
Soc., 49 : 48, June 1944. 


MENTAL HOSPITALS WITH OPEN DOORS 
JOHN A. KOLTES, M.D. 2 Pumapeenia, Pa. 


The policy of operating a mental hospital 
with open doors has existed in some British 
hospitals for a good number of years; it has 
been an integral part of the therapeutic pro- 
gram(1) just as the somatic and other thera- 
pies have been. This paper is a description 
of the methods of operation of 3 mental 
hospitals that have open door programs— 
the Warlingham Park Hospital, Warlingham, 
Surrey; the Netherne Hospital, Coulsdon, 
Surrey; and the Dingleton Hospital(2), 

Melrose, Scotland. 

The 1,000-bed Warlingham Park Hospital 
is located in a suburban community 15 miles 
south of London. The entrance gate is at- 
tended by a porter who inquires the business 
of all visitors and directs them to their re- 
quested location. A visitor interested in the 
operation of the hospital is escorted about by 
a patient-guide who is able to answer ques- 
tions. The guides have free access to the 
entire hospital, They are well versed in the 
details of the administrative problems, the 
general nursing problems, and the patient 
problems. Although they are instructed in 
these details by the staff, there is no stereo- 
typy in their conversation. 

Within the first 24 hours after admission 
the new patient receives a personal letter from 
the superintendent and a booklet descrip- 
tive of the hospital program. Once a week 
all patients admitted the previous week meet 
with the physician-superintendent, the chief 
nurse, the chief male nurse, and the business 
manager. The patients are given an oppor- 
tunity to discuss their impressions of the 
hospital and are invited to raise any question 
they wish. They are shown a film dealing 
with mental health and are served tea. An 

atmosphere of informality and friendliness 
pervades the meeting. Patients are encour- 
aged to think of the hospital as their hospital 
and are invited to make suggestions for im- 


t Clinical Director, Eastern Pennsylvania Psy- 
chiatric Institute, Philadelphia, Pa. 

2 The author is indebted to Superintendents T. P, 
Rees, R. K. Freudenberg and G. M. Bell for per- 
mitting him to observe and evaluate the administra- 
tive and clinical programs of their hospitals. 
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proving its operation and its service to both 
patients and community. 

The admission service is located in 2 un- 
locked cottages near the front gate. All new 
admissions go there with the exception of 
some senile patients and those being read- 
mitted. Included in the buildings, one for 
men and one for women, is a first-floor ward 
of to beds and a day room attractively fur- 
nished with rugs, curtains, fresh paint, and 
flowers. The second floor also has several 
single rooms for patients and a 10-bed ward. 
These buildings are used for the somatic 
therapies. The deep-insulin unit is located 
here. The beds are used for double duty, 
serving as sleeping quarters at night and as 
insulin beds during morning treatment hours. 
The patients live as a group in that they te 
main together (although they are free to mix 
with the other patients and have full access 
to the entire hospital), have treatment to- 
gether, clean the ward together after the 
daily insulin treatment, and attend gf oup 
psychotherapy sessions, In the latter, på 
tients are grouped according to illness type. 

Other services in the hospital include @ 
unit for alcoholics(5) with approximat y 
20 beds for men and women. These ee 
locked wards where the patients are a 
to come and go within the hospital ha f 
There is a daily group therapy meeting M 
by the patients with one of the patients oa 
ing as group leader. There are also a k 
therapeutic conferences held by the ne 
member responsible for the unit, plus 4 he 
participation in the AA organization. i 
alcoholic unit is active psychotherapen 
and in the social life of the hospita. 
staff feels that the espirit de corps eee 
group is one of the strong motivating paring 
for favorable treatment results. The F oi 
of experiences, the discussion Of Pate 
feelings, the opportunity to aid other P ; 
either alcoholic or in other sections the ab- 
hospital, the permissive atmosphere « oni 
sence of rigid regulations and restric aa 
tend to have a positive therapeutic which is 

There is a habit training group 


gperated by a nurse and several assistants. It 
6 designed for the improvement of patients 
are constant soilers. They regularly 
na number of patients, especially those 
om the chronic wards, in bowel and bladder 

trol by a system of rewards for non- 


g-term patients are treated by group 
hotherapy meetings and by all of the 
ted physical and chemical techniques 
2 ently in use. There is also a group ther- 
meeting once weekly with patients from 
he disturbed wards. Men and women from 
i: service are invited to attend a meeting 
din the hospital library, 
in the grounds of the hospital a unit 
ly used as an isolation area for in- 
lis diseases has been converted to a 
n for the treatment of severe neuroses, 
and women are admitted from the out- 


t e and hospitalized for a fixed 
od o 


© is a weekly discussion group with 
food service personnel. A volunteer from 
Ward meets with the dietitian and the 
Sook and discusses the food service on 
Particular wards for the previous week. 
atmosphere is generally constructive and 
uality, quantity, variety, and 
all discussed. 
+ are also social clubs for the aged, 
ital magazine edited and published by 
» and a “Good Companions Club” 
Organizes Social, recreational, and 
S Activities. 
l Occupational therapy unit has devel- 
& new idea which has proved to be very 
.. The department performs the 
In Vities common to occupational ther- 
addition it has inaugurated a pro- 
p hich disturbed men work in the 
P with quiet or convalescent women 
= Versa. This has proved to be a very 
p a of helping disturbed pa- 
` terestingly, there has been excellent 
E from the group of patients who 
e disturbed patients in their shop. 
E en no indication of a deleterious 
4 m, and there has been a definite 
“ment in the disturbed group. 
E etherne Hospital, located near 


4 Stic. 
ideas are 
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London, has essentially the same program 
as the Warlingham Park Hospital except 
that it has retained 2 closed wards, one for 
men and one for women. The staff believes 
that some patients derive therapeutic value 
from closed ward care. That this is a debat- 
able point can be seen from the fact that 2 
hospitals operating on essentially similar 
principles differ in the question of total free- 
dom versus limited freedom. One staff 
argues that the presence of any closed wards 
is a threat to the patients, that they react 
to it as punishment if they are transferred 
there and that they feel that the doctor is 
assuming too much authority if he transfers 
a patient to a closed section. The other staff 
feels that the patients with severe anxiety, 
panic reactions, or aggressive impulses react 
better in a closed ward, that they receive 
sedative value from the ward and that it is 
especially helpful to the patient struggling 
with impaired reality perception. 

The admission section of the Netherne 
Hospital is a group of 1-story cottages. The 
unit receives all new patients and also con- 
tains the insulin coma therapy department. 
There is free access throughout the entire 
area by a series of connecting corridors. Al- 
though the patients with psychoses are 
bedded in one section they can freely mix 
with the patients in the section for the neu- 
roses, These 2 groups share a common recre- 
ation and occupational therapy building al- 
though the psychotic groups use it only under 
controlled conditions. The admission section 
of the hospital has been made especially at- 
tractive. There are rugs on the floor, fresh 
paint on the walls, plants and flowers about, 
pictures, mirrors and comfortable furniture. 
The windows are not barred or screened, and 
there is no fence around the property. 

There are 2,000 patients in the hospital; 
25% are over 65 years of age. The annual 
admission rate is between 1,400 and 1,600. 

A recent survey of 1,400 admissions indicated 
that only 69 patients remained of this group 
at the end of 5 years. 

There are 14 doctors and 400 nurses on the 
staff. Four of the doctors are analytically 
trained. Of the nurses, 100 are students ; the 
remainder are qualified psychiatric nurses. 
There are 40 attendants or similarly experi- 
enced personnel. 
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The closed wards house the most re- 
gressed, chronically ill patients as a rule, al- 
though they are available for the use of any 
patient who needs them. About 150 to 200 
patients are bedded there. Not more than 
50 remain there full time, the majority leav- 
ing the ward for the various occupational and 
recreational activities throughout the day. 

The experiences of the Dingleton Hospital 

are similar, It is a 418-bed institution near 
Edinburgh. The staff has had a resocializa- 
tion program and a totally open hospital for 
6 years. Their program and admission rate 
compare with the other hospitals. They an- 
nually admit about 400 patients into 30 or 
35 beds, the remainder of the beds being 
occupied by patients with chronic illness. 
The superintendent and staff have made a 
concerted effort to cover over the dull grays 
and browns of the older hospital buildings 
with cheerful greens and yellows. There is 
an atmosphere of friendliness, of under- 
standing, and of restfulness about the hospi- 
tal. There is no feeling of anxiety or tension 
or urgency that one might expect in a mental 
hospital that is entirely open. 


Discussion 


The open-door policy developed as a result 
of experimentation based on the assumption 
that patients in mental hospitals have differ- 
ent needs than those in general hospitals 
and that staff attitudes and methods of ad- 
ministration in the one do not necessarily 
apply to the other(4). The doctor’s biologi- 
cal orientation and the authoritarian role 
vested in him by society (so vital to the treat- 
ment of physically ill patients in general 
hospitals) are being re-examined for their 
relevancy to the problems of patients in 
mental hospitals. The staffs believe that 
mental patients suffer from feelings of in- 
feriority and isolation and that seclusion, 
closed doors and submission to strict routine 
tend to inhibit recovery from these feelings. 

Patients are encouraged to take the atti- 
tude that maximum benefit of hospitalization 
can be achieved when they feel that the 
hospital is theirs and that they will get better 
faster and less painfully with this orienta- 
tion. Once this has been achieved the be- 
havior of the patients improves. As a result, 


MENTAL HOSPITALS WITH OPEN DOORS 


(Sept. 


less security is needed and the opening of the 
wards and halls follows as a matter of course. 
It has been the experience of these hospitals 
that wards can be opened only as the patients 
gain this attitude toward the hospital. Two 
of the three hospitals have opened the wards 
housing even the most chronic patients. 

In order to effect this patient attitude to- 
ward the hospital several steps have been 
taken, First, as the basis of all operations an 
intensive group therapy program (1) is insti- 
tuted throughout all of the wards so that 
everyone has an opportunity to discuss his 
own case. All problems are referred to the 
group therapy sessions and patients are €x- 
pected to discuss them at that time rather 
than individually with the nurse or other pa- 
tients, or worse, not at all. Full participation 
and self-expression are encouraged. Aims 
of such a program are toward re-education 
and resocialization. The desire of the staff is 
to regulate the hospital community so that 
it corresponds as nearly as possible to a nor- 
mal community and at the same time provide 
a milieu in which a patient may find a non- 
threatening, constructive environment ac- 
cording to his needs. The program 1s grad 
so that the more regressed patients have 
opportunity to participate at the level whi A 
they can handle. Regardless of the degree Š 
regression, everyone is invited to participa 
and a visitor can feel the esprit de corps, per 
sense an attitude of progress in the haa aff 
by talking with the patients and the $ s 
Secondly, patients are given constructive m 
tivity in which they have a vital interest . 
in which they feel their work has value e 
is not exploited. Work in hospital shops 2°” 
attending social functions take on & new per 
spective for them. gas 

Third, the staffs have assumed a pre 
thoritative role in the everyday life © 
hospital and allow patients to have a life 
voice in the management of the war a 
than formerly. This position is based on 
interpretation of personality dynamics. rift 

It has been the experience of the me 
tendents that they were the ones ae ae 
duced the policy and that the staff di eer 
quest it initially. In some instance 
was opposition to this philosophy- dificult 
on a ward containing the most her fear 
women in one hospital expressed 
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that the aggressive patients would injure 
other patients, that they would run away, and 
that she would have no control over the ward. 
Initially some of her fears were realized, 
patients did assault one another, some ran 
away, and she had less control for a while. 
But after a year of operation with the new 
policies including an unlocked ward, she in- 
dicated that she would never wish to see a 
return to the locked security system. Instead 
of being constantly bombarded by patients’ 
fequests for transfer, chance to see the doc- 
tor, or to be discharged, she found that 
complaints subsided and that not infrequently 
she spent as much time encouraging patients 
to make use of their time and opportunity to 
away from the ward as she had previously 
in trying to answer the many questions and 
complaints. In the words of the superin- 
tendent of the Dingleton Hospital : 
bone the doors one is not entering an era 
Giese cult administration ; one is sailing from 
ito the a seas of strife, suspicion and distrust 
r im waters of friendliness, confidence, and 
abounding hope for the future, where every 


tingle member of the staff finds it infinitely easier 
t0 perform his or her duty. if 


i the hospital has become only one 
in the total treatment program. Con- 
he the patient does not begin and end 


With admission and discharge. Although all 


the hospitals have large admission rates they 
also provide an outpatient service to the 
community which they serve. They feel that 
the best method of treatment of mental pa- 
tients is on an outpatient basis whenever pos- 
sible and that an inpatient service is a stop- 
gap until the patient is well enough to func- 
tion again in his community. At Warlingham 
Park Hospital, for example, the staff spends 
a total of 49 half-days a week at the outpa- 
tient clinics operated in the general hospitals 
of the area. Staffs of the Netherne Hospital 
and the Dingleton Hospital do the same thing 
in the general hospitals of their areas. Since 
emphasis on hospital practice and hospital 
identification is much stronger in England 
than in this country there is little conflict 
with men in private practice and as a result 
the staff has an excellent opportunity to pro- 
vide their respective communities with a total 
psychiatric program. 
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CLINICAL NOTES 


A CONTROLLED CLINICAL PSYCHIATRIC STUDY OF THE DRUG 
CHLORPROMAZINE 
JAMES J. GIBBS, Major, M. C BERNARD WILKENS, Ist Lr, M.C.,? 


anp CARL G. LAUTERBACH, Carr., M. S.C. 
Fort BENNING, Ga. 


The aim of this study was to evaluate by 
objective means the relative effectiveness of 
psychiatric treatment with and without the 
adjunctive use of chlorpromazine. An addi- 
tional purpose was to investigate the effects 
of variations in the oral dosage of the drug 
from a low to a moderate range. 

A total of 39, 24 male and 15 female, 
psychiatric inpatients and outpatients, vary- 
ing in diagnoses from moderately severe 
neurotics to incipient and acute psychotics, 
were each assigned, by an unbiased, alternat- 
ing method, to 1 of 3 treatment groups. All 
patients suspected of having organic brain 
pathology or diagnosed as character and be- 
havior disorders were excluded. It was also 
necessary to exclude some psychotic patients 
who were too acutely agitated or unmanage- 
able to be held at this hospital for a prolonged 
period, Of the 39 patients, 27 were diag- 
nosed psychoneurotic and the remaining 12 
psychotic. 

Group I, Group II, and the Control Group 
consisted of 13, 12, and 14 patients respec- 
tively. Group I received low daily dosages 
(75-125 mg.) of chlorpromazine orally and 
one weekly psychotherapy session for 6 
weeks. Group II received the same treatment 
except that they received moderate oral daily 
dosages (150-450 mg.) of chlorpromazine. 
The Control Group received the same treat- 
ment as the other 2 groups, except that they 
received placebo tablets daily instead of 
chlorpromazine. 


1 Now at the Office of the Surgeon General, Psy- 
chiatry and Neurology Consultants Division, 
Washington, D. C. 

2 Now at the New York Psychiatric Institute, 
Columbia Presbyterian Medical Center, New York, 
N. Y 


oF rom the Mental Hygiene Consultation Service 
and the Neuropsychiatric Service of the U. S. Army 
Hospital, Fort Benning, Ga. 


254 


All patients were evaluated before and 
after treatment through the use of the Mala- 
mund Psychiatric Rating Scale, the Wechs- 
ler-Bellevue Adult Intelligence Scale, and the 
Minnesota Multiphasic Personality Inven- 
tory. These 3 instruments provided 18 ob- 
jective criterion variables upon which the 
groups were compared. 

Two psychiatrists independently per- 
formed the rating of each patient on the 
Malamund Scale. The total raw score wes 
used as a quantitative index of the Ges 
of psychopathology. Each patient receiv : 
on a random basis either Form I or Form I 
of the Wechsler-Bellevue Scale prior to treat- 
ment. Following treatment, each patient we 
given the alternative form which he had ca 
received initially. Three measures were Fe 
tained from this Intelligence Scale: the 
Verbal Scale IQ, the Performance Scale 
IQ, and the Full Scale IQ. The group fori 
of the MMPI was used and it supplied 13 0 
the 18 criterion variables, including the 9 
conventional scales, the 3 validity scales, rae 
Meeh’s index of signs of subclinical schiz 
phrenia. y 

It was not expected that all 18 variables 
would necessarily reflect improvement. E 
“character” scales of the MMPI, ae ; 
ample, were not expected to reflect mu fe 
any, gain as a result of the various treatm 
procedures, 

The reliability coefficient fo 
ratings of the 2 psychiatrists was 0.60. pa 
this was not sufficient agreement to ee 
pooling the ratings, those of each psy© were’ 
were treated as separate criterion 2 wility 
in all analysis of these data. The T ET e 
of the 2 raters rose to 0.80 in their fina! P 
treatment ratings. 5 

The ian and means of the 3 ae 
did not differ initially to a statistically 5 


r the initial 
Since 


cant extent upon any of the 18 criterion vari- 
ables, indicating that, in respect to these 
Variables they were comparable groups prior 
fo treatment. While it is impracticable to 
test statistically the significance of the diag- 
Mostic and sex differences between the 


groups, Group II did show higher percent- 
"ages of psychotics and males than the other 
two groups, which were closely comparable in 
these respects, 
All 3 groups tended to obtain gain scores 
“(the difference between pre- and post-treat- 
ment scores) in the direction of improvement 
“SM nearly all the criterion measures, How- 
ter, t tests of the mean gains of each group 
‘Fevealed that many of these gains did not 
differ significantly from zero improvement, 
“toup I had the highest percentage of cases 
wing a “marked” degree of rated im- 


ovement 

higher 
AAT groups, This was so whether percent- 
i improvement 
Group was the 
A one to show statistically significant im- 
Q scores following treatment. 
ently showed significant im- 
e least number of variables. 


ver, only on one measure, the ratings 


Yelono] 1 has bee 
S of certain 
Teason it was 


n found to antagonize 
hallucinogenic drugs, 
Schr, decided to investigate 
fs panic schizophrenics whose de- 
e hallucinations were quite marked, 
Byers. emale schizophrenic patients, 
age, was chosen for this study, 

3 een continuously hospitalized 
i 4 Years, although only 8 patients 


_ the hospital for less than 5 years; 


ier the n35 Supplied by Wm. S. Merrell 


me of F renquel, 
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of one of the psychiatrists, was the difference 
in improvement between the groups signifi- 

cant at even the 5% level of confidence : 
Group I improved significantly more than 
the Control Group according to Rater “A.” 

Of the 18 measures employed, only the 
psychiatric rating measure and the Hypo- 
chondriasis, Psychasthenia, and Schizo- 
phrenia Scales of the MMPI showed sig- 
nificant improvement for as many as 2 of the 
3 treatment groups. 

No general pattern of relationship between 
the degree of rated improvement and diag- 
nosis was detected, aside from the clinical ob- 
servations that the few depressed cases gen- 
erally responded poorly to any treatment, and 
that the acutely anxious patients in the chlor- 
promazine group were able to relate more 
easily in psychotherapy. 

Interpretation of results varied slightly, 
depending upon which particular variable 
was considered. In general, there was little 
evidence to indicate, by either objective psy- 
chiatric ratings or the psychological tests, that 
the 2 groups receiving chlorpromazine com- 
bined with psychotherapy improved signifi- 
cantly more than the Control Group. It is 
important to emphasize that the groups re- 
ceiving chlorpromazine were administered 
the drug orally and within a dosage range 
of 75 to 450 mg. for a limited period of 6 
weeks. 


AZACYCLONOL (FRENQUEL) IN THE TREATMENT OF 
CHRONIC SCHIZOPHRENICS 


JOSEPH A. BARSA, M.D., anp NATHAN S. KLINE, M.D. 
OranceBuRG, N. Y. 


31 were diagnosed as catatonic, 17 as para- 
noid, 4 hebephrenic, and 8 mixed type. 

The patients were divided into 2 groups 
of 30; one was given 40 mg. azacyclonol 
twice a day, and the other group received 200 
mg. twice a day. At the end of 6 weeks the 
patients’ improvement was rated. In the low 
dosage group 1 was slightly improved, 24 
showed no improvement, and 5 seemed 
worse. Of those on the higher dosage, 1 was 
slightly improved, 27 were unimproved, and 
2 seemed worse. No toxic reactions or un- 
pleasant side-effects were noted. 
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Since the results of treatment with aza- 
cyclonol alone were disappointing, it was de- 
cided to study the effects of azacyclonol with 
small doses of reserpine and chlorpromazine. 
Therefore, 30 of the above patients (15 re- 
ceiving low dosage of azacyclonol and 15 re- 
ceiving high dosage) were given, in addition, 
3 mg. reserpine daily; the remaining 30 pa- 
tients received 25 mg. chlorpromazine twice 
a day as well as azacyclonol. At the end of 
6 weeks of the combined medication, the pa- 
tients were again rated as to their improve- 

ment. Of those on azacyclonol and reserpine, 
4 were moderately improved, 4 slightly im- 
proved, and 22 unimproved. Of those on 
azacyclonol and chlorpromazine, 4 were 
slightly improved, 24 unimproved, and 2 were 
worse, 

It was then decided to compare the effects 
of azacyclonol with the results obtained with 
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large doses of chlorpromazine in the same 
group of patients. The 60 patients, there- 
fore, had all medication discontinued for 1 
month. They were then treated with chlor- 
promazine alone in dosages ranging from 
200 to 1,400 mgs. a day. Their improvement 
at the end of 3 months was as follows: 5 
markedly improved, that is, either discharged 
or ready for discharge, 24 moderately im- 
proved, 19 slightly improved, and 12 unim- 
proved. 

From this study we conclude that aza- 
cyclonol either alone or in combination with 
small doses of reserpine or chlorpromazine 
is ineffective in the treatment of chronic 
schizophrenic patients. These same patients, 
when later treated with chlorpromazine alone 
in large doses, showed considerably greater 
improvement in their mental state. 


CASE REPORTS 


DEATH OCCURRING DURING COMBINED RESERPINE- 
ELECTROSHOCK TREATMENT + 


DR. S. BRACHA anp DR. J. PH. HES? 
JERUSALEM, ISRAEL 


In our experience reserpine appears to be 
adrug of strong sedative action and almost 
without toxic side-effects even when given in 
large doses, e.g., 30-40 mg. a day. However, 
Foster and Gayle(1) have reported dangers 
during combined treatment of reserpine and 
ECT. Their cases included one mortality; 
and we would like to draw attention to a 
Similar death observed by us during the 
above-mentioned combined treatment. 


i A Sé-year-old, Iraqi born, male had always suf- 
Peli rom feelings of insecurity, lack of self-con- 
a = had various fears, e.g., fear of death, 
ely od own shadow. In January 1955 he de- 
pe epressive symptoms and received the fol- 
A eatment : intravenous injections of sodium- 
ame cardifortan (ie. metrazol) and small 
ae of Largactil, Because his condition did not 
ihe Sl Patient was admitted to our hospital 
for 30 days ad He received Largactil treatment 
or al dosage, 300 mg. a day) with- 
k oe interval of 3 days the patient was started 
Keo aa mg. orally twice a day. We in- 
which dose ‘ae gradually up to 15 mg. a day, 
“liom is the Patient received for 11 days. As 
intron R still did not improve, we decided to 
Me E During the time he received his 
mg, reserpin shock treatments, he was having 15 
ae te day. After the third electrical treat- 
ji tent suffered from cyanosis and re- 
eae piration only after electrostimulation. 
ie hed was then reduced to 5 mg. a day. 
ad = omg and an hour after receiving his 
following ng the patient received his fourth ECT, 
ich he failed to restart respiration. 


1Fr ý 
aed with M Talbich Psychiatric Hospital, affili- 
Hadassah ical School of the Hebrew University- 
h 


€ s s 
helpful me are indebted to Dr. S. Davidson for 


He became increasingly cyanotic and died 90 minutes 
after the treatment, despite heroic measures in- 
cluding i.v. lobelin, intracardiac adrenalin, oxygen, 
artificial respiration, electrostimulation, and tra- 
cheotomy. 

Laboratory Findings at Admission —ESR, 20-24 
mm (Westergreen) ; blood sugar, 108 mg %; blood 
urea, 20 mg %; Kahn-VDRL, negative. 

Comment.—The immediate cause of death 
was respiratory failure. Unfortunately an 
autopsy was not permitted, 

In the case reported by Foster and Gayle 
no anatomical cause for the death could be 
found. However, they mention the fact that 
it has been found experimentally that acute 
lethal doses of reserpine in animals caused 
respiratory failure on a central basis. 

It is not known from examination of the 
literature if the action of reserpine is central 
inhibition of sympathetic function or central 
stimulation of parasympathetic function. 
However it is clear that the final effect of 
reserpine is to produce a state of parasympa- 
thetic overactivity and sympathetic inhibition. 
In the stress situation, e.g., ECT in our case, 
owing to the presence of this sympathetic in- 
hibition, the organism is unable to adjust it- 
self through the medium of the sympathetic 
regulatory mechanism. As a result of this 
sympathetic-parasympathetic imbalance seri- 
ous complication or death may result. 
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PROCEEDINGS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


THE ONE HUNDRED AND TWELFTH ANNUAL MEETING, 
CHICAGO, ILLINOIS, 1956 


The 112th Annual Meeting of The Ameri- 
can Psychiatric Association was held in Chi- 
cago, Illinois, at the Morrison Hotel, April 
30, through May 4, 1956. The official opening 
was held in the Chicago Civic Opera House 
on Monday, April 30, and was called to order 
by the President, Dr. R. Finley Gayle, Jr., 
at 9:30 a.m, The invocation was given by the 
Reverend Gerald F. Burrill, Episcopal Dio- 
ceses, Chicago, followed by welcoming re- 
marks by Mayor Richard J. Daley. 

Dr. Gayle introduced President-Elect Dr. 
Francis J. Braceland, who responded briefly, 
thanking the membership for bestowing this 
great honor upon him. Dr. Gayle announced 
that the Building Fund drive had met and 
exceeded the original goal with the mem- 
bership contributing or pledging a total of 
$209,000. 

Dr. Daniel Blain, Medical Director, pre- 
sented his ninth annual report to the mem- 
bership in which he reviewed the activities 
and accomplishments of the Central Office 
during the past year. Dr. Addison M. Duval, 
retiring Speaker of the Assembly of District 
Branches, related the brief history of the As- 
sembly which was organized in 1953. He 
indicated that this arrangement brings more 
members into active participation in the 
Association, although approximately 1,000 
members are still not represented by District 
Branches. The Chairman of the Committee 
on Arrangements, Dr. Paul E. Nielson, pre- 
sented his report stating that the 21 members 
of his Committee had all contributed materi- 

ally to the planning for the Annual Meeting 
and that an information booklet for the ladies 
had been prepared by the Ladies’ Committee, 
Mrs. Hugh T. Carmichael, Chairman. The 
report of the Program Committee was given 
by the Chairman, Dr. Titus Harris, who 
pointed out several changes in the published 
program and noted that 116 scientific papers 
and 22 roundtables were scheduled. The 
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Secretary, Dr. William Malamud, reported 
the official membership statistics for the past 
year. As of March 31, 1956, the total mem- 
bership was 8,739. i 
Upon recommendation by the Council at 
its fall meeting, the perenn — = 
acceptance by the membership 2 pro 
hee District Pe iches —Georgia and Central 
New York. By separate motions, duly ap- 
proved by the membership, both District 
Branches were accepted. The Secretary also 
announced the results of the mail ballot which 
approved an amendment to the Coe 
whereby the election of members is to be hel ; 
on the first or second day of the a 
Meeting instead of on the third day. Š 
results were as follows: Total number . 
ballots, 3.489; favoring amendment, as 
opposing amendment, 33; rejects, He ie 
Jack R. Ewalt, Treasurer, presented his i 
port which is included in another pera 
these Proceedings. The Secretary t pal 
troduced the recommendations of on one 
bership Committee, as approved by t am z 
cil, regarding applications for elec an 
membership and specific changes of eat ae 
ship status. The recommendations pee 
proved by the membership as eet 
Thus, for the first time, the election o be 
bers was handled at the opening a ea 
accordance with the new coina T a 
amendment. The acceptance of o ae 
members of all classes brought the tota 
bership to 9,385. j 
fe oe oa of business was the ae 
dential Address, Cont nd ay i 
Between Psychiatry and Religion, son 
Gayle, in which he stated that a pa 
exists for conflict at the present ie begin 
these professional groups are ready 
active cooperation. Dr. Bracelan 
and indicated that the Presidential inking 0 
over the years have reflected the th! 


tim es. Rabbi Jacob J. Weinstein, K.A.M. 
ple, Chicago, gave the benediction. 
fonday evening, April 30, the First 
mal Convocation Ceremony honoring 
elected Fellows was held at the Mor- 
otel. Dr. Braceland presented an ad- 
enti led “Dedicatio Medici,’ which was 
well received. Another feature of this 
fam was the presentation of certificates 
retiring Councillors and Committee 
and the awarding of scrolls, at the 
of the Council, to Dr. William Ter- 
rman of the dd Hoc Committee 
Building Fund and Mr. Robert L. 
Public Information Officer, com- 
their efforts and leadership which 
d in the successful conclusion of the 
Fund Drive. 
business session for the member- 
called to order by the President on 
Morning, May 1. Dr. Robert S. 
member of the Board of Tellers for 
f Officers, presented a report of the 
sults. The total number of ballots 
as 7,200; ballots returned, 4,393; 
Tejected, 18. The officers elected for 
are as follows: Dr. Harry C. Solo- 
esident-Elect; Dr. William Mala- 
secretary; Dr. Jack R. Ewalt, Treas- 
neoming Councillors: Dr. Norman Q. 
Ur. Griffith McKerracher, and Dr. 
d P. Rome. The Secretary read a 
amendment to the Constitution and 
which was recommended by the 
provide for the establishment of 2 
t d officers for the Association. They 
Vice-Presidents who would perform 
gned by the President, serve for a 
m, and would not necessarily in- 
ession to the Presidency by virtue 
eld one of these positions. No 
necessary at that time. The pro- 
Er published in the August issue 
"e and will appear on the next mail 
ter in the year, 
neth E, Appel gave a report on the 
“mission on Mental Illness and 
k rts were also presented by the 
hee Committee Chairmen who re- 
activities and plans for their re- 
tanding Committees : On the Tech- 
S S of Psychiatry, Dr. Frank J. 
n Professional Standards, Dr. 
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Wilfred Bloomberg ; and On Community As- 
pects of Psychiatry, Dr. William C, Mennin- 
ger. This concluded the business session, and 
there was a brief recess which was followed 
by the Academic Lecture, “The Great Psy- 
chiatric Revolution,” by Dr. Percival Bailey, 
an Honarary Fellow of the APA. Dr. Bailey 
was introduced by Dr. Francis J. Gerty. 

At the business meeting on Wednesday 
morning, May 2, Dr. Gayle informed the 
membership that Dr. Louis Cholden of Bev- 
erly Hills, California, who was among those 
elected to Fellowship at the opening business 
session, had been fatally injured in an auto- 
mobile accident on his way to the airport to 
come to the Annual Meeting. He indicated 
that a Memorial Fund to provide financial 
assistance for the bereaved family was being 
set up by former colleagues and friends of the 
deceased. The Secretary reported the actions 
of the Council during the past year, and these 
actions were duly approved by the member- 
ship upon proper motion from the floor. 

The Annual Dinner was held on Wednes- 
day evening, May 2, in the Terrace Casino of 
the Morrison Hotel and was well attended. 
The highlight of the evening was the presen- 
tation of the prize awards. Dr. Jacob E. 
Finesinger, Chairman of the Hofheimer Prize 
Board, presented the Hofheimer Prize to Dr. 
John Money, Dr. Joan Hampson, and Dr. 
John Hampson of Johns Hopkins Hospital in 
Baltimore for their study of emotional devel- 
opment and psychosexual adjustment in chil- 
dren suffering from endocrine disorders, with 
specific reference to therapy. The Mental 
Hospital Achievement Award was presented 
by Dr. Winfred Overholser, Chief Consultant 
to the Mental Hospital Service. The Award 
went to the Veterans Administration Hos- 
pital at Fort Lyons, Colorado (Dr. Howard 
P. Morgan, Manager) for a comprehensive 
ro-point reorganization of the entire hospital 
set-up with significant advances in staffing, 
training, and treatment. Honorable Men- 
tions were awarded to the Pownal State 
School in Maine (Dr. Peter Bowman, Super- 
intendent) for success in convincing the legis- 
lature to provide for increased staff at all 
levels resulting in vast improvements in the 
over-all program ; and to the Indiana Village 
for Epileptics at New Castle (Dr. J. M. 
Mosier, Acting Superintendent) for its suc- 
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cess in getting increased appropriations for 
and the carrying out of a modern intensive 
treatment program in medicine, psychology, 
education, and social service. Dr. Frank J. 
Curran, Chairman of the Board of the Isaac 
Ray Lectureship Award, presented the Lec- 
tureship to Dr. Philip Q. Roche of Philadel- 
phia, who was largely responsible for the 
“Pennsylvania Plan of Intramural Training 
in Penal Psychiatry.” As winner of this 
award, Dr. Roche will deliver a series of lec- 
tures at the University of Michigan on “Psy- 
chiatry, Communication and the Criminal 
Law.” A special commemorative scroll was 
presented to Dr. Clarence B. Farrar, Editor 
of the American Journal of Psychiatry, in 
recognition of his 25 years of service to psy- 
chiatry and The American Psychiatric Asso- 
ciation in that capacity. The presentation was 
made by Dr. John C. Whitehorn, following 
brief remarks by Dr. Earl D, Bond. The last 
award was the Past-President’s Medal, which 
was presented to Dr. R. Finley Gayle, Jr., by 
Dr. D. Ewen Cameron, 

The final business session was held on Fri- 

day morning, May 4, with Dr. Gayle presid- 
ing. Dr. Clifford L. Williams reported for 
the Committee on Resolutions. His report 
was approved by the membership and the 
complete text appears later in this report. 
The Secretary reported the actions of the 
Council at its meeting on May 3. Four pro- 
posed new District Branches were recom- 
mended by the Council—Florida Psychiatric 
Society, a District Branch of the APA; 
Minnesota Psychiatric Society, a District 
Branch of the APA; North Carolina Dis- 
trict Branch; and Texas District Branch— 
and each was approved by the membership 
on separate motions. Other recommendations 
of the Council which were approved on sepa- 
rate motions were a change of the Texas 
District Branch from Area Five to Area 
Three, and an amendment to Item 20 of the 
Procedural Code of the Assembly which 
was changed to read as follows: 
The Secretary of each District Branch will submit 
to the Recorder, prior to March first of each year, 
a certified list of members of the District Branch 
as of January first of that year. This list will deter- 
mine the voting quota in the Assembly. If a Branch 
fails to submit its list by March first, that Branch 
will be limited to one vote at the next Annual 
Meeting of the Assembly and at any Assembly 
Meeting prior thereto. 
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A motion for approval of the Council’s ac- 
tions reported by the Secretary was favorably 
received by the membership. The Secretary 
also reported the following attendance at the 
Annual Meeting : 2,158 members, 600 wives, 
1,000 guests and 250 exhibitors. 

Dr. Gayle thanked the membership for 
their cooperation and assistance during his 
tenure as President and presented to Dr. | 
Braceland the gavel signifying his assuming 
the Presidency. Dr. Braceland responded 
briefly, noting the growing size and com- 
plexity of the APA, and requested the sup- 
port of the various Committees and the mem- 
bership during the ensuing year. As there was 
no further business, the business session was 
adjourned. The 112th Annual Meeting was 
officially closed at 5:00 p.m. on May 4. 


RESOLUTIONS 


The following Resolutions were offered by 
Dr. Clifford L. Williams, a member of the 
Committee on Resolutions : 


Wuereas, The American Psychiatric Association 
has conducted its 112th Annual Meeting in the City 
of Chicago in 1956 

I. Now Therefore Be It Resolved, That The 
American Psychiatric Association express its ap- 
preciation to his Honor, Richard J. Daley, rg 
of Chicago, Illinois, for his cordial welcome to th! 
Association. sition 

2. Be It Further Resolved, That the Associa j 
does hereby record its very real appreciation, to ble 
beloved President, R, Finley Gayle, Jr, for his 2° 
leadership by which he has guided the members e 
and the affairs of the Association throughout | o 
past year and especially for is successful effor ai 
interpret to the membership and to the country 
large, the Association’s programs and poban a 

3. Be It Further Resolved, That the assan 0 
expresses its thanks to the Officers, Membere e. 
the Council, Officers of Assembly, and to the for 
tion and Committee Chairmen and Secretaries i 
the very able manner in which they have P D 
their duties making possible the successiu u 
smooth functioning of the Association tuiga 2 
the year and particularly during the 112th 
M 


. jation 

4. Be It Further Resolved, That the preg eS : ft. 

acknowledges its great debt of gratitu Mca their 
Daniel Blain and to Mr. Austin Davies 


Po ices on Ou 

very conscientious and wing er ensure 
i s whose iness. 

behalf and to their loyal staff tion’s business 


the perfect functioning of the Associa! HOD 
5. Be It Further Resolved, That the Associ 
again record its profound debt of gratitu sful 
Clarence B. Farrar and for his most o 
work as Editor of the American Journa 


1956] 


chiatry and for his constant efforts to maintain the 
high ideals of the profession of psychiatry. 

6, Be It Further Resolved, That the Association 
hereby expresses its appreciation to the members of 
the Press, who over the year and especially at the 
Annual Meeting, have so well interpreted the aims, 
ideals, and accomplishments of our profession to 
the American people and to the world. 

7. Be It Further Resolved, That the Association 
extend its gratitude to the Committee on Arrange- 
ments and to its Chairman, Dr. Paul E, Nielson, 
and those associated with him, for the hospitality 
that we have experienced during our meeting in 
this city, the hospitality which has made our meet- 
ing pleasant and successful. 

8. Be It Further Resolved, That the Association 

conveys its sincere appreciation to the 

Ladies Committee and to its Chairman, Mrs. Hugh 

ts Carmichael, and those associated with her, in 

providing entertainment for the wives of the mem- 

of the Association. We also wish to especially 

thank Dr. Rudolph Novak, Director, and Mr. 

Blakely, Secretary, Illinois Society for 

, Mental Hygiene for supplying members of the So- 
ety who have acted as ushers for the meeting. 

9. Be It Further Resolved, That the Association 
records its appreciation to Mr. John D. Grande, 

eral Manager and Mr. W, Fred Puffer, Direc- 
ae Sales of the Morrison Hotel for their success 
ibid for the comforts of the members and 
facilitating of the meetings of the Council, As- 
Smily and Committees; and further we wish to 
ae our appreciation to Mr. Chester A. Wil- 
Bins Vice-President of the Chicago Con- 
iit isitors Burean for supplying clerical 
nce for registration, 


10, Be It Further Resolved, That the Association 
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express its profound appreciation to Committee on 
Program, and especially to its Chairman, Dr. Titus 
Harris, who have provided a most interesting and 
informative program and particularly for the dis- 
tinguished foreign visitors who appeared on the 
program, 

11. Be It Further Resolved, That the gratitude 
of the Association also be expressed to the Budget 
Committee under the Chairmanship of Dr. Robert 
Felix for their careful budgeting of the funds of 
the Association. 

12. Be It Further Resolved, That the Association 
likewise expresses its sincere appreciation to the 
Committee on Public Information and to its Chair- 
man, Dr. Robert Morse, for their successful efforts 
to develop a better public understanding of psy- 
chiatry and the problems which it encounters and 
seeks to overcome, 

13. Be It Further Resolved, That the Association 
records its profound appreciation for the monu- 
mental work which has been accomplished by Dr. 
William B. Terhune, Chairman of the Building 
Fund Committee and to those associated with him 
for their arduous and laborious task in bringing 
to a successful conclusion the work of this Com- 
mittee not only in achieving its goal but by going 
over the top. 

14. And Be It Further Resolved, That the Asso- 
ciation expresses its deep appreciation of the skill- 
ful, tireless efforts on the part of Mr, Robert L. 
Robinson, who worked so effectively with Dr. 
William B. Terhune in the successful Building 
Fund Mission; and who has consistently and diplo- 
matically worked with the Press in maintaining the 
high standards of public relations of the Associa- 
tion. 


“ALL MEN ARE BROTHERS” 


Mihe Confucian saying, “Within the four seas all men are brothers,” simple and ager 
ha +3, is really amazing in more ways than one. Amazing, first of all, braso 2 rieg 
ered so early in history, Twenty-five millenia ago, the world was one of division, 


Tism, and warfare, 


And yet Confucius (551-479 B. C.) made a statement on world 


trotherhood never surpassed in subsequent centuries in our ideals, not to say our conduct. 
e is willing to include vague statements about the unity of the human race ü 
a lebrew and Indian literature, one has to concede that the Confucian aphorism 
tarliest of its kind, at least as an explicit and definite expression. 


—Wrnc-Tsrr CHAN, 
Contribution to “Great : A 
Expressions of Human Rights,” 1950 
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SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE 
COMMITTEE MAY 1955 TO MAY 1956 


This report presents in summary form the princi- 
pal actions of the Council and the Executive Com- 
mittee at meetings held throughout the year. Many 
routine matters, such as referrals to Committees 
prior to definitive action, are not included. Copies 
of the full minutes have been forwarded to the 
officers of each District Branch and Affiliate So- 
ciety following the various meetings to keep their 
members informed of the matters that were con- 
sidered and the action that resulted, 

Executive Committee Meetings, June 25-26 and 
September 10, 1955.—Approved the appointment to 
the Board of the Smith, Kline and French Founda- 
tion Fellowships Grant of Drs, Kenneth Appel 
(Chairman), Daniel Blain, Jacob Finesinger, David 
Young, Francis Gerty, Seymour Vestermark, 
Henry Brill, and Robert Heath, The Board was 
given full authority to administer the grant. De- 
cided that the establishment of a set policy on the 
reception and expenditure of grants or the establish- 
ment of a committee to deal with these matters 
would unnecessarily complicate the handling of the 
business of the Association. Set up an Ad Hoc 
Committee to deal with a Proposed Sackler Me- 
morial. Continued the Ad Hoc Committee on 
Civilian Defense and requested its members to meet 
with the Standing Committee on National Defense 
to determine whether their respective operations 
could be combined under a single Standing Com- 

the Ad Hoc Committee on 

Aging. Recommended a formal ceremony for the 

induction of Fellows at the next Annual Meeting 

and asked the Medical Director and his staff to 
work out the details. Directed the Secretary to 
express regret for a conflict of dates between the 

Annual Meetings of the APA and the New York 

State Medical Society and to indicate that any 

date the APA might select would inevitably pro- 

duce such conflicts. Directed that the Chairman of 
the Research Committee who is serving at the time 
of any Annual Meeting shall continue as the APA 
representative to the American Association for the 

Advancement of Science until December 31 of that 
year, whether or not he is reappointed as Chairman 
of the Research Committee. Directed the Secretary 
to reply to a letter from the Council for the Ad- 
vancement of Negroes in Science, which requested 
the APA to protest against the holding of the 1955 
meeting of the American Association for the Ad- 
vancement of Science in Atlanta, and to inform 
them that the APA has nothing to do with the ad- 
ministration of the AAAS. Received a letter from 
the New York City Commissioner of Health re- 
questing an opinion on the fluoridation of public 
water supplies and instructed the Medical Director 
to inform him that the matter is outside the APA’s 
field of competence. Accepted the document “Dis- 
aster Fatigue” prepared by the 4d Hoc Committee 
on Civilian Defense. Recognized the right of any 
District Branch, through its duly accredited officers, 


to state already authorized APA policy on any 
matter but directed that where no policies exist, 
District Branches should not undertake to act in 
the name of the APA. Adopted the Code of Pro- 
cedure for use in ethical matters recommended by 
the Committee on Ethics. Changed the name of 
the Committee on Home Affairs to that of House 
Committee and accepted 3 recommendations by the 
Committee: (1) That the House Committee be 
authorized to utilize such funds as may be neces- 
sary, chargeable to the Building Fund, for the pay- 
ment of consultants’ fees, such as architects, decora- 
tors, legal counsel, etc.; (2) that the Medical 
Director designate a member of his staff to serve as 
liaison and staff assistant to the Committee; (3) 
that the Medical Director, subject to the review 
and approval of the Committee, be authorized to 
sign contracts when the time comes to enter into 
contracts for making alterations in the building. 
Increased the Revolving Fund for publications to 
$25,000. This was merely a budgetary formality 
and inyolyed no additional appropriation. Au- 
thorized the Board of the Isaac Ray Lectureship 
Awards to solicit funds in the name of the Asso 
ciation to continue the Award beyond the termina- 
tion of the original grant. Directed the Secretary 
to write to Dr. Babcock, Superintendent, and Mr. 
Edwards, Chairman of the Board for Butler yor 
pital, offering any help in the power of the A p 
and directed that the Secretary of the Rhode Islan 
Society for Mental Hygiene should be informed 
these communications. Decided to pay the e 
of the Long Term Policies Commission from 5 
Council Contingency Fund. Directed the Treast a 
to survey the present financial accounting ES a 
the APA and to develop a standard system. Pe 
proved a request of the Editorial Board OT ae 
size of the Journat be increased by 16 pages. bly 
thorized an increase in the budget for the aie 
of District Branches for the fiscal year to a Ti 
of $3,000, Instructed the Secretary to send a 7 
of thanks to Mr. Leo Eagan of Syracuse; + the 
York, for his assistance in arranging thal ight 
mortgage of the new Central Office Building Pr si 
be paid off without penalty; and asked the dent © 
dent to direct a letter of thanks to the gic ge 
the Home Insurance Company for this evide a 
their belief in and service to psychiatry in Ani A 
Declined to join the District of Columbia Boa the 
Trade since the APA’s efforts are pm 
field of science and education and the pO at ac- 
been to avoid becoming involved in such Coad 
tivities, Reaffirmed the action taken by the hereby 
in deciding not to proceed with a plan 4 ina 
lifetime membership dues might be prepa F 
lump payment. Directed that if the Pennsy Siter, 
District Branch requested assistance in the | ag bill 
the APA should go on record as supporti Jature: 
670 which was before the Pennsylvania legis 
Council Meeting, November 5-6, 1955 


i the foregoing actions of the Executive Com- 
mittee, Requested the President to send a telegram 
tions on behalf of the APA to the 
Association for Mental Health, which 
ing in Indianapolis, Indiana. Directed 
of the APA dues to the World Federation 
Mental Health in the amount of 400 Swiss 
Authorized the Treasurer to employ the 
de as investment counsellors to the 
n and directed that condolences of the 
i be forwarded to the family of the late 
A Kirkbride, whose death was reported by 
Mr. Kirkbride had been serving, with- 
eration, as APA’s investment counsellor 
se National Bank recommended the 
hy of continued confidence. Heard re- 
0 ‘the officers, Medical Director, Executive 
it, and most of the Committees. Endorsed 
ciple the incorporation of the APA in 
and referred further action to the Executive 
©, Directed that the following details be 
ated into the Membership Directory: (1) 
neerning the designation of subspecializa- 
Rew Directory should indicate only cer- 
y the American Board of Psychiatry and 
Y, certification by the Royal College of 
and Surgeons in Canada, and certifica- 
A Committee on Certification of 
.dministrators ; (2) that the new 
s indicate the private practice of 
y (3) that in the geographical listing, the 
Should include a single alphabetical list- 
s for each community, and that for 
pital only the Director of the service should 
+ (4) that in the geographical section of 
y the present order of listing for coun- 


retained. Approved a recommenda- 
ntral 


it to Dr. Ralph Chambers, who 
is ie osiin as Chief Inspector of 
if ed its appreciation to Dr. 
arumianz for his work as Chairman of 
em e Progressive work it has done dur- 
th as administrator. Received the final 
ng Consultant, whose office had 

d, and expressed its deep apprecia- 
gilvie for her work and leadership 
aoe of service with the Association, 
Ppreciation to Mr. Werner Janney, who 
aatas Assistant to the Secretary. Ap- 
an tement of policies governing Divi- 
! 8S Of the APA, prepared by the Policy 
and the 4d Hoc Committee on Divi. 
Recommended to the membership 
om of the Georgia Psychiatric So- 
ew Yor aid = the a and the Cen- 
f chiatric Society, a District 
EE APA. Recommended to the member- 
as de of the Massachusetts District 
: ude APA members in Maine and 
‘ aby Directed the Secretary to inform 
istrict Branch to proceed on 
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their own initiative regarding their sponsorship of 
several radio programs on mental health. Set up 
an Ad Hoc Committee on Mental Deficiency. Ap- 
proved recommendations of the Veterans Committee 
that a letter be sent over the President’s signature 
to the Veterans Administration recommending that 
it be made possible for mental patients in VA hos- 
Pitals to be returned to the community under treat- 
ment by the new drugs and that the regulations be 
changed to permit this instead of requiring that 
they remain in the hospitals or cease treatment; 
and that a letter go from the President commend- 
ing the VA for setting up domiciliary care for 
many chronically bedfast patients who are cur- 
rently crowding the treatment center hospitals. Ap- 
proved recommendations of the Veterans Committee 
for new Fellows at the Annual Meeting in 1956. 
Authorized an amendment to the “Rules and Regu- 
lations—Information for Applicants of the Com- 
mittee on Certification of Mental Hospital Ad- 
ministrators of the APA” to cover cases of volun- 
tary deferment by the applicants of scheduled 
examinations. Authorized additional expenditure of 
$6,600 for the operation of the Mail Pouch through 
the fiscal year. It was expected that additional 
income would balance this expenditure by the 
end of the year. Approved an appropriation of 
$3,350 for the Committee on Relations with Psy- 
chology through the fiscal year; directed that the 
administration of the activities of this Committee 
should be assigned to the Medical Director. Au- 
thorized the President to appoint a committee to 
meet with similar committees from the American 
Medical Association and the Council of State Gov- 
ernors to discuss shortages of personnel in hospitals 
and appropriated $1,000 to meet its expenses. Au- 
thorized the Committee on Medical Education to 
meet with representatives of the Board of Profes- 
sional Standards of the American Psychoanalytic 
Association to consider ENE E an 
ing the residency period. Authorized the Committee 
on Public Health to approach the Mental Health 
Section of the American Public Health Association 
relative to sponsoring jointly a roundtable on “The 
Relationship of Certain Infectious Diseases to Men- 
tal Deficiency” to be held at the 1956 meeting of 
the APHA. Authorized the Committee on Re- 
search to endorse a project concerned with machine 
documentation and abstraction of psychiatric litera- 
ture and to serve as consultants to this project at 
no cost to the APA. Commended the Committee 
on Research for its work in continuing and foster- 
ing the Regional Research Conferences and ex- 
pressed hope that the Conferences might be given 
wider application. Approved a recommendation by 
the Committee on Legal Aspects of Psychiatry sug- 
gesting APA approval of a monograph prepared 
by the American League against Epilepsy and the 
American Academy of Neurology which advocates 
removal of some of the mandatory stigmata relat- 
ing to epilepsy which result in restriction of the 
right to drive or to marry. Approved a request by 
the Committee on Relations with Psychology to 
approach and meet with the Council on Mental 
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Health of the American Medical Association seek- 
ing further definition of policy concerning relations 
with psychology and to discuss how best to keep 
professional groups at the state and local level ad- 


it is desirable in pursuit of this that the present 
policy of admission to membership of psychiatrists 


ble; (2) accepted in principle the establishment of 
branch offices in selected areas to carry out suitable 
aspects of the Association's work and referred the 


should be referred in the first instance to the Assem- 
bly; (4) referred to the Medical Director the matter 
of altering District Branches, Affiliate Societies, and 
membership at large of difficult administrative, medi- 
cal and political situations which may arise from 
time to time and of the assistance that can be ob- 
tained from the Central Office; (5) indicated that in 
its opinion the present number of Councillors should 
be retained in accordance with the Long Term Policy 
Commission suggestion that the present number of 
Councillors seems to be the most effective from the 
point of view of discussion and action; (6) directed 
that the present system of electing Councillors with- 
out subdivision of the elective area should be main- 
tained; (7) disapproved a suggestion that no Fel- 
low should be elected to the same office for more 
than three (3) consecutive years; (8) concurred 
with the suggestion that the constitutional require- 
ment that a Fellow not be re-elected to Council for 
a period of 3 years after the termination of his first 
period of service on Council was a sufficient pro- 
tection. Approved the establishment of a Sackler 
Award in Physiological Psychiatry and directed the 
appointment of a committee to administer the de- 
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tails. Approved a Sackler Memorial Corner in the 
Association’s new library. Approved Standards re- 
lating to Mental Deficiency prepared by the Com- 
mittee on Standards and Policies of Hospitals and 
Clinics. Approved in principle the endorsement of 
the television program “Out of Darkness” subject to 
the continuing supervision and approval of the 
Public Information Committee and gave the Com- 
mittee full authority to withdraw approval at any 
time. Directed that the ballot go forward with 5 
nominations for Councillor following the death of 
Dr. Crawford Baganz. Approved a budget change 
to increase the current budget by one-fourth of 
each grant received from the Lasker Foundation 
and the Public Health Service for the State Survey 
Office and Architectural Study Project respectively. 
Authorized the Medical Director to hire an assist- 
ant at any time with funds received from the 
Lasker Foundation. Designated October 25-28 as 
the date for the fall meetings of Council and Com- 
mittees to be held in Washington, D. C, and 
directed the Medical Director’s office to make ap- 
propriate hotel arrangements with the provision 
that cocktails for luncheon meetings not be served 
at APA expense. Authorized the Chairman of the 
Committee on Psychiatric Social Work to repre- 
sent the APA on the Research Advisory Commis- 
sion being set up by the Section on Psychiatric an 
cial Work of the National Association of pa 
Workers, Directed the Medical Director to consult 
with the sources of funds originally made available S 
establish the Joint Commission on Mental Iliness << 
Health to find out whether the balance na 
returned or can be used for other purposes. ts 
rected that a special committee be established 2 
work on the problem of the Veterans Administ 
tion regulation which prohibits compensation to 5 
personnel for work outside the VA. Selecta 
Francis J. Braceland, President-Elect, as the eal 
vocation Ceremony Speaker at the 1006 AIT al 
Meeting. Approved the scheduling of a Division 

Meeting in Montreal in 1956 or 1957. Author: fa 
the Treasurer to sell stocks given privately ee 
Association to defray the expenses of the a fy 
invited to the 1955 Annual Meeting and eer 
the cash for this purpose. Authorized the om 
urer to use $3,400 from Association ae Iliness 
expenses of the Joint Commission on Ment ‘table, 
and Health until the Federal funds are pes 

at which time the entire amount would be Ki erate 
to the APA. Authorized the use of facsimi f tgs, 
natures by check writing machine on APA © pe 
Requested the Editor of the Journat to Prepat ie 
editorial comment which would suitably reflect 
gratitude of the APA for his service over the Y 
when the Executive Assistant has rounded Presi- 
years of service to the APA. Requested pr embers 
dent to appoint a committee of APA staff me bio- 
to develop plans for publication of a " e com- 
graphical directory and directed that the posse 
mittee should also be responsible for the PreP | 
tion of plans for the Membership Directory: © 

proved a statement on certification of PS b 
in New York State which was prepared bY 


1956] 


dal committee and directed that the statement be 
submitted to Dr. Matthew Brody of New York in 
support of his position regarding proposed legisla- 
tion on the matter and that information copies 
should be sent to the New York State Mental Hy- 
giene Commissioner, the New York State Medical 
Society, and the New York Mental Hygiene So- 
ciety. Approved the request of the National 
Academy of Religion and Mental Health to use the 
APA mailing list, Authorized the scheduling of a 
Western Divisional Meeting in Los Angeles in the 
fall of 1957, provided the date does not conflict with 
ay formal APA meeting, ie., Mental Hospital 
Institute, Council and Committee meetings. Ap- 
proved in principle the holding of a 1- or 2-day 
meeting in Honolulu subsequent to the 1958 Annual 
Meeting in San Francisco, provided the supple- 
mental meeting is developed by the Society of 
Neurology and Psychiatry of Hawaii in collabora- 
tion with the APA Program Committee and ar- 
rangements are completed without expense to the 
APA. Authorized the President to prepare a letter 
to the Surgeon General of the Public Health Serv- 
R indicating APA support of the National Insti- 
5 of Mental Health and the Institute’s proposal 
take on available for research, experimenta- 
„demonstration in the development of 

hog tospital facilities for the mentally ill. Au- 
rized the Medical Director to testify in support 

a proposal for Federal financing of laboratory 
thn bf on Recommended the nomina- 
‘ehabilitation to represent the APA on the Ad- 
oe Comittee on Physical Therapy Education 
Eie cil on Medical Education and Hospitals 
ig Caite reed the formation of a Stand- 


red “ey APA Committee structure be under- 
Directed ‘ed Commission on Long Term Policies, 


Pa A must be ref 
jection ns Orditions and ultimate acceptance or 
should be extended to include all gifts, 

on Publie Sey bequests, Authorized the Committee 
the iene and the Medical Director to 
Studios if ecco" contract with the Hal Roach 
ing jn, tH action is considered feasible. Meet- 
Cameron . fe, Session, appointed Dr. D. Ewen 
and the Medi taison Officer between the Council 
Si etary we cal Director's office succeeding the 
Atthorized” o had been serving in that capacity. 
diring the a testimonial edition of the Journan 
Parar and i year honoring Dr, Clarence B. 
him ag the en that a scroll be presented to 
Menorating = Annual Meeting Banquet com- 
{isemination 25 Years as Editor. Authorized the 
keislation on E copies of the New York State 
A Mail Poua ration of psychologists through 
Shops Meetings, April 28-29 and May 3, 1956. 
Committee, a foregoing actions of the Executive 
Al Director tard reports from the officers, Medi- 
Committeen” Executive Assistant, and most of the 


Assigned the Committee on Aging to 
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the Coordinating Committee on Technical Aspects 
of Psychiatry. Approved a statement prepared by 
the Committee on Constitution and By-Laws re- 
garding the establishment of 2 new APA officers 
(Vice-Presidents). This proposal was originally 
presented by the Nominating Committee and fa- 
vorably considered by the Long Term Policy Com- 
mission. Council also directed that the necessary 
action be taken to present the matter to the mem- 
bership on the next mail ballot as a proposed con- 
stitutional amendment. Directed that applicants 
for membership who were designated by the Mem- 
bership Committee as special deferments because 
they are graduates of foreign medical schools not 
approved by the AMA, although otherwise accepta- 
ble, and an additional applicant for reasons other 
than stated, should be added to the list to be sub- 
mitted to the membership for approval. Disap- 
proved a recommendation by the Membership Com- 
mittee that a foreign citizen not be considered a 
resident of North America until he has officially 
declared his intention to become a citizen of one of 
the countries comprising North America and has 
lived in that country for a period of 1 year. Dis- 
approved a recommendation by the Membership 
Committee that licensure be one of the require- 
ments for membership. Authorized an extension of 
the Information Service on a 1-year trial basis 
financed by funds available in the State Survey 
Office budget. Approved a brochure on the organi- 
zation and function of District Branches. Au- 
thorized the President to fix the expiration date for 
new Committee appointments, when such action is 
in accord with constitutional requirements, in order 
to set up and continue a regular and proportionate 
schedule for retirements. Nominated Dr. William 
Malamud for reappointment to the American Board 
of Psychiatry and Neurology. Directed that appro- 
priate scrolls be presented to Dr. William Terhune 
and Mr, Robert L. Robinson at the 1956 Annual 
Meeting in recognition of their efforts on behalf 
of the Building Fund Drive. Authorized the forma- 
tion of a high-level liaison committee with the 
American Hospital Association, on an informal 
basis, to be composed partially of APA staff and 
partially of members of the Council. Empowered 
the Medical Director to continue negotiations with 
the Joint Commission of Accreditation of Hospitals 
concerning the respective roles of the Commission 
and the APA in the inspection and rating of mental 
hospitals. Authorized the Central Office to handle 
all preliminary correspondence in ethical matters 
with assistance by the Ethics Committee when nec- 
essary. Directed that the names of members 
dropped from the rolls by action of the Council 
should not be published in the Jourwat and di- 
rected that the Order of Procedure be amended to 
implement this action. Approved the recommenda- 
tions of the Committee on Public Information for 
the establishment of a policy for the acceptance of 
funds for annual awards, memorials, and lectures. 
This included the establishment of a Standing Com- 
mittee on Awards, Memorials, and Lectures com- 
prised of the Treasurer, Chairman of the Budget 


266 PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


Committee, Chairman of an appropriate Standing 
Committee, the Medical Director, and Chairman of 
the Public Information Committee. The Committee 
will study each new proposal and report its recom- 
mendations to the Council or Executive Committee. 
Rejected a proposal from a pharmaceutical firm to 
subsidize an APA insert on psychiatry, which 
would have been designed for the general practi- 
tioner, in the Journal of the American Medical As- 
sociation. Authorized the publication of a Spanish 
edition of the Newsletter on a 1-year trial basis and 
appropriated $1,500 to finance the operation. Au- 
thorized the formation of an Ad Hoc Committee 
for Liaison with the American Academy of Gen- 
eral Practice. Supported a proposal by the Ameri- 
can Association for the Advancement of Science to 
assess each AAAS Councillor 25 dollars to defray 
expenses of Councillors who are not reimbursed by 
their own organization. Nominated Dr. Titus Har- 
ris for membership on the Editorial Board of the 
Journat. Recommended to the membership the ex- 
tension of the Massachusetts District Branch to in- 
clude members in Vermont and a change of the 
name to Northern New England District Branch. 
Recommended to the membership the establishment 
of the Florida Psychiatric Society, a District 
Branch of the APA; Minnesota Psychiatric So- 
ciety, a District Branch of the APA; North Caro- 
lina District Branch; and Texas District Branch. 
Approved an amendment to the constitution of the 
Virginia District Branch to admit “Affiliates” to 
membership with no voice or vote in the Branch, 
Recommended to the membership a change in the 
name of the Virginia District Branch to the Neuro- 
psychiatric Society of Virginia, a District Branch 
of the APA. Approved a change in District 
Branch areas so that the Texas District Branch be- 
comes a part of Area Three instead of Area Five. 
Approved a revision of Item 20 of the Procedural 
Code covering the date, which was changed to 
March 1, for submission of a certified list of Dis- 
trict Branch members to determine the voting 
quota in the Assembly. Suggested that the Presi- 
dent write to the Surgeon General of the Public 
Health Service commending the work of Dr. Sey- 
mour Vestermark of the National Institute of Men- 
tal Health in the field of medical education. Di- 
rected that all expenses incurred by Committee 
members, pro rated expenses, or staff and office 
expenses that are to be charged against a Coordi- 
nating Committee budget should have the approval 
of the appropriate Coordinating Committee Chair- 
man before they are eligible for payment. Au- 
thorized the APA to be an official sponsor of an 
exhibit on the historical development of research in 
schizophrenia in America at the International Psy- 
chiatric Congress in Zurich, Switzerland, in Sep- 
tember 1957 at no expense to the APA, Changed the 


[Sept. 


name of the Committee on Medical Rehabilitation to 
that of the Committee on Rehabilitation. Suggested 
that the President appoint a special committee au- 
thorized to prepare a statement on drug addiction for 
submission to the appropriate officials at the proper 
time. Elected the incoming President, Dr. Francis J. 
Braceland, as Moderator. Elected Dr. R. Finley 
Gayle, Jr., and Dr. George N. Raines to membership 
on the Executive Committee. Authorized the Com- 
mittee on Psychiatric Social Work and the Medical 
Director to make the necessary representation to the 
U. S. Civil Service Commission to effect postpone- 
ment of publication of the manual “Clinical Social 
Workers” and authorized representatives of this 
Committee to assist in the revision of the manual. 
Announced APA opposition to the Bolton Bill (HJR 
485) which would create a commission to undertake 
a long-term study of nursing, and recommended fur- 
ther exploration of the matter to devise a more 
desirable approach. Commended the Medical Direc- 
tor for his work during the past year. Approved a 
budget for the Coordinating Committee on Techni- 
cal Aspects of Psychiatry in the same amount as 
for the past fiscal year despite an anticipated He 
crease in expenses but suggested that favoral i 
consideration be given to a supplemental pige i 
it is needed. This Coordinating Committee ae 4 
the fiscal year with a balance on hand. Approve 5 
$500 budget for the Ad Hoc Committee for Liais 5 
with the American Academy of General Pa 
Approved in principle the personnel Lieu, Prac- 
up by the Ad Hoc Committee on Personne Si 
tices and directed that necessary revisions be cara 
by the Medical Director and Treasurer v2 i 
appropriate matters can be implemented AH : 
Budget Committee at its fall meeting. Accep = 
gift of $250 from the Committee on Coon eee 
Leisure Time Agencies and directed that pa cal 
be added to the Committee’s budget. Aut ated 
the formation of an Ad Hoc Committee on w 
incoming President for appointments to the = 
bership Committee, Continued the Ad pea 
mittees on Civil Defense, Increasing aaa ‘tals 
ties of the APA, and Education in Public H z T 
in Liaison with the American Psychoanalytic d Hoe 
ciation. Authorized the formation of an, jE 
Committee on Relations between Liga in 
Religion. Authorized the incoming re , 
consultation with the Medical Dine, ete 
Chief Consultant to the Mental Heer of rota- 
set up a policy of rotation, and the T that Dr. 
tion, for MHS Consultants. Recommende ual Meet- 
Gayle, who was President during the Ann 5 

ing, discuss the matter of the e him 
with the Editor of the JournaL and i @ the in- 
that the Council would be unhappy to ae | 
accurate statements in this lecture go unre 
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AMERICAN PSYCHIATRIC ASSOCIATION 


Monday, April 30, 1956 


The year has been marked by further expansion 
of the activities of the Association with the expan- 
son borne almost entirely by various grants and 
by increased income from sources other than dues. 
During the year we purchased the building and 
thanks to the generosity of the members had suffi- 
Seat funds to pay cash for it. Because of the excel- 
lent activities of your Building Fund Committee, par- 
ticularly Bill Terhune, the mortgage existing against 
the building at the time of purchase was also paid off 

penalty. For this the Association should 
tank Dr. Terhune and the Insurance Company. 
With continued generosity of the members and 
with the payment of pledges we hope to have 
enough money to renovate the building in keeping 
With building code requirements and to furnish and 


decorate it appropriately to the importance and 
dignity of the Association. 

In summary figures the total income for the year 
was $595,529.40. Total expenditures were $551,472.10 
or an excess of income of $44,057.30 over our ex- 
penses. This apparent favorable balance is due 
almost entirely to the receipt of a grant to the 
State Mental Health Survey Fund and to better 
than expected income into this account. Advertis- 
ing of the Journal and of the Mental Hospital 
Service publication also showed gratifying in- 
creases during this year. The Central Inspection 
Board lost much less than was expected because of 
substantial increase in revenues and sharp limitation 
of expenditures over those budgeted. 


CONSOLIDATED FUND BALANCE SHEET 


ASSETS 


General Fund : 
Cash in banks: 
Checking accounts 
Custodian accounts 


Savings banks ...... $235,841.87 
ety cash RASE Lannea or ae E OE 741.25 
arketable securities—At cost (Market value $112,660.25) ...sesessessereerrerereee 75,893.99 
eee: otal ci a en vee tees Hamas casc sda Cade cee S A Ret eect seeves $312,477.11 
sr tstricted funds included in above assets—Exhibit E: 
= Strecker Appel—Annual Award......scsecseessscaeeeeeseenseees +++ $ 2,500.00 
osi 1 e n Inpatient Psychiatric Treatment for Children....+---+.+-. 30,401.41 
roa Architecture Study Account.....cssceeeceecsereeeesoeecsensees 54452.13 
ubl; Oommission Account (To be reimbursed) ..... ++ Say ae 68.33 
te Relations Conference Projectijcccnnsnvs, waens atase TAEA 2,543.91 
“gional Research Conference Projectsinsccoves CaA EAE ONEA 5 7,201.00 97,090.12 
Restricts tal E E e a AA A 
oe (separate funding of assets) : 
ee on History of Psychiatry—Cash in banks: 
ecking account . $ 550.75 
Savings Bank ..... í 6,79338 
eee lot: |, $ 7,344.13 
Hotheimer Prize Fund: eee ee 
Unites Sings banks.......... saath tastes AARE even $ 3,110.73 
i = a Bonds—Series F—At redemption me (Ma sono 
ere geet... 22 eee n. $ 20,311.73 
. M sgp TERE ee mmm eee ewe eee e re wee ee eee eee SETH eHe® wee 
Snit, gig@°"al Fund—Cash in savings bank. 2 tie ti orl 


and French—Fellowship Fund—Cash in savings banks.....-- Ap Aa eo) 
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LIABILITIES AND SURPLUS 


General Fund: 
Accounts payable ... 
Award payable * .. 


General Fund Surplus—Exhibit B: 


Biographical Directory........ SRG RE A s018 
Central Inspection Board 


Building Fund 

Special Purpose Donation Account. . 
American Journal of Psychiatry. 
Annual Meeti 


errr’ Peewee essere 


Balance, March 31, 1955 . 
Net decrease for year—] 


sessses teses 


Total 
Sackler Memorial Fund: 


t contributed during current fiscal WERE NSIN 


Net increase for period—Exhibit F... 
Toa Sia PE DEAA, 


Smith, Kline and Fre Fellowship cele i Sate a has 


Amount contributed during current fiscal 
Net decrease for period—Exhibit F 


Total .... 


*This is the balance payable on an award of the 
Smith, Kline and French Fellowship Fund for which 
cash was transferred from such Fund to the General 
Fund. 

In summary one can say that the expansion of 
the services of the Association have been made 
without further raids on the reserve, that these ex- 
pansions have been almost entirely due to the in- 
creased effort of your staff in rendering services 


3,857.80 


309.50 
11,136.52 
13,117.22 


$ 94,722.03 
192,684.57 


$215,386.99 


$ 7,34413 


$ 21,237.80 
926.07 


pee 
$ 20,311.73 


$ 6,000.00 
78.27 


pees 
$ 6,078.27 


and in raising money through grants and pene 
tivities. Since we have acquired a building ot ‘ 
the generosity of the members, our net wo jation 
of course, increased substantially as the pres our 
now owns the building, As long as we can ’ ne 
income at its current level the Association's 4 

ties remain on a firm basis. M.D» 
Jack R. A sett 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


ormance with the request of The Ameri- 
iatric Association, the American Medical 
on, and the American Neurological Asso- 
we are submitting the following account of 
ities of the American Board of Psychiatry 
ology, Inc., since the last report to the 
Hations by letter dated March 31, 1955. 

Board consists at present of the following 


inted by the American Psychiatric Associa- 


id A. Boyd, Jr., (term expires December 
=C. H. Hardin Branch (term expires Decem- 
ber 1958) 

§ Henry W. Brosin (term expires December 


V illiam Malamud (term expires December 


inted by the American Neurological Associa- 


: Harvey Bartle, Jr., (term expires December 
Knox H. Finley (term expires December 
Tancis M. Forster (term expires December 


ul I. Yakovlev (term expires December 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


Appointed by the American Medical Association: 
Dr. Russell N. DeJong (term expires December 


19. 
Dr. Francis J. Gerty (term expires December 


1959) 

Dr. Frederick P. Moersch (term expires Decem- 
ber 1956) 

Dr. on N. Raines (term expires December 
1057 


At the annual meeting of the Board in December 
1955, the following officers were elected: Dr. 
Frederick P. Moersch, president; Dr. George N. 
Raines, vice-president; Dr. David A. Boyd, Jr., 
secretary-treasurer. 

When the Board met in San Francisco, Cali- 
fornia, in October 1955, 208 candidates were ex- 
amined. Of this number, the Board certified 113 in 
Psychiatry, 6 in Neurology, and none in Neurology 
and Psychiatry. 

The annual meeting of the Board was held in 
New York City in December 1955. At this time, 
257 candidates were examined by the Board. Of 
this number, 143 were certified in Psychiatry, 18 in 
Neurology, and none in Neurology and Psychiatry. 

Since its inception, the Board has received 7,817 
applications. Some of these are still under con- 
sideration. The total number of diplomas issued by 
the Board to date is 5,478. Of this number, 4,159 are 
certified in E a in Neurology, and 965 
in Neurology and Psychiatry. 

ig! Dav A. Boyn, Jr, M. D., 
Secretary-Treasurer 


_, The American President lately met 300 American 


CHOOSING A PRESIDENT 


i editors 
sador in England a very eminent member of the 


ly judging from your news 

papers one would suppose = A 
Select the most vile and profligate ae to be your President.” To which President Bu- 
replied that such a conclusion was natural, but the newspapers did not mean any- 


thing by 


it; it was only their way. 


and said that when he was 


English Government said to him: 


that you Americans always 


—Hansarp, 1860 


PRESIDENT’S PAGE 


The membership of the Association soon 


will be polled by mail ballot, proposing to 


amend the constitution and provide for the 
annual election of two vice-presidents. It is 
proposed that these new officers shall enter 
upon office at the close of business of the 
annual meeting at which their elections are 
announced, 

Having served a term as vice-president, 
the individual shall not, for one year there- 
after, be eligible to hold elected office as the 
word “office” is defined in Article 4 of the 
constitution. 

The background of this new departure is 
as follows: The proposal was made first 
by the Nominating Committee in 1955 and 
was submitted to Council at the November 
meeting. It was referred by Council to the 
Long Term Policies Commission and, after 
study by that body, returned to Council with 
the recommendation that these offices be es- 
tablished. The reasons put forth by the 
Nominating Committee and concurred in by 
the Commission were: First, as the Asso- 
ciation has expanded and markedly grown 
numerically, there has been consequent in- 
crease in the amount of work to be done. 
The demands made upon the president have 
increased to the point where they are almost 
overwhelming and some of the duties re- 
quired of him might well be delegated to 
vice-presidents. Among these duties are 
those of representing the Association at im- 
portant meetings, conferences, hearings, and 
forums, to say nothing of numerous speak- 
ing engagements and attendance at various 


committee and Divisional meetings. Sec- 
ondly, these positions would furnish a means 
of honoring distinguished men who have 
made important contributions to the Asso- 
ciation and to the field of psychiatry. 

Tt was not the intention of any of the de- 
liberating groups that vice-presidency should 
come to be a prerequisite for, or preliminary 
to, nomination for the presidency. It might 
well be that a vice-president at some later 
date might be nominated for the presidency, 
but it was not intended that he would be 
automatically nominated as president-elect, 
nor indeed was it thought desirable, since 
this would defeat the purpose of the pro- 
posal, namely that the positions should serve 
to honor additional members who have 
served the Association and the specialty with 
distinction. An important by-product of such 
elections, although neither of the proposing 
bodies emphasized it, would be that the =) 
dition of these two voting officers Bae 
serve to broaden representation in Council. 

Also, a new section would need to be 
added to Article 6 of the constitution, pro- 
viding for the advent of a simultaneous 
vacancy in the offices of president and prai 
dent-elect, In that case the Council Mess 
name an acting president to serve until t 
close of business at the next annual meeting. 

The Association is destined to grow eS 
larger, and greater, and careful planning A 
the order of the day. Its offices now, hono 
able as they are, are sometimes heavy 
burdens. 

Francis J. BRACELAND, M. D. 


COMMENT 


MENTAL HOSPITAL ACCREDITATION 


The struggle that the Central Inspection 
Board has had for the past eight years to do 
an adequate job inspecting mental hospitals 
is well known in psychiatric circles. One of 
the main deficiencies found in the hospitals 
inspected, “understaffing,” applied equally 
well to the Central Inspection Board. Cover- 
ing the United States and Canada thus be- 
came a Herculean task for Doctor Ralph M. 
Chambers who worked alone until December 
1952 when Dr. Frederick L. McDaniel was 
added to the staff, 

, With three inspectors now devoting full 
time to Inspections, wider vistas are opening 
up and the program is moving ahead. 

s only state and provincial hospitals 
Sty been included in the program, 
Re ing last spring, Veterans Administration 
i oe psychiatric hospitals are now be- 
a “aioe With the recent publication of 
se = s for schools and hospitals for the 
sorte y defective, another facet in this im- 

: ht work is being planned. 
ano of Approved Hospitals 
ind od every three years and rein- 
tay be don Spitals Approved Conditionally 
boial e 3 anytime after one year when the 

ie cels that sufficient improvements 

Reinet cae for the hospital to be fully 
ion of = o reinspections, with the excep- 
initial o have been made because the 
more im Pection of hospitals seemed to be 
Was im portant, and with the small staff it 

impossible to do both. 
tt an ene eton and rating of hospitals is 
sistin iin ae, but the purpose is to as- 
t of z e standards of care and treat- 
the United Siew in the mental hospitals of 
tore hospital tes and Canada. The fact that 
diti Pitals now being inspected are Con- 
just mi Ri Pproved or have ratings which 
that 7 Such approval leads one to believe 

Spitals i i 
“em are becoming more cognizant 
This ic demands for improvements. 
the Standards ire without any lowering of 
ditional nri be met. In fact, a few ad- 
“quirements have been added. 


To date 138 hospitals have been inspected, 
10 have been fully Approved, 34 have been 
Conditionally Approved, 84 were not Ap- 
proved, and 10 have not yet been rated. Al- 
ready contracted and awaiting inspection are 
18 state hospitals, 3 Veterans Administra- 
tion hospitals, and 53 private hospitals. In 
addition a number of schools and hospitals 
for the mentally defective have requested in- 
spection, and a number of state and private 
hospitals have made inquiries and will prob- 
ably make application for inspection in the 
near future. 

Careful inspections and detailed reports of 
the findings in each hospital take consider- 
able time and at least two more full time in- 
spectors are needed urgently if the work is 
to be expanded without too much delay (See 
notice page 276). Some of the private hospi- 
tals have been requesting inspection for over 
three years and it is frustrating to both the 
hospital and the Board that they have had 
to wait and are still waiting. 

The rating of hospitals is based on stand- 
ards set up by the Committee on Standards 
for Hospitals and Clinics of The American 
Psychiatric Association and by the Central 
Inspection Board. Surgical services, clinical 
laboratories and a few other departments are 
rated on standards originally formulated by 
the American College of Surgeons and ac- 
cepted by the Joint Commission on Accredi- 
tation of Hospitals. 

An agreement, entered into with the Amer- 
ican College of Surgeons shortly after the 
Central Inspection Board was established 
and later accepted by the Joint Commission 
on Accreditation of Hospitals, provides that 
inspection of all mental hospitals with the 
exception of psychiatric units of general hos- 
pitals, shall be done by the Central Inspec- 
tion Board and that American College of 
Surgeons standards for the departments 
mentioned above shall be used. On the other 
hand psychiatric units in general hospitals 
which are inspected by the Joint Commission 
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are evaluated according to American Psychi- 
atric Association standards. 
When the form of the inspector’s report 
was decided upon, namely, to give factual 
data on the numerous departments in a hos- 
pital along with recommendations for these 
departments, it was not known just how 
valuable these reports would be beyond being 
the basis on which the accreditation of the 
hospital could be made. After almost eight 
years the Central Inspection Board is grati- 
fied that these reports have, in a number of 
cases, been made available to members of 
the legislature as well as details given to 
the general public via the press. Not only 
superintendents of hospitals, but commis- 
sioners of the various states tell us that the 
reports are not valuable merely for the 
period of a year, but have a continuing value 
until the majority of the recommendations 
are met. The fact that tables showing the 
percentage of overcrowding by ward and 
building, and personnel quotas with the per- 
centage of persons employed at the time, are 
also included in the reports gives them an 
added value to those responsible for formu- 
lating budgets for the coming years. 
All reports are reviewed by members of 
the Board before they are sent to the state 
or hospital. Hospitals are rated by the Ex- 
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ecutive Committee of the Central Inspection 
Board and a representative of the Joint Com- 
mission. After the ratings are approved by 
both the Central Inspection Board and the 
Joint Commission on Accreditation of Hos- 
pitals, a letter is sent to the hospital stating 
just how it has been accredited: Approved; 
Approved Conditionally; or Not Approved. 
All hospitals Approved or Approved Condi- 
tionally are listed along with the general hos- 
pitals in a publication of the Joint Commis- 
sion, and Approved Hospitals receive a 
certificate. 

In states where the reports have been 
given wide publicity an aroused public has 
assisted the superintendents and others in 
authority in the mental health field in getting 
appropriations to improve unsatisfactory 
conditions. Undoubtedly the public relations 
value of these reports, regardless of the hos- 
pital’s rating, has done much to help to im- 
prove the care and treatment of the mentally 
ill, With the present expanded program we 
hope that the work of the Central Inspection 
Board will be given even wider publicity, 
which will eventually benefit all mental 
health facilities. 

Cuariss K. Buss, M.D. 
Chief Inspector 


INTERNATIONAL RELATIONS 


At the annual meetings of the American 
Psychiatric Association it is our privilege to 
welcome our foreign guests and to extend to 
them our hospitality. In this spirit the Com- 
mittee on International Relations, with the 
cordial support of the officers and staff of 
the Association, arranged, during the meet- 
ing in Chicago, an informal luncheon in honor 
of our visiting guests on Wednesday, May 2, 
1956. The luncheon was shared by some 55 
participants, representing, in part, 15 foreign 
lands. Among these are to be counted Peru, 
Norway, Indonesia, Australia, Sweden, Ja- 

pan, Switzerland, Mexico, Thailand, Chile, 
Latvia, and England. Sprinkled among our 
guests, but native to the Association, were 
visitors from Cuba, Hawaii, Panama, and 
several Canadian provinces. 

After the luncheon was served, President 


Gayle addressed the gathering expressing n 
Association’s pleasure in the presence Of ° 
forei ests. 

“The luncheon in honor of our guests pee 
other lands was but one feature = p 
gram of the Committee on Internation” 
tions. Another, and one no less eteti 
gratifying, was the Symposium OP fter- 
national Psychiatry held on Monday ve 
noon, April 30, 1956. Russian, Britis pe 
Continental, and American pee 
dealt with critically and descriptively H he 
Horsley Gantt, Psychiatrist-in-Charee ® pij- 
Pavlovian Laboratory of the Phipps erst 
atric Clinic, Johns Hopkins inte get 
School of Medicine, by T. Ferguso® ` nt 
Professor of Psychological Medicine ity 
Southern General Hospital, Univers fite- 


Glasgow, Scotland, and by John C- Whi 


or of Psychiatry at the Johns 
eal School. D. Ewen Cameron, 
the Allan Memorial Institute of 
airy in Montreal, Canada, initiated the 
on that followed. The Symposium 
by a large and attentive audi- 
ring well above 1,000. 

ittee had negotiated with the 
of Psychiatry at Moscow 
tion of officially delegated 
s, and had been led to believe 
tation had been received with 
unately we were advised to the 
} weeks or so before the meeting. 
. Horsley Gantt, who had worked 
“avlov, and who is competently in- 
‘on Russian psychiatry, graciously 
n for our missing guests, and did a 
job. The Committee, it 
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should be reported, is currently in communi- 
cation with the Moscow Academy in the en- 
deavor to have Russian participants among 
the contributors at the 1957 annual meeting 
in Chicago. Lest, however, the impression be 
given that the Committee is primarily ori- 
ented toward our Soviet confréres, it needs 
be mentioned that the Committee is sharing 
in the plans for a Southern Regional Meet- 
ing, at which the focus will be on Latin 
American psychiatry, and also is formulating 
plans for the translation into English and the 
publication under the aegis of The American 
Psychiatric Association, of noteworthy and 
significant psychiatric works originally issued 
in foreign languages. 
Taco GALDSTON, 
Chairman, Committee on 
International Relations 


ECSTATIC EXALTATION 


definition of this state can equal that given by St. Theresa of her own feelings. By 
she had attained what she calls a “celestial quietude—a state of union, rapture, 
ecstacy, I had experienced a sort of sleep of all the faculties of the soul—intellect, 
, and volition; during which, though they were but slumbering, they had no con- 
n of their mode of operation. It was a voluptuous sensation, such as one might 
ce when expiring in rapture in the bosom of our God. The soul fc 


; she (the soul) knows not if she speaks or if she remains silent, i 


madness, in which she 
point 


n the knowledge of true wisdom an inconceivable consolation. She is on the poing 
into a state of languor, breathless, exhausted, the slightest motion, even 
is unutterably difficult, The eyes are closed by a spontaneous m ere 
ri v 


—J. G. MILLINGEN, M.D, 
(Curiosities of i 
Medical Experience, 1837) 


NEWS AND NOTES 


PSYCHIATRY, THE PRESS AND THE PUp- 

Lic.—A booklet report on the conference on 
special problems in communicating psychi- 
atric subject matter to the public, held at 
Swampscott, Massachusetts, June 24-26, 
1955, has been published by The American 
Psychiatric Association. The Swampscott 
conference under the co-chairmanship of Dr. 
Wilfred Bloomberg, of the A.P.A., Dr. Louis 
M. Lyons, Nieman Foundation for Journal- 
ism, and Arthur Snider, National Association 
of Science Writers, was attended by more 
than 50 leading psychiatrists and professional 
writers seriously concerned about the prob- 
lem of communicating accurate information 
tegarding psychiatric treatments to the gen- 
eral public. The published report follows the 
conference program, considering first public 
attitudes to psychiatry, and following through 
with chapters on special characteristics of 
Psychiatric subject matter, the difficulties en- 
countered when psychiatrist and journalist 
attempt to work together, a formulation of 
policy for psychiatrists to follow in dealing 
with the press, and the broader problems en- 
countered by psychiatrists in the field of 
public relations. 

This report was made possible by grants 
from the Ittleson Family Foundation, the Al- 
bert and Mary Lasker Fi oundation, the Divi- 
sion Fund, and the Harris Foundation. It 
may be obtained by writing the Public Infor- 
mation Office, American Psychiatric Associ- 
ation, 1785 Massachusetts Avenue, N. W., 
Washington 6, D. C. Price: $1.00. 


EVALUATION OF ĪNTERNAL MEDICINE IN 
Hospirats.—The American College of Sur- 
geons has been awarded a research grant of 
$43,000 for the period September 1, 1956, 
through August 31, 1957, by the Department 
of Health, Education, and Welfare of the 
Public Health Service, in furtherance of its 
project to evaluate internal medicine in hos- 
pitals. This project, “to establish a minimal 
standard of quality and efficiency of the prac- 
tice of internal medicine in hospitals,” was 
initiated in early 1956, by the College's Com- 
mittee on Criteria for Hospital Accreditation, 
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under the chairmanship of Dr. Arthur R. 
Colwell, Sr., F.A.C.P., Chicago. 

The director of the study is Dr. Marion A. 
Blankenhorn, F.A.C.P., Cincinnati, who is 
devoting his full time to the project. A pilot 
study of approximately 100 representative 
hospitals is being conducted by observing 
practice methods with particular reference to 
internal medicine. Twenty or more mature 
and responsible physicians are being sent to 
selected sites for this purpose. 


Dr. Guy Payne.—Died July 1, 1956, at 
his home in Canear, N. Y., aged 78 years. 

Dr. Payne was a graduate of Bellevue 
Medical College, New York; he joined the 
Essex County (N. J.) Hospital staff in 1994 
and was appointed superintendent and me 5 
cal director in 1910, retiring from that post 
tion in 1947. nie 

During World War I he served wit 
tinction as captain in the Army Me sep 
Corps. He served as president of ne 6 
Jersey Psychiatric Association and 0 ai 
New Jersey Hospital Association. He wi ee 
member of the American Medical Assoc 
tion, A 

Dr. Payne was a diplomate of the nma 
can Board of Psychiatry and Neurology nie 
a Life Fellow of The American defen i 
Association, having joined the Associati 
1912. 


Ruo Pr Pur Honors Dr. t 
Paul H. Hoch, New York State rao ee 
sioner for Mental Hygiene, ie ale HG 
“Man of the Year Award” of the 7 aie 
tional Rho Pi Phi pharmaceutical me aa 
June 28, 1956. Rho Pi Phi, the a 
ternity of pharmacists in the worl heir 320 
Dr. Hoch in a special ceremony at Ea award 
annual convention in New York. T ad dere 
cited Dr. Hoch for his “outstanding gon 
ship in the research and treatment © iare 0 
illness, and his dedication to the welfare p, 
its victims.” Max M. Satloff, grand cou Some 
of the fraternity, presented the aware. 


1956] 


jo delegates representing every State and 
Canada attended the annual meeting, 


Forp FOUNDATION Grants.—The Ford 
Foundation has announced the allotment to 
21 research centers of grants totalling 
$826,850 for research during the next 5 
years in mental health. 

The present gtants, mostly to universities 
and university connected institutions, go to 
ceaters in the United States. Grants to Euro- 
pan institutions will be announced later, 


Dr. Srorrs Retires—Dr. Harry C, 
torts, who for nearly 2 decades has been 
irector of Letchworth Village, retired June 
2, 1956. He had given 44 years service in 

New York State department of mental 

ene. Dr. Storrs retires from the state 
“vice at the same institution where he 


zo department as a junior physician 


eile Sin 2 
Norte SHorg Hearty Resorr Lecrure 


—The 7th annual N, orth Shore Health 
Resort Lecture Series wil be held the first 
esday of each month (except January 
limis 2) gt 225 Sheridan Road, Winnetka, 
itis ie a The theme for the 1956-57 
tutions T e Medical Practitioner’s Con- 
"opment Si Healthy Emotional De- 
Asin past (The Physician as a Counselor)”, 
ion) oat all physicians and allied pro- 
hited sonnel in the Chicago area are 
TN attend, The American Academy 
lers aal Practice will again give its mem- 
it tor attendance at these lectures. 


by PN ATIONAL Hearty Forum.—The 
tum will be held in Cincinnati, Ohio, 
Ban ad Sad 2 1957. Dr. Francis J. 
titri X resident of The American Psy- 
Rf the po cation, has been named chair- 
tter EA Forum and the general topic 
Mithe mag ation will be “What changes 
tenta] heal © In American life to improve the 
€ Nati our people ?” 
Re con, "er Health Forum is a confer- 
Health Co Sey „Annually by the National 
ition i: in behalf of its 51 national 
i: Public an bers, Its aim is to focus 
Professional attention on a 


| T development of nationwide 
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concern that needs some degree of concerted 
action. 


Day HosrrraL CENTER AT Hupson 
River Srare Hosprrat.—The New York 
State Department of Mental Hygiene opened 
at the Hudson River State Hospital, Pough- 
keepsie, a day hospital center on July 2, 1956. 
This center occupies 1 ground-floor wing of 
the new Cheney Memorial Building and is a 
self-contained unit independent from the hos- 
pital. It will operate on a voluntary outpa- 
tient basis on a 5-day week schedule from 
8:30 a.m. to 4 p.m, All standard psycho- 
therapies will be available. 

Dr. O. Arnold Kilpatrick, director of the 
Hudson River State Hospital, heads the staff 
of 14 that will administer the day hospital, 


American NEUROLOGICAL Sociery.—At 
the 81st annual meeting of the American 
Neurological Society held at the Claridge Ho- 
tel, Atlantic City, June 18-20, 1956, the fol- 
lowing officers were elected for the year 
1956-57: Dr. H. Houston Merritt, president; 
Dr. Israel S. Wechsler, president-elect; Dr. 
Richard B. Richter, first vice-president; Dr. 
Augustus Rose, second vice-president; Dr. 
Charles Rupp, secretary-treasurer; and Dr. 
William F. Caveness, assistant secretary. 

The next annual meeting of the Associa- 
tion will be held at the Claridge Hotel, At- 
lantic City, New Jersey, June 17-19, 1957. 


EASTERN PSYCHIATRIC RESEARCH Asso- 
CIATION, INc.—This Society will hold its 
First Annual Convention in New York on 
Saturday, October 27, 1956, at the Hotel 
Waldorf Astoria. Registration : 9 :00 to 9:30 
a.m. (admission fee for non-members 2 dol- 
lars) ; scientific papers forenoon and after- 
noon; dinner, 6:00 p.m., speaker to be an- 
nounced. The E.P.R.A. 100-dollar award 
will be presented to the author of the best 
paper delivered at this meeting. 

A full-day seminar on “Various Cerebral 
Electrotherapies Including Pretreatment An- 
esthesia” is planned for Friday, October 26, 
at one of the large New York hospitals. This 
course will include participation in the ad- 
ministration of treatments, by visiting student 
psychiatrists, after observing a number of 
cases treated. The fee for this course will be 
25 dollars. 
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For further information, program, etc., 
address the secretary, Theodore R. Robie, 
M. D., 676 Park Avenue, East Orange, New 
Jersey. 


CorreEcTion.—In the letter of Dr. Manfred 
Braun on “Ataractics in Private Practice,” 
page 81, July issue, the statement “On Janu- 
ary 15, 1956, patient was put on a course of 
serpasil injections 5 mg., im. q.id. for first 
10 days,” read q.d. (once daily) instead of 
qi.d. 


AMERICAN PsycHosomatic SOCIETY.— 
The 14th annual meeting of the American 
Psychosomatic Society will be held at Chal- 
fonte~-Haddon Hall in Atlantic City on Satur- 
day and Sunday, May 4 and 5, 1957. 

The Program Committee would like to re- 
ceive titles and abstracts of papers for con- 
sideration for the program no later than 
December 1, 1956. The time allotted for 
presentation of each paper will be 20 minutes, 

Abstracts, in sextuplicate, should be sub- 
mitted for the Program Committee’s con- 
sideration to the Chairman, I. Arthur 
Mirskly, M. D., at 551 Madison Avenue, 
New York 22, New York. 


FOUNDATIONS’ FUND ror RESEARCH IN 
PsycniaTRY.—The Foundations’ Fund has 
been awarded a grant of $3,682,000 by the 
Ford Foundation to be allotted during a 5- 
year period for the development of research 
personnel in mental health, 

This new program will be maintained con- 
currently with the F.F.R.P,’s present pro- 
gram of research grants in the field of psy- 
chiatry and related sciences. The selection of 
fellows and the awarding of research teach- 
ing grants will be the responsibility of a pro- 
fessional committee of which Dr. Douglas 
Bond is chairman and which will work closely 
with F.F.R.P.’s board of directors. 
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A brochure describing stipends, fellow- 
ships, and research teaching grants is in prep- | 
aration and will be distributed during the 
summer of 1956. For copies of the brochure 
write to the Foundations’ Fund for Research 


EtcHtH MENTAL HOSPITAL INSTITUTE.— 
This Institute will be convened October 8-11, 
1956, at the Shirley-Savoy Hotel, Denver, 
Colorado, under the auspices of The Ameri- 
can Psychiatric Association Mental Hospital 
Service. 

The enrolment fee is $50.00 which covers 
daily luncheons, the annual party and ban- 
quet, a second informal party, trips to local 
hospital installations and the distribution of 
mimeographed and printed materials as well 
as a copy of the Proceedings. If a hospital S 
agency is a full service subscriber to t / 
A.P.A. Mental Hospital Service, it may sen 
a second and other delegates for $25.00 a 
provided the first delegate attending pays the 
full fee of $50.00. F 

For pale forms and other pre 
tion address: The American Psyc 5 
sociation Mental Hospital Service, 1785 Ma ; 
sachusetts Avenue, N. W., Washington ®» 
D.C. 


EVALUATION OF PHARMACOTHERAPY —/ 
Conference on the Evaluation of Per 
therapy in Mental Illness will be hel Septem- 
Statler Hotel in Washington, D. C., pa the 
ber 21-22, 1956. The Conference, un snail? 
chairmanship of Dr. R. W. Gerard, i Seda 
sponsored by the National Institute 0 E 
Health, the American Psychiatric As ve: 
tion and the Division of Medical Sete! 
the National Academy of Sciences— 


Research Council. 


NOTICE 


THE CENTRAL INSPECTION BOARD OF THE AMERICAN PSYCHIATRIC AssoCIATIO 
Inspectors who are qualified psychiatrists with hospital and administrative experienc 
ries are competitive and adequate traveling expenses are allowed. Interested 
should contact Charles K. Bush, M. D., Chief Inspector, Central Inspection Board, 


y needs 
e Sala- 

sicians 
P amet 


in Psychiatry, 251 Edwards Street, New 
Haven 11, Connecticut. 
s 
i 


can Psychiatric Association, 1785 Massachusetts Avenue, N. W., Washington 6, 
résumé of training and experience is requested. 
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From CUSTODIAL to THERAPEUTIC PATIENT CARE IN 
MentaL Hosprrats. By Milton Greenblatt 
M.D., Richard H. York, Ph. D., Esther Lucile 
Brown, Ph. D. in collaboration with Robert W. 
Hyde, M.D. (New York: Russell Sage 
Foundation, 1955. Price: $5.00.) 


The authors of this tri-partite volume relate how, 
through the forces of social therapy, the personnel 
of three Massachusetts hospitals set out to bring 
to the Patient an enlivened environment and a re- 
awakening of his dormant interests. The hospitals 
Teported in this book are Boston Psychopathic with 
its 120 beds and large staff, the Bedford V.A., and 

litan State, each with 1,800 beds. 

Conscious of present-day shortcomings, the ad- 
papae and clinical officials of these institu- 
lad that the engraftment of the factors of 
oy a onto the psychotherapeutic body 
ai ot the scope of treatment, The patient 

into the broadened areas of this science, 

rahe thrive on more humanitarian relationships. 
ng results were achieved, too, as Boston 
al records an elevation of the discharge 
in ain — 35 in the 1920's and 1930's to 80-85 
soa hese computations are properly based on 
Dopulatign, A rate rather than the hospital's total 
Eatin t Bedford the number of patients par- 
fold, ti) in resocializing activities was raised five- 
ea ttopolitan Hospital in Waltham, 

ments were also noted, The proj- 
in Ce last two named institutions were astie 
aegis aa aey eighteen months under the 
Bry ee a Sage Foundation ; that for Boston 
was a ch ae commenced in 1943, when 

a span of bie tee mea and covered 


of ana porting hospitals had inherited atmospheres 
tients ie a ess, There were too many pa- 
in prolonged in ‘strong-rooms” and immobilized 
l 7 baths. Patients’ clothing was color- 
the ata Procedures were cheerless and chill, 
by restricting, U8ly; Personnel were stagnated 
tions—sueh O ‘Taditions and inhibiting trepida- 
Datient’s agg was not conducive to the 


A ith the ultimate objective of creating a new 
To wet pe many striking changes were made. 
r in erogencous elements of his personnel 
di a k harmonius therapeutic whole, one 
customs. Hey departed from old and sclerosed 
haughty hies dissolved the frozen attitudes of a 
the mie which is fast disappearing from 
are’ scene. With the dissipation of 
Crating al customs, different groups, instead of 
fonction ag > isolated areas, began to merge to 
me into ua The attendant, for the first time, 
discs; = Own, and through relaxing group 

à common plane, a more sparkling 


social milieu was secured for the patient. The di- 
rector, with these approaches, lessened tensions 
among persons and groups, and this enabled them 
to work together more productively. 

Undoubtedly there will be many a superintendent 
who will cast a wary eye at some of the sharp de- 
partures from long accepted routines. He probably 
will refute the “advanced” ideology of permitting a 
nurse to wear her street clothes on certain wards. 
Some directors would not tolerate verbal assaults 
made in an open forum by a member of one group 
upon another; but it is recorded such a scene did 
develop at one of the hospitals when “an attendant 
violently attacked the normality of a particular 
psychiatrist” at a session called the “Coffee Hour.” 
Such a forum was established to provide all groups 
of employees with an opportunity for self-expres- 
sion thereby decreasing personal prejudices and 
interdepartmental frictions. 

The superintendent, on the other hand, may ap- 
preciate the discordant notes twanged intermit- 
tently, through the book, on the tautened purse- 
strings tightly clutched by the budgeteer with his 
own unresolvable resistances against vital expendi- 
tures. Such superintendent may poignantly recall 
his own frustratations in getting for his patients 
decent clothing, attractive furniture, painted walls, 
and sufficient personnel for therapeutic purposes. 

Irrespective of the reader’s attitude concerning 
the methodologies employed, much progress was 
made on behalf of the patient. He was brought out 
from seclusion, and the “continuous tub” was 
junked; too long were sustained soakings regarded 
surreptiously as therapy rather than restraint. The 
patient was permitted to form his own govern- 
ment, through which heed was paid his construc- 
tive suggestions. Psychodrama and volunteers also 
redounded to his benefit. T 

Hospital people will find their clinical and ad- 
ministrative thinking enriched by reading this book. 
The section for Boston Psychopathic is written in 
such a manner as to be incisively instructive. 

The projects herein reported were promulgated 
before the mass administration of chlorpromazine 
and reserpine had gotten under way. Further chap- 
ters on the combination of the potentialities of these 
drugs with those of social science would be of 
absorbing interest. 

Jonn H. Travis, M. D, 
Manhattan State Hospital, 
Ward's Island, N. Y. 


Tem Neuroses IN CLINICAL Practica. By Henry P. 
Laughlin, M. D. (Philadelphia: Saunders, 1956. 
Price: $12.50.) 

If you are bored by the other psychiatrist's 


long-winded case reports, here's the book for you. 
Laughlin’s cases are reported with an economy of 
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words rare in our speciality. A general statement 
is made, and before it gets away from you, the 
author nails it down with a “for instance’—only 
a few lines long. This alone merits some sort of 
accolade. 

Most of us are so concerned with the destructive 

and disabling aspects of psychoneurosis that we 
forget that the syndrome is a defense reaction which 
salvages the patient. Laughlin shows how the 
psychoneurosis serves such a purpose. The book is 
studded with neat tables which light up various 
problems. While the tables oversimplify, they are 
handy for any psychiatrist who has to make speeches 
to nonprofessional audiences. The book is reason- 
ably free of complicated jargon, and the dynamic 
explanations are offered in exceptionally lucid lan- 
guage. Some psychiatrists may see a certain 
naiveté in the text, and it does not, in truth, cut 
very deep. The analyst may complain that Laugh- 
lin is “superficial” in his explanations because he 
seems to ignore the deeper layers of personality. 
But this quality makes the book doubly valuable 
to the analytically unsophisticated reader. For ex- 
ample, in giving a “common sense” explanation for 
something as bizarre as a phobia, Laughlin per- 
forms a real service. He does make the phobia 
understandable, even if he doesn’t always get to 
the pre-oedipal level to do so. 

While the author pays lip service to the non- 
Psychotherapeutic technics, it is obyious that his 
heart belongs to psychotherapy. For instance, he 
surely knows that electroshock therapy helps most 
depressed persons, and that most depressed persons 
simply can’t afford 4-day-a-week, 2-year-long psy- 
chotherapy. Most of them, in fact, are initially 
impervious to psychotherapy, In these circum- 
stances, electroshock—whether you approve of it or 
not—does save lives. Laughlin knows this, and 
reluctantly admits it, but then he makes very sure 
that he is not giving ECT his blessing. 

He is one of the few modern psychiatrists to 
recognize that fatigue is a legitimate psychiatric 
symptom, Undeterred by the ghost of “neuras- 
thenia,” he has a gem of a chapter on the fatigue 
syndrome. He also writes an unusual section on 
“the illusory gains of emotional illness” He is 
somewhat less skillful in his handling of neuroses 
following trauma—but you can’t have everything. 
One other negative criticism is the awkward place- 
ment of footnotes at the end of the chapter, where 

they are hard to find. This necessitates a weary 
repetition of the same citation. It seems as if there 
are at least 100 references to the author’s articles 
in the D. C, Medical Annals. This kind of cita- 
tion-padding is unfortunate, though it is probably 
the publisher’s fault, not the author’s. 

The text includes some sensible and interesting 
comments on brain-washing, a good deal of data 
on the history of psychiatry, some practical ma- 
terial on psychosomatics, and a glossary of psychi- 
atric concepts. The style is fluid, the pacing is good, 
and the language is vivid. 

Henry A. Davıpson, M. D, 
Cedar Grove, N. J. 


MeraroLic AND Toxic Diseases or THE Nervous 
System. Proceedings of the Association for Re- 
search in Nervous and Mental Disease, Volume 
XXXII, (Baltimore: Williams and Wilkins, 
1953. Price: $10.00.) 


The volume comprises 28 chapters by a distin- 
guished group of neurologists, psychiatrists, and 
biochemists. 

The book starts out with titles such as, “The 
Parathyroid Gland and its Relationship to Diseases 
of the Nervous System,” by F. C. Bartter; and 
“The Pituitary Gland in Relation to Cerebral 
Metabolism and Metabolic Disorders of the Nerv- 
ous System,” by G. H. Glaser. 

Of practical clinical importance are the papers 
by D. Denny-Brown on “Abnormal Copper Me- 
tabolism and Hepatolenticular Degeneration”; and 
the study on “The Neurological Disorder Associ- 
ated with Liver Disease,” by R. D: Adams an 
J. M. Foley. In the latter paper, hepatic coma 
the major A of the discussion which, although 
being a frequent complication of various types of 
liver diseases, has not attracted the attention that 
it deserves. 

In acute yellow atrophy, in most cases, the nerv- 
ous derangement appears simultaneously with the 
jaundice. It usually attracts the attention earlier 
than the slight icteric discoloration. But in other 
instances, the jaundice is present from one to three 
weeks without any mental symptoms. Followtie @ 
short period of severe headache, accompanied by 
a gloomy irritable temper and restlessness, there 
develops a noisy and raging delirium. In about me 
third of the patients, there are convulsions. Towaré 
the termination of the illness, the delirium and Pi 
vulsions go over into a deep coma. A similar ar 
cal picture may be observed in Laennec $ alep y 
and nonalcoholic liver cirrhosis, parapet 
infectious hepatitis, toxic hepatitis, biliary cirrhos!® 
and others. ; ea 

Of particular interest to the psychiatrist 1s Hoe 
study on “Psychoses Produced by beens a 
of Drugs,” by P. H. Hoch and associates. ity for 
induced psychoses may offer an opportunity 


$ iological 
the explanation of mental processes in physiologi 


terms. am t 
The volume closes with a paper on “The we 
of Alcohol on the Nervous System,” by M. 
and R. D. Adams. The problems create 
society by the intemperate use of alcohol 
Those interested in this field will find mu 
information in this study. Pes 
The annual Publications of the Association ‘ 
Research in Nervous and Mental Disease w ne 
in the libraries of all state and governmen! ining of 
hospitals, which are accredited for the ta e for 
psychiatric residents. They are indispens? a pasic 
acquiring a knowledge in the advances © 
neurology and psychiatry. 


WALTER L. BRUETSCH, 
Indianapolls, 


d in modern 
are acute. 
ch use! 
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Tue Ruut To Reap. By Paul Blanchard. (Boston: 
The Beacon Press, 1955. Price: $3.50.) 


This book presents a thorough account of the bat- 
the against censorship as it has been going on in our 
contemporary “civilization.” The question is: Has 
anyone the right to tell any one else what he may 
may not read? Those who wish to dictate the 
reading of others are of course special pleaders. 
They either have something to sell or seek to pre- 
vent competitors from vending what they have to 
til. Their ‘reasons’ may be valid or spurious; in 
any case they will be prejudiced. 

The attitude of most American intellectuals, 
Blanchard tells us, is that “censorship of the written 
word becomes in the lexicon of western democracy 
the final crime against intelligence.” That begs the 
ay by leaving intelligence and its use to be 

ed. He hastens to add that it may be questioned 
ee eerie eee novel and the yel- 
ress .. . the extension to th 
nosed Nerd a not ES, En 
ectual values by conferri man 
aud which he is not eerie BAe 5 f 
: ust admit,” he continues, “that the right to read 

not an unalloyed good, and that it carries with i 
some unalloyed evils.” The dreadful cate of i 
fa pr Pathogenic books flowing incessantly eek 
tines “ited hanced instances appearing for weeks 

ea: a e teaching susceptible persons 
vapou: i 
examples of the Kalle i Te 
ese evils assume considerabl i 
gauged by iderable proportions when 
ee helical concept of “functional illiteracy,” 
child should i bast than the reading knowledge a 
en Bee see first 4 years in school. 
tss education than eh n found that ifa person has 
Y usable. By ihe z PAN capacity is not 
tinctional R ni n ere are some 8,000,000 
in 
25,000 Stes e U. S. today. More than 
Mot enough eda the Eighth Army in Korea had 
study, The G cation to write a letter. Wilson’s 
chsh graphy of Reading, reached the con- 

í at only about half of the adult popula 

A sufficient reading ski Piia 

Beaks aie skill to understand the 

For Cani oi or adult readers. 

history of is study Blanchard sketches 
through ae pone had showing that down 
i BP es ig and state have used and 
i endly to therse Suppress utterances un- 
i orun pia eai on the one hand the 
dictum iak fel hag on the other the 
be no i Ss : our state, naturally, there 
oF th r freedom of speech, press, and so 


The a of socialism.” 
, autho F x 
Association’ T quotes from the American Library 


the fullest pany Bill of Rights which demands 

ting all Practicable provision of material pre- 
and issties pe of view concerning the problems 
peal je ihe ed times, international, national, and 
iat enough ahh a general statement would seem 
$ and buts, ough critics can easily supply the 


ftsion in the as author speaks of the deep con- 
differences fee inds of many Americans “over the 
rial C ween peaceful socialism and conspira- 


ommuni. A 
unism.” Leaving off the adjectives it 
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would be helpful if he would tell us what the clear 
distinction is, if any, between socialism and com- 
munism. He speaks of “conspiratorial” Communism. 
Is Communism as preached from the Kremlin and 
echoed by Kremlin disciples the world over ever 
anything else than conspiratorial? 

While seeming to leave open the question of liter- 
ary freedom for adults, he concedes that children 
“are not mature enough to make their own choices.” 
That leaves another question open. Are all adults, 
just because they are chronologically adults, mature 
enough? 

While there may not be general agreement as to 
what is or is not subversive and therefore dangerous 
literature, the words of Judge Learned Hand, which 
the author quotes, should be kept in mind: “Words 
are not only the keys of persuasion, but the triggers 
of action.” 

Besides the pros and cons as to censorship of 
Communist printed matter, the two principal areas 
of spirited controversy have ever been religion and 
sex. (It is striking in how many ways those two 
topics are linked together.) The author pays his 
respects to Comstockery in New York and the di- 
yerting Watch and Ward Society in Boston, de- 
signed to keep proper Bostonians proper. The W. 
and W. Society became ridiculous in 1926 when 
H. L. Mencken went up there and sold on Boston 
Common copies of the banned “Hatrack” issue of 
the American Mercury. 

One device of censorship fanatics is to demand 
suppression of a book because of a passage here or 
there alleged to be obscene. Condemnation of books 
of literary merit on the “isolated passage” basis loses 
somewhat of its prestige when it is recalled that 
Annie Besant many years ago completed a list of 
150 allegedly indecent passages from the Bible. 

One item worth thinking about in a world that is 
becoming overpopulated is birth control. This move- 
ment has been met by determined clerical opposition 
but has made considerable headway in the past 
quarter of a century; and Blanchard points out that 
today birth control literature “can be distributed 
directly to adults in every state of the Union except 
Massachusetts and Connecticut.” 

In the ecclesiastical field censorship has been from 
the beginning a very live issue. “To this day Canon 
1399 of the Roman Catholic Church forbids even the 
possession of a book directly attacking Catholic doc- 
trine” The Constitution of the Soviet Union guar- 
antees religious freedom. That means freedom to 
attack religion but not for religion to strike back. 
In the western world it is the other way round, 
Blanchard calls attention to the circumstance that 
the newspapers readily publish religious literature 
and propaganda and carry advertising of religious 
books but are squeamish about printing anti-reli- 
gious or anti-ecclesiastic material. This he con- 
siders not a fair balance. He cites the experience 
of his publishers with the New York Times. That 
publication refused to accept advertising of three 
of Mr. Blanchard’s books (American Freedom and 
Catholic Power, Communism, Democracy and 
Catholic Power, and The Trish and Catholic 
Power). The present book on censorship, however, 
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the Times was quite willing to advertise. Each of 
these four books represents a straightforward study, 
involving much research, and each is thoroughly 
documented. The author comments, “The Times 
stands alone among its leading competitors in the 
severity of its discriminatory policy.” 

The Right to Read is a valuable exposition of all 
phases of the censorship question in contemporary 
society. It points up egregious abuses past and pres- 
ent, but indicates that in general there has been en- 
couraging progress toward more conservative and 
rational policies. At the same time it makes clear 
the necessity of constant alertness on the part of the 
media of communication to assure their right to 
disseminate proper information, and on the part of 
the public to receive that information, subject on 
both parts to such minimum of restrictions as, it 
may be hoped, the majority would accept as neces- 
sary or desirable, 

As an informative and educational text this book 
can be highly recommended, 


C. B. F. 


LeaRNING Turory, Personaurry THEORY AND 


CLINICAL RESEARCH, The Kentu Symposium. 
(New York: Wiley, 1954.) vii iG) 


The eleven Papers comprising this book consti- 
tuted the symposium held at the University of 


of learning theory, personality theory, and clinical 
research met to present current research findings, 
points of view, and methods of Procedure, with the 
hope of pointing the way toward closer integration 


5 challenging because 
of suggestions to psychologists engaged in research 
concerning future methods of procedure, 

To psychologists not immediately concerned with 
how to approach this desired integration, the book 
is of interest in acquainting them with progress to 
date, and with current trends. Of the 138 books 
or articles representing the total bibliography, 52 
per cent were published between 1950 and 1955, 
indicating the wide interest claimed by these areas 
and their interrelating problems in recent years. 

Although approach toward integration of learn- 
ing theory, personality theory, and clinical research 
is slow and arduous, some of the difficulties are 
clarified, suggestions formulated, and some ground- 


work laid by the contributors to the Kentucky 
symposium. 
Maron McKenzie Font, 
Ochsner Clinic, 
New Orleans, La. 
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PsycHoLocy IN NURSING. By Wendell W. Cruse, 
Ph.D. (New York: McGraw-Hill, 1955. 
Price: $5.50.) 


Once upon a time there was probably one major 
motivation for women going into nursing—a strong 
desire to render personal service. Medicine was not 
so technological in those days and nursing was 
almost purely and simply the care of the person, 
and nurses were recruited for that and only for that, 
The old-time nurse was, by self-selection, someone 
who liked people and had a practical knack for 
sympathetic service. She was taught no scientific 
psychology and it was probably not really necessary, 

The new nurse is different. The girls are re- 
cruited for, and motivated by, different things. 
They are challenged by the greater scientific aura; 
perhaps in some instances by military glamor; by 
the opportunity for educational, administrative, and 
industrial positions. The profession is probably 
recruiting from somewhat different social and eco- 
nomic groups. The equivalent of the old-time nurse 
is now going into the practical nurse and nurse's 
aide group. 

Because of these considerations, the student nurse, 
today, needs a good course in psychology. There 
are books aplenty, but as the author of this one 
Says, they are mostly watered down or anes 
versions of standard psychological texts dme 
and written for students in the professional fields 
of psychology. Cruze’s book has been written ae 
cifically for nurses, As the author says, he = 
tried to assist the nurse to understand herself an 
understand her patient, In the reviewer's op 
he has succeeded quite well. Perhaps his book sl 5 
has the fault of some oversimplification. This of 
an intrinsic defect in any one-volume coverage 
such a large subject and there doesn’t seem to 
any easy way to avoid it. The form is original 
is really excellent for teaching. Preceding m 
chapter is the equivalent of an “author's abstr 
of the chapter. It is suggested that this ge 
before and after reading the chapter, and wi co 
tainly be useful in helping the student to pree 
and digest the material. More textbook a wi 
should use this device. A list of questions for se 
examination also follow each chapter, which is 
selected and pertinent. A 

Cruze corte be definitely organically miake 
Much of what some of us would consider wee 
strictly physiology is included, and to this Toe 
the account of dynamic psychology in cases 0 
tal illness is somewhat too brief. Hower per- 
is adequate coverage of emotions and heal pia 
sonality and its development, and a good obably 
the bases of abnormal psychology. It is a some 
just as well that the author has stayed out 0! hiatry 

the highly controversial aspects of psyc goi 
since this is a basic text, The nurse we this, 
into the psychiatric field will need more 
which is as it should be. +4 4p que 

This reviewer found little with which to 
in this book, Among the mildly reine ae 
ments, is one at the beginning of Chapt 
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which the author sets forth in a rather positive way 
that modern psychology does not accept the exist- 
ence of instincts. He then proceeds to describe some 
“fundamental physiological drives” and in this chap- 
ter which deals with the motivation of human be- 
havior, he links human behavior, including social 
motives, sexual motives, the conformative motive, 
the need for security, etc, to these fundamental 
physiological drives and organic conditions. It is 
hard to see how this differs from what most of us 
understand by instinctual drives. One statistic on 
page 288 is no doubt a typographical error. The 
six psychoses listed certainly account for far more 
fifteen percent of all hospitalized mentally ill. 
Although there is a mild doubt in this reviewer's 
mind as to whether it ought to be in a book of 
this sort, Chapter 2, entitled “The Psychology of 
cy,” is a remarkably fine “how to do it” 
. Something like this ought to be incor- 
porated in every curriculum, from Junior High 
Graduate School. It would save many 
Tht many painful hours of inefficient study. 
bie book is handsomely bound, beautifully printed, 
ought to be well received in nursing schools 
Hi as and libraries, This is one of the McGraw- 
itr ra of nursing texts edited by Miss Lucile 
alae has written a short but thoughtful 
GRANVILLE L, Jones, M. D, 
Williamsburg, Va. 


“onl Hycene 1N PusLic HEALTH. SECOND 
ESEA By Paul V, Lemkau, M.D. (New 
+ McGraw-Hill, 1955. Price: $8,00.) 


ae ne edition of Mental Hygiene in Public 
= A interesting and informative, bringing 
the fe ‘lav data and points of view of both 
habe of a Doctor Lemkau is eminently 
able pea ng with authority, 
it Johns 44 Py chiatrist, Professor of Public Health 
hs pkins University, is at Present on leave 
the O direct the Mental Health Services of 
ly jomed New York 
ik Board, He will coordinate the serv- 
ealth organizations, schools, churches, 
Members i Ww enforcement agencies, helping the 


ad the Comman tier health for the individual 


te paa K 1s well planned, covering in Part I 

ih Part Il ‘ton hygiene in public health, and 

à ful} discuss development of the individual, with 

Meschool, schon, Of Cugenics, the prenatal period, 
| ttre Yea oo adolescent, young adult, and 

Each cha » through old age. P 

aq numere is followed by a clear-cut summary 
With th well-chosen references. These to- 
ME ony Sjo ft subject index make this book 
l flere le and stimulating reading, but a 
“HS library ce book that should be in every 


hrig PPendix reviews 


iatrie briefly the symptoms of 


illnesses and emotional dis- 
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turbances, following in general the classification 
in the revised nomenclature issued by The Ameri- 
can Psychiatric Association in 1952, The reading 
list includes psychiatric texts currently used. 

_A section on Visual Aids recommends motion 
Pictures for use in illustrating various concepts of 
psychopathological conditions, including the sources 
from which films may be obtained. 

From broad fields of experience, Doctor Lemkau 
writes with depth of knowledge and understanding. 
Himself an eclectic, he evaluates wisely the con- 
tributions of the different schools of psychiatry, 
pointing out where various methods may be used 
most effectively. His presentation of the integration 
of mental hygiene in public health is a forward- 
looking program of comprehensive medicine for 
individual and community, 

In the author’s belief: “Health must be defined 
to include something more than a sound body; it 
must be in terms of a healthful person, with his 
body sound and capable of full use in living an in- 
tellectually satisfying and emotionally stable life. 

“Where the health of the population is concerned 
every piece of useful information, regardless of 
origin or techniques of collection, should be ex- 
ploited to the fullest possible extent. The mental 
hygienist, particularly becomes an arch combiner 
of specialties, for he must include in his survey not 
only the total person but also his environment, dis- 
tant and close at hand, including the personalities 
that are effective in the environment.” 

Wit1am B. Trernung, M.D. 
New Canaan, Conn. 


PSYCHOPATHOLOGY AND EDUCATION OF THE BRAIN-IN- 
Juren Cuin. VoLume II. By Alfred A. Strauss 
and Newell C. Kephart. (New York and 
London: Grune & Stratton, 1955. Price: $6.00.) 


The medical profession has long needed a bridge 
between clinical behavior, the intellectual evaluation 
of defective children, and the morbid pathology of 
the brain-injured child. The authors in this volume 
have had the courage to abandon a former publica- 
tion containing the basic factors in their twenty 
years of observation and research, and now bring 
before those interested in rehabilitation, training, 
and therapy one of the most practical and com- 
prehensive surveys of the problem that has been 
devel so far, 

pga te volume is therefore not a revision 
of the first, but an entirely new structure which 
they have molded from the original, as well as 
adding more recently acquired evidence in the por- 
trayal of considerations, tests, and evaluation of 
the so-called “brain-injured normal” child. 

The original elaboration of “the clinical syndrome 
of exogenity in brain-injured mentally defective 
children” has been enlarged to include the concept 
of “the clinical syndrome of the brain-injured child 
who is not Te se ve ee in spite of 
‘normalcy in LQ. as tested ill ‘defective.’” 

In resolving this apparent paradox, the authors 
wisely select one of the most important recent con- 
cepts that has arisen to alter former dogmas of 
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clinical neurology. Using the analogy of the pres- 
ent “servo mechanisms” or self-contained “feed- 
back circuits” which industry, navigation, and elec- 
tronics have applied to many modern devices, they 
have vitalized Wiener’s presentation of cybernetics 
and consequently immediately gain a strong foot- 
hold in the directional thinking of the future deter- 
minations of mental testings. 

The importance of self-corrective or stabilizing 
factors arising to maintain the body unit at a nor- 
mal directing point (so that full normal responses 
could take place), represents to the authors a form 
of “homeostasis.” They consider this factor largely 
responsible for ontogenetic as well as the phyloge- 
netic development. 

“The phylogenetic development of the organism 
has been to a large extent the story of its increas- 
ingly successful attempts to free itself from the 
limitations of its environment.” Such a belief by 
the authors presupposes not only eventual “pur- 
pose” in the process of phylogenetic development, 
but also an eventual state of “freedom” from known 
and existing environment, Such a concept offers 
a profound background upon which to build a thesis 
or project its potentials, 

“Purpose” and “escape” or “freedom” from en- 
vironment are philosophical factors which, although 
acceptable in the light of modern theology, never- 
theless are too quickly and easily introduced into 
this practical analysis of “homeostasis” and phylo- 
genetic development to warrant outright acceptance 
of the basic premise. 

_ The authors have either knowingly, or unwit- 
tingly, touched upon one of the central features in 
the great Theme of Progression (without elabora- 
tion) being diverted in these pages to the details 

y sugar metabolism and the automatic re- 
sponses and internal devices adapted by man to aid 
the important process of survival and progress . 
“purpose and necessity instead of “homeostatic 
resistance” or adjustment to change rather than 
awaiting emergencies in the physiological mecha- 
nisms seeking greater freedom, This new point of 
view has obviously influenced the entire book. 

The authors feel this concept of “homeostasis” 
can be applied to the voluntary and reasoned activi- 
ties of man. They cite many protective devices 
that were developed in man during the course of 
becoming civilized and connote to “homeostasis” 
the adaptability and constant maintenance of a 
favorable equilibrium for the Purpose of survival 
against the factors of resistance to environment 
“since this status quo is the only condition which is 
compatible with life.” 

The analogy is drawn between modern elec- 
tronic devices (television) for scanning and which 
store and sort information (univac) simulating the 
nervous system’s ability to focus or select central 
items from “memory traces” along lines of Wiener’s 
concept of a brain rhythm (alpha) which utilizes 
a “time of sweep” mechanism (Yo of a second) 
similar to that which we note in ordinary television. 

The necessity of a time and special factor as a 
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requirement of scanning, and the fact that the limit 
of concept formation is approximately ten per 
second, offers much support to the alpha rhythm 
scanning concept of response, which of course 
would be the clue to defective responses in the 
brain-injured child. 

Not only is the child different from the adult, 
and the injured child different from a “normal,” 
but there is equally a difference between a “normal” 
child who has been injured and a child who has 
developed with defective brain mechanisms, there- 
fore not having in existence those structures which 
the “normal” injured child actually damaged or lost 
during or following the process of a known trauma. 

The functional response to the various types of 
brain injury, involvement, and defect are as variable 
as the scanning sweep and the intensity of the elec- 
trodynamic factors involved. Appropriate tests to 
determine such features would of course be highly 
desirable. 

The authors have demonstrated remarkable 
ability in arranging test material in a simple and 
most informative manner. There is excellent illus- 
trational value which has a practical aspect and the 
authors have undertaken to make points and clarify 
concepts by diagrammatic representation which nol 
only aids in the assimilation of the material pre- 
sented, but offers the student an opportunity to 
grasp something comprehensively familiar, to | 
in order to progress to the problems being discusse i 

There are a number of excellent histories 5 
brain-injured children with their 5 responses 2 
tests, and there is in addition to the important wally 
cept presented relative to brain function, the Te 
important analysis of mental function and T ž 
ing and scoring as indicated on the marble-bo 
test and the Ellis visual designs tests. ee 

In summary, the book presents a most pra par 
approach to the difficult problem of m 
the brain-injured types, attempting to Lei E 
comparative values and basic scoring par aes 
order to estimate the degree of re an 
turbance or loss in these types of childre 
patients so far evaluated. ete d 

From a standpoint of progress in on ae 
approach to the problem of proper classi upon 
this book has presented a most valuable base 
which further elaboration can develop. ‘ott 

Methods of testing for mental acuity in use ration 
fail to establish a period of controlled Labi a 
of the patient such as required in basal hi pee 
blood sugar estimations, or other clinical 
tions of importance. , npor- 

Little of value would be obtained if set 
tant tests were taken when convenient for atient 
aminer or from random samplings of the an 
without regard to proper preparation or pre 
individual standardization. ial test 

Strauss and Kephart have assembled crucial ild. 
material for evaluation of the brain) are mbined 
If their method and concept were to be ¢ the pa- 
with controlled pre-test periods nanan s circu 
tient’s diet, weight, liquid intake, and cere! 


Mak trod 
2 metabey 

end 
techni h 

alwa, 

MAY see 

C pr em 
be 

Noted has 
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latory determinations particularly those concern- 
ing blood pressure and pulse pressure, there may 
arise a more scientific procedure that would make 
comparative evaluations of great clinical im- 


portance, 
Tempte Fay, M.D., 
Philadelphia, Pa, 


Tas Lire Communrry. Viewpoints for the Study 
of a Human Whole. By Robert Redfield. 
(Chicago: University of Chicago Press, 1955. 
Price: $4.00.) 


This excellent little book is the published version 
of a series of lectures which Redfield gave at the 
University of Uppsala in 1953. It is an assembling 
and assorting of his ideas relating to the small 
community which he has been generating, digest- 
ae during his years of anthropological 


_To anyone working in community research, or 
i vatious research fields dealing with activities 
1 e place in small communities (economics, 
sociology, anthropology, social psychiatry, etc.) the 
is thought provoking, for familiar items from 
tas of anthropological concepts are here ex- 
G om a unitary point of view and brought 
0 a relationship with each other. 
eose not many psychiatrists would find The 
ol mmunity very relevant to their everyday 
me. eee So many are in large rather than 
Of the wn oad and so few take much account 
Ea ciological aspects of their patients’ lives, 
; mo who have a curiosity about some of 
find thie d aspects of human organization would 
lucid and interesting book most rewarding. 
Dorornea C, Leicuton, M, D, 
Cornell University. 


N 
emt ARMACOLOGY, Edited by Harold A. Abram- 
i a . Transactions of the First Conference 
Josiah M 27 and 28, 1954. (New York: The 
8 acy, Jr. Foundation, 1955. Price: $.25.) 


This 
ictiong ar ll volume of Macy Foundation Trans- 
multidisciplin the pattern of free discussion of a 
Sne Boup. of experts, five of whom 
ftlds of ated Statements in their respective 
s N: Dr. Kety on brain circulation 
ton, Brazie Sm, Scharrer on functional organiza- 
the ascends, On EEG in anesthesia, Magoun on 
Nibsiong, T reticular system and Pfeiffer on con- 
on ensuing discussions reflect a level of 
TO always Petence that the uninitiated reader may 
tty en’cessfully follow, and some of the 
ict Thy detailed for this mode of 
iC Probleme vy sections dealing with broad and 
ite Cipeciajj f blood distribution and metabolism 
Some z illuminating, 
he more important observations may 
7 hole brain in healthy young men 
tig and mine and 76 mg. of glucose a 
üm Mtients other g cPiratory quotient of 
‘tall than glucose contribute only 
“tring increas to the total metabolism. L-epi- 
brain metabolism by 22%, and 
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the increase is associated with subjective anxiety. 
Anesthetic agents need not depress brain metabo- 
lism. Magoun suggests that the special suscepti- 
bility of the ascending reticular substance to anes- 
thetics may be related to its richness in synapses. 
According to Scharrer cerebral blood supply ap- 
pears to be proportional to the concentration of 
mitochondria (which are enzyme carriers); the 
basal ganglia seem to circulate twice as much blood 
as the cortex at least under anesthesia. Increased 
CO: or diminished O: arterial tension increases 
brain blood flow, but bilateral stellate ganglionic 
blockade, interestingly enough, does not. 

Aring suggests that repeated hypoxia may be 
more damaging to white matter than to grey. There 
are a number of interesting indications in Dr. Pfeif- 
fer’s presentation that the enzymatic character of 
the cell nucleus may be altered in a variety of ways 
by chemical influences: Fremont-Smith aptly re- 
marks that it now looks as if genetic factors are 
no longer immutable. Pfeiffer calls attention to the 
fact that a variety of intoxicating agents may induce 
transient remission in schizophrenia. 

The spontaneity of free discussion always carries 
a risk of discursiveness, Through the initial pres- 
entations help to structure the proceedings, the 
choice of leading topics does not appear to be part 
of a comprehensive plan. Perhaps a single central 
theme with stricter direction of the discussion 
would enhance the readability of these valuable 
transactions. 

Josera Wortts, M.D. 
Jewish Hospital of Brooklyn, N. Y. 


TRUANTS FROM Lire. By Bruno Bettelheim. (Glen- 
coe, Ill.: The Free Press, 1955. Price: $6.00.) 


This is a remarkable report and discussion of the 
successful treatment of four very seriously dis- 
turbed children at the Orthogenic School in Chi- 
cago. The School has been organized “as a total 
therapeutic setting based on psychoanalytic think- 
ing about primary behavior disorders of children.” 
Its philosophy “entails offering the child as much 
gratification as possible, particularly at first to 
help him form a more positive view of the world 
and an ability to relate to people. “Unless we are 
quite sure it is wrong, therefore, we attempt not 
to limit satisfaction of the child’s most basic needs, 
such as intake and elimination, rest and mobility, 
self regulation, privacy and freedom to choose 
companions.” 

Bettelheim, throughout, makes interpretations of 
the behavior of these children. Much of this lies 
within the realm of speculation. But, regardless of 
the accuracy of the theories and hypotheses, the 
results achieved are phenomenal. 

This book should be read by everyone who works 
with seriously disturbed children. Much of value 
will be found also by those who work with adults, 
who are in one way or another significantly mal- 
adapted to living. 

Manrren S. Gutrmacuer, M. D., 
Baltimore, Md. 
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THE PHENOMENOLOGICAL APPROACH TO PSYCHIATRY. 
By J. H. van den Berg, M. D. Edited by Marvin 
Farber, Ph.D. (Springfield: Charles C. 
Thomas, 1055. Price: $3.00.) 

CULTURE AND MENTAL Disorpers, By Ralph Lin- 
ton, Ph. D. Edited, posthumously, by George 
Devereux, Ph.D. (Springfield: Charles C. 
Thomas, 1956. Price: $4.50.) 


If phenomenology is what van den Berg calls it 
(p. 54), “a science of examples” which keeps close 
to “events of daily life” or which reports the psy- 
chological context of experience, then both these 
small books fit this psychological approach. The 
first book was written by a Dutch psychiatrist for 
a philosophy of science series, and is edited by the 
leading interpreter of phenomenology in this coun- 
try. The author suggests that it is an introduction 
and that Binswanger, Husserl, Fisher, and Karl 
Jaspers round out a conception of this position as 
it applies to psychiatry. This reviewer would add 
Aubrey Lewis to the list, not simply as an eminent 
student of Jaspers in psychiatry, but because his 
Manson Lecture on Philosophy and Psychiatry, 
reprinted in the journal Philosophy (Vol. 24, 80, 
1949), clearly and suavely explores problems asso- 
ciated with exploring the context of psycho- 
pathology. If one adds Dilthey, a cultural historian 
who profoundly influenced Ruth Benedict in an- 
thropology, one can note his feeling that psychology 

unwisely derived its methods from the natural 

Sciences, instead of studying the whole of experi- 
ences that become relatively important to man. 

Studying man as an entirety, without what Dilthey 

called “reduction to organic levels” is a chief link- 

age between modern psychiatry and cultural an- 
thropology. 

The second book, Linton’s posthumously pub- 
lished and arranged Salmon Lectures, is unfortu- 
nately fragmentary because of the author’s failing 
health and sudden death. The first chapter and lec- 
ture leaned upon Linton’s anthropology text, The 
Study of Man, not particularly a psychiatric vol- 
ume. In comparison with the J. W. Eaton and R 
Weil book on the Hutterites, also called Culture 
and Mental Disorders, and published in 1955, 
there is a less comprehensive picture of the groups 
the author studied in the field; a virtual absence 
of European social psychiatry; a description of 
Africa based heavily on the Gold Coast ma- 
terial of Geoffrey Tooth; and surprisingly little 
from Linton’s early contribution, The Cultural 
Background of Personality, which appeared in 
1945. Much more of the two large Kardiner-Linton 
volumes could have been expected in a work in- 
tended to commemorate, in the nature of the case, 
a man’s contribution. Having heard the lectures 
and having discussed with Linton his notes and his 
ideas on all three, one wonders at the emphasis 
given the weaker contentions: (1) the vague theory 
of an “organic” component to explain Tooth’s par- 

ticular African data, and critically applied to the 
“whole school of anti-racist anthropologists” (p. 15) 
by which one would have to mean practically every 
American anthropologist; (2) the notion that there 


are no sex-egalitarian societies without our double 
standard. 

Both books, however, describe mental illness as 
a result of man’s relationships, the first holding that 
subjective states influence all manner of object 
relationships such as man’s relationship to the 
world, to his body, to his fellow-men, and even 
to time. The human ability to give past and future 
a present value is used to dispose of “the uncon- 
scious.” Instead, according to van den Berg, mind 
and body exist only in relationship. No psychia- 
trists, especially Freudians, will dispute a mind- 
body relationship; but many, particularly Freudians 
and anthropologists, will disagree with the author's 
idea of this relationship. Unfortunately, he exem- 
plifies the idea by stating catatonics do not live in 
space characterized by direction, aim, intention, etc., 
so that their bodies respond by ceasing to move. 
This tells what happens to their space, but not why 
it happens. It hardly encompasses the ideas and 
emotions, conscious or unconscious, or for cata- 
tonics, the fears that distort space. We may be 
able to intellectualize about the catatonics’ differ- 
ent yersion of space, of time, or of his body, but 
to sense this emotionally, we would have to follow 
a Fromm-Reichman formula for dissociation as 
being determined by “existing cultural standards 
governing the patient’s life. When they come to 
understand and control their fears, they illustrate 
the mind-body connection by moving! É 

Both anthropology and psychiatry aim at a scien- 
tific description of man, but any accurate eer 
tion qualifying as science contains an men 
what we are describing. Of the four relations H 
of man (gross environment, body, other huna 
and time), anthropologists feel that the pigs 
relationships are the most potent in defining $ 
jective states. Neither book contains a gil 
such as Freud attempted, of the kinds of pire 
relationships that determine specific sorts © oa 
jective states. All anthropologists hold that cu 
has some determinative effect on both the AoE 
ships and the psychological states. All psychia i 
believe the latter two factors are heavily nee ae 
It appears, then, that time is past for poet 
tions of examples of the psychic states, taken 
rately, or of man’s cultural relationships 1 V Ars 
Social psychiatry would hold that all pene 
ments, the cultural traditions, the human re ae 
ships, and the resultant psychological ae ood at 
be studied together if they are to be unders 
all, 


Marvin K. Opter, PH. Da Oe Cine 
Payne Whitney Psychiatric ' k 
pesen University Medical Collegi 


t rotic 
Hyrnoric Succrstion. Its Role in Psychonet 


and Psychosomatic Disorders. By 
Pell, M. B., B.S. (New York: P 
Library, 1956. Price: $2.75.) oe 
This slim book is directed to “medical eo 
wish to practise treatment by hypnotic sugges He 
The hypnosis is essentially that of a quarter a of 
tury ago, with primary emphasis on the 


hilosophical 
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suggestion. Developments in psychoanalysis and dy- 
namic psychology are largely ignored. The author 
sets forth a psychological theory reminiscent of 
Herbart's association psychology. Psychological 
dynamics and hypnotic processes are oversimplified 
to an amazing degree. 

The technique advocated is one of light hypnosis, 
after an initial session for general history taking. 
Inthe hypnosis, the patient is told that during the 
next week he will get a clear thought that will 
explain all his troubles. Twelve case histories are 
teported with “invariable” success, achieved when 
the hypnotist has assured the patient that he can 
mw give up his symptoms since he knows their 
aise. By this method the author claims success in 
four to six, or at most twelve weekly sessions. 

It is my impression that this book would have 

een timely and helpful thirty or forty years ago. 
Since then, however, our knowledge and ability to 
te hypnosis and reintegrative psychological pro- 

s have advanced far beyond the approach 

TH T would hesitate even to recommend such 

& to general Practitioners, since there is no 

ort at all to indicate the limitations and hazards 

Simplified a point of view. For the expert, 
è is nothing stimulating or of basic value. 

James A, Curistenson, Px, D., 
Los Angeles, Calif, 


Perna Prostems or Barty Cuiproop. Edited 
Le Gerald Caplan, M.D. (New York: Basic 
ooks, 1955. Price: $7.50.) 


naa ae and his publisher, Basic Books, have 
ns of ey eir debt by issuing Emotional Prob- 
is i, Childhood, This attractive volume 
Eora and preserve the essence of 

which oor ational Institute of Child Psychiatry 

jes lee Mag at Toronto in 1954. Its usefulness 
the ideas e new Insights it offers—for most of 
ih the “esl p opeared in print elsewhere—than 
ides, Ty ot contemporary viewpoints it pro- 

l ectivencs Feports are employed with an unusual 
us i oe here—nor anywhere—do they 

thesis Sih ang about the correctness of the 

d y illustrate, since they are by nature 
Ropriately SOUNS, But they have been used ap- 
the han o exemplify particular approaches to 
tader jg and Specific clinical problems. The 
Pic proces ed to Sit in, as it were, on the thera- 
the ag to examine the techniques stemming 

oi though, pap framework of various schools 
| Wl similarities to detect for himself the meaning- 


> and differ 
Aa inologic Maa aan 80 often obscured 
the BG Supplied 


Wen con eet attention the ma 

: r ny valuable Euro- 

Oy gtr 1008 the Drovincialism of the “Ameri- 
ary to ignore. 


this Volume afforded me considerable 
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Pleasure; to review it has been an almost impossi- 
ble task because of the “embarrassment of riches” 
it provides. Perhaps I may be permitted the luxury 
of a few general reflections on trends in child psy- 
chiatry implicit in this symposium. There is ap- 
parent a reorientation in pediatric psychiatric think- 
ing that is bringing it back within the family of 
medical specialties. The biological aspects of the 
psychobiological unity of the patient are more in 
evidence—at times in a “neurologizing” way, at 
others in artificial isolation, but nevertheless rein- 
troduced as a pertinent concern of the psychiatrist. 
The case discussions, while by no means free of 
ex cathedra pronouncements, exhibit a willingness 
to reexamine venerated notions and to question 
whether time-honored techniques are as specifically 
necessary or useful as has been thought. Repeat- 
edly, attention is called to the necessity for diag- 
nosis before treatment is undertaken; this is as- 
suredly a cause for rejoicing after an era in which 
“dynamic” formulations often failed to distinguish 
psychotic from neurotic—or even from normal— 
intrapsychic mechanisms. 

There is evident a greater emphasis on preven- 
tion. This is accompanied by a greater willingness 
of the clinic team to move into the community, to 
seek ways and means of bringing the insights 
gained from clinical experience into the life stream 
of the community. As this occurs, perspectives are 
broadened and the previous narrow focus on the 
mother-child relationship is being supplemented by 
greater (though still inadequate) awareness of the 
father’s role. Parents are beginning to be seen as 
functioning within the framework of social forces. 
The child is no longer reduced to the status of a 
mechanical byproduct of the vicissitudes of purely 
family experience. His own contribution to the 
direction of his development and, conversely, his 
sensitivity to “nonfamilial” environmental agents 
are both being more effectively examined, 

The unresolved problem of the inadequacy of 
diagnostic formulations—the failure to define oper- 
ationally the terms we employ—remains much in 
evidence, The concept of the “atypical child” can 
serve as a case in point, It is not a matter of the 
priority of one or another term, but rather ‘the 
vagueness of this formulation that is disturbing. 
Progress in clinical medicine has proceeded, it 
seems to me, by the ever purer distillation of spe- 
cific syndromes which then lend themselves to de- 
tailed analysis, etiologically and therapeutically. 
The very effort to avoid judgment by employing so 
broad an adjective as atypical, applicable indeed 
to any deviation from the norm of development, can 
only have the effect of lumping together hetero- 
geneous disorders. Such a noncommittal category 
signalizes the failure to erect a clear hypothesis, 
right or wrong, whose validity can then be assessed. 
In other chapters, there is room for argument about 
the diagnosis given. For example, what is called 
“psychosis of affective etiology” (Chapter 17) is 
strongly reminiscent of dementia infantilis. It is 
less to the point to argue which contention is cor- 
rect, than to note the lack of grounds for common 
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agreement on a step that is surely fundamental to 
all subsequent clinical investigation. 

Chapter 3, by Langford, “Disturbance in Mother- 

Infant Relationship Leading to Apathy, Extra- 
nutritional Sucking, and Hair Ball,” is a particu- 
larly happy example of what can be accomplished 
in a pediatric setting by a flexible approach cen- 
tered about an awareness of the needs of mother- 
hood. It beautifully illustrates how one can liber- 
ate the creative potentialities of troubled parents 
by judicious and well-timed intervention to break 
up the vicious circle of child rearing failures, with- 
out becoming unnecessarily embroiled in prolonged 
“deep” therapy. This chapter should be recom- 
mended reading for all. Aubey reports a program 
for study of the effects of maternal deprivation that 
should provide much needed data. The orientation 
conveyed in both her papers (Chapters ro and 13) 
reflects the broad experience and wise judgment 
of a sensitive investigator, 

Hefferman (Chapter 12) presents an admirable 
study of 50 preschool children referred for suspected 
deafness, Of this group I5 were found to have 
normal hearing and included autistic, brain- 
damaged, neurotic, and retarded children; in 5 
more hearing could not be tested with accuracy. 
These results correspond with our own experience 
at the Harriet Lane Home, The psychiatric in- 
vestigation of 3o partially or totally deaf children 
is contrasted with a parallel study of 20 diabetic 
controls and important differences in parental re- 
action and family situation are noted. This paper 
pioneers in an area marked by a paucity of sub- 
stantial investigations, of which this one will be a 
model, 

The third section of the book, on problems of psy- 

chosis in early childhood, comprises detailed, per- 
ceptive, and highly valuable case reports from many 
of the centers where active treatment programs are 
in force. Morrow and Loomis, Pavenstedt, Bender, 
Waal, and Knowlton and Berg provide extensive 
case studies that illustrate dramatically how the 
orientation of the therapist guides the compilation 
of historical data, determines the therapeutic ma- 
neuvers, and results in selective awareness to those 
aspects of clinical behavior which fit the therapist's 
convictions—despite the fact that these are honest 
and conscientious physicians. Dr, Bender is as 
vigorously convinced electroshock is helpful as Dr. 
Waal that “vegetotherapy” is efficacious. Whether 
or not any or all of the techniques reported will be 
determined to be effective must await definitive 
studies, as yet unavailable, that will compare 
matched treated and control cases, followed for a 
period sufficiently long to convince us that the vicis- 
situdes of clinical course are ascribable to therapeu- 
tic endeavors. The last two chapters by Rank and 
by Bender describe programs of research that are 
intended to contribute to this goal. 

No inference is intended that the many chapters 
not discussed specifically are less important than 
those mentioned. Considerations of personal in- 
terest, space limitations, and the difficulty of ex- 
amining adequately within a brief review the more 
complex research proposals have dictated the pres- 


ent format. This book marks an important mile- 
stone in child psychiatry; it merits careful study 
by all those seriously concerned with emotional 
disorders, 
Leon Etsenpere, M.D, 
Baltimore, Md. 


KLINISCHE PsSYCHOPATHOLOGIE. By Kurt Schneider. 
(Stuttgart: Georg Thieme, 1955. Price: $3.05.) 


It is not easy to review Schneiders important 
work, as there is no psychiatric book in this 
country which has some similarities to the writing 
of K. Schneider. It is not at all a psychoanalytical 
book, if anything it is a very precise written book 
on clinical psychiatry with a philosophical and psy- 
chological background, not in a vague manner, on 
the contrary it shows an enormous clearness of 
thinking and describing. The book is a combination 
of several papers. Some of the papers were pub- 
lished before K. Schneider emphasizes in his fore- 
word that clinical Psychopathology as he sees it = 
concerned with the emotionally abnormal in clinical 
units, It is the psychopathological theory of ae 
toms and diagnostics. His method is the ie 
descriptive one, not only the understanding method. 
The book consists of one chapter on clinical sys- 
tematic methods and discase conception, of | po 
chapter on the various forms of peychopatlit P 
sonalities. There is a short chapter on men a 
fectives and their psychoses. The following am 
deals with psychoses which proved to be hag ; 
psychoses. One interesting chapter deals wit ie 
chic findings and psychiatric diagnosis, — 
the different disturbances of perception, of f the 
ing, of feeling, of struggling for volition, ees 
emotional ability to react, of disturbances © oi 
sciousness and of intelligence. The book closes te 
a chapter on the psychopathology of emotions 
instincts in outline. j eard 

Schneider’s book is a combination of es ad 
scriptive clinical methods on the hark E 
psychological-philosophical, especially phe redial 
logical ideas. It is a pleasure to read the g k 
written book where no word is too PEAN pE 
ideas about the dynamics of instincts and er? te 
lationship to volition are not too imponan oe or 
understanding of psychoses, but are impo on fol- 
characterology, where the instinctive per nastics 
lows its instincts and important for the Y nostly 
of instincts. Here the conscious person arouse 
tries to counteract his instincts and tries be - 
countercurrents in order to make a decisi e of the 
man beings seldom or never have only es chaos, 
two attitudes. Instinctive living would en «would 
while living and always peig consciou 
create a numbness without life. eiders 

This is only one of many points from Seh ritten 
always fascinating book. It is precisely 
and it is really critical. 


-, M.D» 
Wi1iaM vy York City: 


Tuomas A, C. Rennie, M. D.. 
1904-1956 


nas A. C. Rennie, who died at the 
from a cerebral hemorrhage on 

1956, was an outstanding clinician 
ther. After graduation from the Uni- 
Pittsburgh and the Harvard Uni- 
edical School, Dr. Rennie spent 
in internal medicine at the Peter 
ham Hospital in Boston and at the 
of Michigan. With this experi- 
not surprising that he should have 
cted to the psychobiologic teach- 

Meyer. He spent from 1931 
the Henry Phipps Psychiatric 
Hopkins Hospital), first as as- 
nt and resident psychiatrist, and 
member of the full-time staff. Dur- 
eriod he became especially inter- 
dynamic understanding of schizo- 
and og problems of effectiveness 
Saent and prognosis of various schizo- 

disorders, Other publications during 
dealt with physiologic and psycho- 
aspects of psychiatric illness. 
1941 he accepted the position of 
Professor at Cornell University 
dege, he continued these interests, 
ave however, devoted to 
Son of treatment of patients in 
he Whitney Psychiatric Clinic and 
ung of the resident staff, His 
p general medicine and in its rela- 
Psychiatry was demonstrated in 
activities and in his teaching. In 
mac patients he stressed physio- 
‘S5 as well as psychodynamic fac- 
Was greatly interested in teaching 
dynamic type of psychiatry 
ed eagerly in courses for gen- 
oners and internists, His excel- 
nt e dement was highly valued as 
hg Patients in various depart- 
he New York Hospital, where 
e€ position of attending psy- 


the Second World War, Dr. 
nized a rehabilitation service for 
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veterans. This successful venture brought 
him in close touch with activities in the com- 
munity. He expanded his interest in rehabili- 
tation to discharged psychiatric patients and 
to the utilization of community resources for 
minor and major psychiatric problems, and 
increasingly to the problems of social and 
preventive aspects of psychiatry. In 1950 he 
became professor of social psychiatry, and 
with the liberal support of several founda- 
tions was able to develop the large project 
of social psychiatry at Yorkville in New 
York City. The new department of social 
psychiatry became well organized and highly 
productive. National and international recog- 
nition of this new attempt in research in men- 
tal health soon followed. The results of a 
four-year study are now being put together 
in book form. 

Dr. Rennie was born in Motherwell, Scot- 
land, on February 28, 1904, and came with 
his family at the age of six to Pittsburgh. 
He remained closely attached to all members 
of his family, yet acquiring new friends 
readily wherever he worked. His friendli- 
ness, courtesy, and interest in all types of 
people, as well as his high sense of integrity 
made him not only liked but admired, and 
he became a recognized leader in his field. 
He found recreation in literature, theater, 
and music. As a talented pianist he enjoyed 
music by himself and with others. 

Dr. Rennie was an outstanding teacher 
whose lectures and scientific presentations 
were most carefully prepared and delivered 
in excellent style. His superb command of 
the English language made it a pleasure to 
listen to him, and he was in constant demand 
for addresses at professional meetings. How- 
ever, he enjoyed most the direct contact with 
students in individual discussions and in 
seminars. His efforts toward increasing the 
effectiveness of psychiatric teaching were un- 
tiring and he exerted a great influence on the 
resident staff of the Payne Whitney Psy- 
chiatric Clinic and the Franklin Delano 
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Roosevelt Veterans Administration Hospital 
(Montrose). His influence in teaching and 
in broad social aspects of psychiatry made it- 
self felt while he was a member of the Group 
for the Advancement of Psychiatry, and dur- 
ing the time that he served on the Council 
of The American Psychiatric Association. 
His attitude was well expressed in one of his 
last requests that instead of flowers for his 
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funeral, contributions be made toward a 
scholarship for special work in psychiatry by 
medical students. The Cornell University 
Medical College has accordingly established 
the Thomas Rennie Scholarship Fund. 

Dr. Thomas A. C. Rennie will be long re- 
membered by his many friends, colleagues, 
students, and patients, and he will have a 
permanent place in psychiatric literature. 


Reproduced fr 
Kurt Koile 
Georg Theime 
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EMIL KRAEPELIN 
Fesruary 15, 1856-Ocroper 7, 1926—Fesruary 15, 1956 
EUGEN KAHN,! Houston, Texas 


Emil Kraepelin died 30 years ago. The 
influence of his work in psychiatry con- 
tinues; it may be greater than we are aware 
of, particularly in view of the recent efforts 
biologically and physiologically to get closer 
to the solution of many of our problems, It 
is appropriate to spend a little time with this 
master in the very year in which in several 
places his one-hundredth birthday was re- 
membered, 


I 


Kraepelin was 18 years old when he began 
to study medicine in 1874. He received his 
degree in 1878. He attended a psychological 
summer course in 1877 under Wilhelm 
Wundt (1832-1920) in Leipzig. In addition 
to his medical studies he functioned (1877- 
2 as assistant to Franz Rinecker who at 
ay ri was professor in the medical fac- 
mare the University of Wuerzburg and 
i a of the psychiatric and dermatologi- 
eee of the Julius-Spital. He wrote a 

aay 9 in 1877 “Concerning the In- 
of Me of Acute Diseases on the Causation 
r ; here the influence of 
and LEON y obvious. Kraepelin writes 


The i 
äl cien ag Portant achievement which the advance 
Our centu © research has brought to psychiatry in 

ty is the firm foundation of the notion of 


the si ’ 
Omatic basis of mental disorders.? 


Kraepelin remained faithful to Wundt, his 
thro Gye teacher, and to his teaching 
logie Out his life, He introduced physio- 

Psychology into psychiatry and made 


1 

natom the De 
a etSity Colle 
Arch, 


partment of Psychiatry, Baylor 
pe of Medicine, Houston, Texas. 
S wichts ychiat. & Nervenkrankh,, XI, XII, 
sl ‘ gste Errungenschaft, welche der Auf- 
inserer, ahri Wissenschaftlicher Forschung in 
ist die te Thundert der Psychiatrie gebracht hat, 

Tuendung des Satzes von der somati- 


asi i 
S der Geistesstoerungen.” 


a goodly number of contributions to it. In 
his obituary on Wundt he wrote (1920) : 


We felt we were pioneers in a new land, creators of 
a science of unforeseeable possibilities, 


He refers to several of the older psychia- 
trists, whose views did not permit a mutual 
understanding, and says: 

Tf we have conquered these difficulties which para- 
lyze progress and if we are able to get together on 


common ground at least in psychology, we have 
been able to do so through Wundt’s physiological 


psychology.® 


Against the wish of the then ordinarius, 
Flechsig, Kraepelin became a Privat Dozent 
in the medical faculty in Leipzig with the 
support of Wundt in 1882. He worked in 
Wundt's department on psycho-pharmaco- 
logical problems in 1883. During this earli- 
est period of his scientific production Krae- 
pelin wrote several shorter papers, a bro- 
chure, and a book. The brochure is “The 
Abolition of the Determinate Sentence”; 
the book the Compendium of Psychiatry. 

In the brochure the young alienist (Irren- 
arzt) made “a proposition for the reform 
of modern criminal law.” Capital and cor- 
poral punishment must be eliminated. But 
the sentences which send law-breakers for a 
measured and determinate ‘‘me to peniten- 
tiary or jail are useless too. ff criminal law 
is to have any real sense and purpose it is 
the protection of society and the betterment, 
if possible the rehabilitation, of the law- 
breaker. Kraepelin discusses the problem 
thoroughly and makes practical suggestions 
as to how to proceed without any “elegiac 


3 Zschr. f. d. ges. Neur. & Psychiat., LXI, 1920, 
“Wir fuehlten uns als Pioniere im Neuland, als die 
Schoepfer einer Wissenschaft mit ungeahnten Aus- 
sichten.” “Wenn wir diese, allen Fortschritt 
lachmenden Schwierigkeiten heute in der Haupt- 
sache ucberwunden haben und uns wenigstens in der 
Psychologie wieder auf gemeinsamem Boden zu- 
sammenfinden koennen, so ist das im Wesentlichen 
erreicht worden durch Wundts physiologische 
Psychologie.” 

289 


290 


EMIL KRAEPELIN 


[Oct. 


and morbid humanitarianism.” * Kraepelin’s 
scientific orientation is clearly expressed, 
e.g., as follows: 


If the notion of immorality that originated from the 
transcendental point of view is transformed into the 
notion of dangerousness to the community, punish- 
ment can no longer be atonement for a committed 
crime; punishment then will no longer deter from 
the breaking of existing laws for these laws’ own 
sake, but it will mean only the reaction of human 
society against those who imperil its life and its 
happiness.5 


Only a few months ago Gruhle observed 
“that one might wish that a new edition of 
this paper would be published every five 
years.” © 

The scientific view is still more obvious 
in the Compendium:* 


The psychological manifestations are nothing but 
“functions” of the brain; psychiatric disorders are 
diffuse diseases of the brain cortex. . . . Psychiatry 
is a particularly developed branch of neuropathology, 


4 “elegischen und krankhaften Humanismus” 
(Kraepelin). 
5Die Abschaffung des Strafmasses. Ein Vor- 
schlag zur Reform der heutigen Strafrechtspflege. 
(Enke-Stuttgart, 1880.) “Wenn der Begriff der 
Unsittlichkeit, wie er der transcendentalen An 
schauung entsprungen ist, umgebildet wird in den- 
jenigen der Gemeinschaedlichkeit, so wird auch die 
Strafe nicht mehr die Suehne des begangenen Ver- 
brechens sein koennen, sie wird nicht mehr von 
der Verletzung der bestehenden Gebote um jener 
selbst willen abschrecken wollen, sondern sie be- 
deutet nichts mehr und nichts weniger, als die 
Reaktion der menschlichen Gesellschaft gegen die 
Excedenten, welche ihren Bestand und ihre Glueck- 
seligkeit gefachrden,” 
Emil Kraepelin’s 100. Geburtstag. Nervenarst, 
June 20, 1956. 
1T Compendium der Psychiatrie. (Abel-Leipzig, 
1883). “Die psychischen Erscheinungen sind nichts 
als ‘Funktionen’ des Gehirns ; psychische Stoerungen 
sind diffuse Erkrankungen der Hirnrinde. . . . Die 
Psychiatrie ist demnach nur ein besonders ent- 
wickelter Zweig der Neuropathologie. .. . Psy- 
chiatrie gehoert dem Kreise der aerztlichen Wissen- 
schaften an und bedient sich wie diese letzteren der 
Huelfsmittel und Methoden naturwissenschaftlicher 
Forschung. . . . Die naechste Aufgabe einer speziel- 
len Pathologie der Geistesstoerungen bildet die 
Definierung und Umgrenzung einzelner Krank- 
heitsformen. . . . Was es [the then classification] 
bietet, sind nicht etwa Krankheiten, sondern Symp- 
tomenkomplexe. Eine tiefere pathologische Be- 
gruendung werden diese letzteren erst gewinnen, 
wenn es gelingt, ihre gesetzmaessigen Abhaengig- 
keiten von krankhaften Stoerungen der Hirnfunk- 
tionen im Einzelnen nachzuweisen.” 


Kraepelin always maintained his interest 
in pathology; men like Alzheimer, Brod- 
mann, Nissl, Spielmeyer had their labora- 
tories in his clinic. 

In the Compendium Kraepelin stresses 
that: 


Psychiatry . . . belongs to the medical sciences and 
uses, as they do, in its investigations the methods of 
natural scientific research... . The definition and 
circumscription of separate forms of disease is the 
next task of a special pathology of the mental dis- 
orders. . . . What we are dealing with now are not 
diseases, but symptom complexes. A deeper patho- 
logical foundation of these symptom complexes will 
become available only if it will be possible to give 
evidence of their regular dependence on particular 
disturbances of the brain function. 


II 


The Compendium is the first edition of 
one of Kraepelin’s life works, his Psychiatrie. 
It is a small book of 384 pages ; the last com- 
pleted edition, the eighth, of Psychiatrie 
consists of 4 volumes with altogether 3,04 
pages. The eighth edition was published En 
1909 to 1915. Of the ninth edition only E 
second volume was edited by Kraepelin; t : 
first volume—general psychiatry—was a 
over by Johannes Lange. Kraepelin wor : 
on the introduction to the second ee , 
which was the last to appear, on his dat sa 

The preface in the second volume 0 
eighth edition begins: ° 
The fermenting movement in clinical ara 


i id i iterature, ma 
shown in the rapid increase of lit en tmore aiid 


are ayailable that allow one to reac’ s 
clear viewpoint without investigations © 


This uncertainty which should be conside 


8 (Barth-Leipzig, 1910.) “Die A 

gung in der klinischen Psychiatrie, wit tgegen- 
raschen Anwachsen der Literatur er tellung 

tritt, gestaltet die lehrbuchmaessige = 
unserer Wissenschaft fortschreitend 
Auf Schritt und Tritt tauchen Zweif 
Fragestellungen auf, und nur an weni 
ist der Boden durch Monographien $ 
bereitet, dass es moeglich erscheint, out masse! 
sende eigene Untersuchungen einen einige. 
klaren Standpunkt zu gewinnen. Diese seg Fort- 
heit, die an sich gewiss als cin Zeichen Einfach- 
schritts gegenueber der frueheren naiven |” tien 
heit unserer klinischen Anschauungen 20 de 
ist, hat die Neubearbeitung des vorliegen 
erheblich verzoegert.” 


n Buches 


| 
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of progress beyond the former naive simplicity of 
cor clinical views greatly delayed the new edition 
of this book. 


From the same volume, the first sentence 
of the section on the classification of mental 
disorders is quoted because of its similarity 
with and difference from the sentence “The 
definition and circumscription. . . .” quoted 
above from the Compendium: 

The circumscription of separate forms of disease 


ind their grouping according to unitary character- 


istics is the next task of a clini 
“hap inical study of mental 


From the time of the publication of the 
Compendium until Kraepelin’s death passed 
more than 40 years of incessant and intensive 
a during which Kraepelin established 
ech as the master builder of psychiatry. 
3p T again he worked through thou- 

ot cases of his own experience. He 
never tired in his attempts to group and re- 
oe his material. In the fifth edition of 
Sychiatrie, published 1896, he wrote : 2° 


Ih 
“eae of this book this edition signi- 
; rom i ini 

view of mentar ‘ofc symptomatic to the clinical 


oh Sin in one category the “‘deterio- 
He hen (dementia praecox, cata- 
euna entia paranoids). Here there are 
Pa ional mental disorders” (periodic 
(18495 Eea In the next edition 
aed in the seventh (1904), dementia 
ae ee depresiiye psychosis and 
trik erruecktheit) 12 are clearly dis- 
disease) io Krankheitsformen (forms of 
tity (K Taepelin uses the term “disease 
Bet rankheitseinheit) rarely, if at all. 
s S of disease forms, of unitary dis- 
Tms, or disease processes, !3 
"Did; «Di 

Btrachting naechste Aufgabe einer klinischen 
einzelner Kora testoerungen ist die Umgren- 
Sak rankheitsformen und deren Grup- 

D Ta dar pa nheitlichen Gesichtspunkten.” 
' et die -ntwicklung des vorliegenden Buches 
i heide Vins Bearbeitung den letzten ent- 
inischen ‘Bete ritt von der symptomatischen zur 

Verby achtungsweise des Irreseins.” 
Katatonien, qe mesProzesse (Dementia praecox, 
tlle Gej liane Snati paranoides)"—“Konstitution- 
f "tecktheit) » rungen (periodisches Irresein, Ver- 


12 
"ein, p. entia praecox, 


manisch-depressives Ir- 


uk aranoią, 
Mn, Krankheit me einheitliche Krankheitsfor- 


tsprozesse, klinische Einheit. 


In the eighth edition (1909-15) “The 
endogenous deteriorations” are subdivided 
into dementia praecox and paraphrenia.’* 
The manic-depressive psychosis and paranoia 
are planned as forms of their own in the 
introduction to the ninth edition. It is fasci- 
nating to follow Kraepelin’s attempt to do 
justice to his growing clinical material. For 
years the paranoid disturbances occupied his 
mind particularly. He tentatively took the 
paraphrenias out of the dementia praecox 
category, but he did not give up the paranoia 
as a group of its own. He occasionally used 
the term schizophrenia, which Eugen Bleuler 
coined. A few quotations from the eighth 
edition are in order : 


The possibility that a certain number of cases of 
dementia praecox heals completely and permanently 
cannot be argued, . . . Today we cannot decide be- 
yond any doubt that dementia praecox as circum- 
scribed here represents a unitary disease. 


The vast majority of the cases comprehended as 
dementia praecox are very likely due to the same 
disease process. . . . The survey of a large number 
of observations shows that there is not found any 
picture which would not be connected with all the 
others through most subtle transitions.’° 


Concerning the manic-depressive psychosis 
we read in the same volume: 


In the course of the years I became more and more 
convinced that all the pictures mentioned are but 
manifestations of one disease process. It is possible 
that later a number of subgroups will be formed 
or that even small groups will be split off. If this 
were to happen, those symptoms which we have 
been accustomed to place in the foreground would, 
I conjecture, no longer be the decisive ones.1® 


14 See footnote 11. “Die endogenen verbloedun- 
n”—Dementia praecox und Paraphrenie. 

die Moeglichkeit [ist] nicht [zu] be- 
hl von Faellen der 


entscheiden. . . . dass wir mi 
lichkeit die Hauptmasse 
Bezeichnung der Dementia praecox zusammenge- 
fassten Faelle auf den gleichen Krankheitsvorgang 
zurueckzufuehren berechtigt sind. . . . Dennoch 
... lehrt der Ueberblick ueber cine grosse Zahl 
vollstaendiger Beobachtungen, dass sich nirgends 
ein Bild auffinden laesst, welches nicht durch un- 
merkliche Uebergaenge mit allen uebrigen verbun- 
den waere.” 
16 fbid.: “Im Laufe der Jahre habe ich mich 
mehr und mehr davon ueberzeugt, dass alle die 
genannten Bilder nur Erscheinungsformen eines 
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We observed that all the disease forms which are 
here comprehended as a clinical entity can merge 
into one another, and can in the same case alternate 
and replace each other. This observation is perhaps 
more important than the derivation of syndromes 
from certain basic disturbances.17 


Kraepelin underlines the good prognosis of 
the manic-depressive phases even if patients 
are suffering from them repeatedly. But he 
knows the doubtful prognosis of long 
drawn-out phases 


If there occurs an accumulation of attacks . . . pre- 
sumably also in very grave attacks which last for 
many years and in later life, the more or less serious 
danger of psychic invalidism exists.18 


These quotations are made to allude to a 
variety of allegedly new discoveries which 
might have been considerably facilitated if 
the discoverers had looked up what Kraepelin 
had to say about the pertinent problems. 

In this context I want to mention that 
after the publication of Kraepelin’s Die 
Erscheinungsformen des Irreseins (1920) 
many psychiatrists assumed that he had ca- 
pitulated to the claim of Hoche, a brilliant 
psychiatric sceptic, who thought that the very 
best that could be achieved in clinical psy- 
chiatry would be the formulation and defini- 
tion of syndromes. These critics obviously 
did not bother to study “Die Erscheinungs- 
formen” where syndromes are by no means 
the final goal. This paper ends as follows: 
The vistas due to such a view are encouraging de- 


spite our present scanty knowledge. They might 
contribute to making easier our main task, which 


einzigen Krankheitsvorganges darstellen. Moeglich 
ist es freilich, dass sich spaeterhin eine Reihe von 
Unterformen wieder ganz werden abspalten lassen; 
wenn das aber geschieht, so werden dabei nach 
meiner Ansicht ganz gewiss nicht diejenigen 
Zeichen massgebend sein duerfen, die man bis 
dahin in den Vordergrund zu stellen epflegte.” 

17 Ibid.: “Von vielleicht noch groesserer Bedeu- 
tung, als der Aufbau der Zustandsbilder aus be- 
stimmten Grundstoerungen, ist die Erfahrung, dass 
alle hier zu einer klinischen Einheit zusammenge- 
fassten Krankheitsformen nicht nur ohne erkenn- 
bare Grenzen ineinander uebergehen, sondern dass 
sie auch in einem und demselben Krankheits falle 
einander vertreten und ablösen koennen.” 

18 “Dagegen besteht bei einer Haeufung der 
Anfaelle, unter Umstaenden wohl auch bei schr 
schweren, sich ueber viele Jahre erstreckenden 
Einzelanfaellen und in hoeherem Alter, die mehr 
oder weniger grosse Gefahr eines psychischen 
Siechtums.” 


is so immensely difficult, viz., the clinical under- 
standing of the forms of disease.1® 


Kraepelin wrote (1916) in the preface to 
the third edition of his Einfuehrung in die 
psychiatrische Klinik (Introduction to Clini- 
cal Psychiatry) : 


The beginner is confused through the difficulty to 
distinguish syndromes and forms of disease. There- 
fore I discuss the interpretation of the most frequent 
manifestations of insanity in the third part of this 
book.20 : 


In the first part of the book he reports and 
discusses cases which “in their brevity are 
not to be considered as scientific documents.” 
In the second part he presents “The clinical 
forms of insanity” with the classification. 
The third part is titled “Syndromes and 
Forms of Disease.” 2 Here he teaches: 


Almost never is one symptom, but always only the 
total clinical picture, valid for the correct interpreta- 
tion. This is the first principle.?? 


Kahlbaum was the first who demonstrated sharply 
the difference between the syndromes which ate 
easily recognized and the disease processes which 
are concealed behind them.?3 


Here, too, it is obvious that the syndromes 
are only a means to get closer to the diseas 
processes which remains the goal of m 
pelin’s clinical psychiatry. He expresses ie 
again and again in Psychiatrie, in Einf S 
ung, and in a number of papers. He writes, 
eg.: A 
Today a diagnosis signifies for us the recognition 


19 Zschr. ges. Psychiat. & Neurol, Lx 
“Die Ausblicke, die eine derartige eae 
weise gewaehrt, scheinen mir tortz der $ ende zu 
lichkeit unseres heutigen Wissens ons amnsete 
sein; sie koennten mit dazu breitragen, a Klinische 
so unendlich schwere Hauptaufgabe, das ` htern.” 
Verstaendnis der Krankheitsformen, zu erlai aie 

2 “Die namentlich den Beginner ven neitsfor- 
Schwierigkeit, Zustandsbilder und BAT: yerat- 
men auscinanderzuhalten, hat mich weiter a ng det 
lasst, in einem dritten Abschnitte die pena zu 
hacufigsten Erscheinungsformen des Irre 
besprechen.” ” 

3! “Zustandsbilder und Krankheitsforme’ y ist 

22 Finfuchrung: “Als oberster Grut mals ein 
dabei festzuhalten, dass so gut wie m° sche 
einzelnes Zeichen, sondern immer nur das ssgebend 
Gesamtbild fuer die richtige Deutung M3 
ist.” 


23 Ibid.: “Den Unterschied zwischen oe 
weiteres erkennbaren Zustandsbildern Er: t 
hinter ihnen verborgenen Krankheitsvorgat ten." 
zuerst Kahlbaum mit aller Schaerfe hervo 


ohne 
den 
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of a disease process as the basis of the syndrome 
presented by the patient,24 


His endeavor to come to a valid clinical clas- 
sification is permeated by the idea that there 
are certain basic disease processes which the 
dinician gets hold of and which can sooner 
or later be verified by auxiliary sciences. 
The disease process is presumably due to a 
certain etiology. Johannes Lange has formu- 
this notion concisely ; 


All attempts at clinical classification aim at the 
search for the disease process.25 


Lange comes to this statement after enumer- 
ating the points necessary to assume a “dis- 
fase entity,” viz., “unitary causes, unitary 
Symptoms, unitary course, unitary ending.” % 

, faepelin never renounced the goal of all 
his clinical work: a classification, a grouping 
of “real” forms of disease. He never as- 
Sumed that his nosological groupings would 
Sand for ever, but he realized that his work 
pened a new era in clinical psychiatry, 


III 


atone Seemed to carry out a mission 
hn ty. If he had created only the 
Macon re Psychosis and the dementia 
try a Paud have done more for psy- 
è ne vast majority of psychia- 
a did, But he did ssn eote not 
Bychol Psychiatry, but for experimental 
Thich ad and indirectly” for the sciences 
ittiliarjeg  oPCTation with psychiatry are 
bries of . Taepelin established labora- 
and ia tology, pathology, serology, 
aogy Ea y in his clinic ; he gave gene- 
: Pte Within his mission he 
fine er of his great works: his re- 

His kar ute, the first one in psychiatry. 
P~" convictions were visible in this 


Rise Di 
Benn, i bedeutet heute fuer uns die 


g cines ¢ ‘ 
runde li s dem gegebenen Zustandsbilde 
w “denden rankheitsvorgang bestimmter 


Die 
pa mg geen und reactiven Gemuetserkrank- 
"db, q, Poychia o ch-depressive Konstitution. 
-Berlin - ed. by Oswald Bumke, Vol. VI, 
athe} 2 T “Der Erforschung des 
hit  VOrganges di ini Orn 
“ei, ient alle klinische Ordungs- 


kheitseinheit”—“einheitliche Ur- 
inbena Ph omegestaltung, cinheit- 
Slang einheitlicher Amaan s BF: 


EUGEN KAHN 


293 


as in his other undertakings. His interest in 
pathological anatomy may have been awak- 
ened by the third of his teachers, Bernhard 
von Gudden, on whose staff in Munich he 
served 1879 to 1883. von Gudden perished 
with the schizophrenic King Ludwig II of 
Bavaria in 1886. At this time Kraepelin was 
already professor in Dorpat; in his obituary 
on von Gudden, Kraepelin stated that his 
teacher’s ideal was: 


The unconcealed, undiluted and undimmed cognition 
of reality.27 


In this paper and in papers he wrote about 
von Rinecker and Wundt we get glimpses 
into the man Kraepelin and into his aspira- 
tions and ideals, 

He knew his value but he never overesti- 
mated himself; he was, indeed, a modest 
man. His modesty is often manifested in his 
respect for “facts”; it also shows when he 
opens a new field, as he did, e.g., in compara- 
tive psychiatry, or when he discussed social 
problems. 

Kraepelin was a simple man of unso- 
phisticated tastes. In certain ways he was 
outrightly naive. His way of living was al- 
most frugal, but he enjoyed life, loving his 
family, loving nature, and loving his work. 
He appeared to be shy; he was not a man of 
the world. However, his shyness was more 
apparent than real since he had the desire 
not to lose any time with “nonsense,” with 
formalities, with the obligations of social life. 
He was not a gregarious person. He despised 
every sort of kudos and took Johannes Lange 
to task because he had written a congratula- 
tory article when the chief celebrated or 
rather did not care to celebrate his seventieth 
birthday.*8 

He was an impressive but not an eloquent 
speaker. He often remarked that it was a 
misfortune for a person to be a good speaker 
since this led too easily away from the 
“facts” into speculation and twaddle. His 
writing is admirable in its simplicity. Read 
a few pages of Kraepelin and compare them 


2? Muench. Med. Wochschr., 1886: “die unver- 
huellte, unvermischte und ungetruebte Erkenntnis 
des Wirklichen.” 

28 Emil Kraepelin zu seinem 70. Geburtstage. 
Ibid., Feb. 12, 1926, and Emil Kraepelin *, Ibid., 
Oct. 26, 1926. 
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with the bombast we are offered nowadays 
in some quarters, 

Kraepelin wrote a number of poems which 
are irrelevant. But what he has to say about 
poems is characteristic of him : 


I never read poems although I composed some my- 
self occasionally. I had the feeling that a poem is 
only for the writer himself in order to keep a valu- 
able mood in his memory.?9 


Kraepelin was a great teacher. Three 
times weekly he held clinical lectures for 2 
hours, for one and three-quarter hours to be 
exact, twice for beginners, once for advanced 
students. These clinics for which the pro- 
fessor prepared himself scrupulously were 
classics. In the advanced lectures and later 


in occasional presentations in the research 

29 “Gedichte las ich grundsaetzlich nicht, auch als 
ich selber gelegentlich solche verfasste. Ich hatte 
das Gefuehl, als ob ein Gedicht nur fuer den Ver- 
fasser da sei, um ihm die Erinnerung an irgend 
eine wertvolle Stimmung festzuhalten” (from an 
autobiography). 


institute one might have the opportunity to 
experience how Kraepelin worked, even 
wrestled, with his material, once in a while 
shaping it with sparing motions of his ex- 
pressive hands reminding one of a sculptor 
at work. 

He never tired of telling us that our sci- 
ence was only beginning. He taught us not 
to overestimate our findings. Anything 
might be ephemeral. Any step might be un- 
done through new “facts” ; yet the step was 
not in vain as it was inevitable on the endless 
road to better, but never complete, knowl- 
edge. What he said about Wundt can well 
be said about Kraepelin himself : 

He continues to have influence wherever accuracy 
and carefulness in details are combined with the 
striving for wide and comprehensive vistas. 


80 See footnote 3: “Er wirkt weiter ueberall dort, 
wo Treue und Sorgsamkeit im kleinen sich mit i 
Streben nach weit umfassenden Ausblicken ver 
bindet.” 
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{ Pheochromocytomas are rare tumors aris- 
ing in the chromaffin tissue of the adrenal 
medulla or the paraganglia of the sympa- 
thetic nervous system(1, 2). About 90% of 
them are found in the adrenal medulla. The 
remaining 10% occur in the lumbar or tho- 
racic paravertebral spaces, in and about the 
great vessels of the abdomen, in the organ 
of Zuckerkandl at the bifurcation of the 
m in the celiac ganglion and even within 
= cranial cavity(3). About 10% of the 

tumors occur bilaterally. Eight per- 


cent of all pheochrom i 
E ocytomas are malig- 
bing diagnosis of phechromocytoma was 
ea ae, at autopsy for 30 years after the 
186 on was first described by Frankel in 
5 5). Since then over 300 cases have 
i ued in the literature. It is rarely 
ri Poway clinically except when 
me „because of associated paroxysmal 
: ag or sustained hypertension, 
Shipley, in 1929, were the first 
ee a correct preoperative diagnosis 
atin Surgical removal of a pheo- 
ni OM oma with paroxysmal hyperten- 
Marrio 
: tt(7) summarize i i 
d the diagnosis of 
s tumor as follows; Dd 
iy OPertoma must be especially suspected 
lif it 1t hypertension is present in a young 
Pregnancy o a makes its appearance during 
Crisis ig Sale the puerperium; or if a hyertensive 
: a by anesthesia, surgery, or other 
Tacky” “spell the hypertensive patient has “at- 
pells” characterized by headaches, pal- 
À y cae or bradycardia, precordial or 
latching i eE ai flushing, nausea, vomiting, 
i „e extremities, profuse sweating, 
the h Phasia or loss of consciousness ; or (3) if 
4 ace 1S associated with elevated BMR 
é Osuria, fa — Suggestive of hyerthyroidism, 
iia inches cemia. It is of interest that 
noted, imen in pheochromocytomas has 
™cytomas are een percent of all pheochro- 
palpable. Cautious, gentle massage 


* Sor High St, Denver, Colorado. 


over the upper abdominal quadrants may cause a 
diagnostic rise in blood pressure; if the maneuver 
is undertaken, phentolamine must be available for 
immediate intravenous injection to forestall the de- 
velopment of a dangerous hypertensive crisis. 

Pheochromocytoma may be referred to as the 
“great mimic.” Because of the many symptoms 
common to both—tachycardia, heat intolerance, 
palpitation, loss of weight, increased appetite, flush- 
ing, sweating, nervousness, tremor, glycosuria, in- 
creased BMR—pheochromocytoma may readily be 
confused with hyperthyroidism. To confound this 
confusion, pheochromocytomas may also cause 
swelling of the thyroid, exophthalmos, increase in 
protein-bound iodine and a temporary response of 
the BMR to antithyroid drugs. It is calculated that 
about 10% of patients with pheochromocytoma are 
being treated for diabetes mellitus at the time the 
correct diagnosis is made. The easy confusion with 
essential hypertension has been referred to above. 
Other conditions which have been mistakenly diag- 
nosed are glomerulonephritis, and other renal 
lesions, toxemia of pregnancy, eclampsia, and 
psychoneurosis. Pheochromocytoma has masquer- 
aded as gastrointestinal hemorrhage and abdominal 
emergency, and in reverse, has been mimicked by 
such oddities as coarctation of the abdominal aorta 
and renal cyst. It is thus clear that the responsi- 
bility of suspecting the diagnosis of pheochro- 
mocytoma may fall not only on the internist and 
cardiologist but also at times on the endocrinolo- 
gist, dermatologist, neurologist, pediatrician, psychi- 
trist, ophthalmologist, abdominal or general sur- 
geon, or urologist. 

The following symptoms and signs of 
pheochromocytoma have been described and 
emphasized by other clinicians : 

(1) Palpitation at night (8). 

(2) Analysis of 18 cases: The average 
hypertensive attack lasted 1 to 2 hours. In 
5 cases the attack lasted only from 3 to 20 
minutes. The attacks tended to occur more 
often early in the morning, either before or 
after breakfast, but also appeared “in bed at 
night, or often after meals.” Between hyper- 
tensive attacks the pupils may be widely di- 
lated. The attacks may be heralded by pal- 
pitation, nausea, anginoid feelings, roaring 
in the head or by occipital headache. In 
most of the 18 cases severe pain invariably 
accompanied an attack—precordial in 2, epi- 
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gastric in 7, leg cramps followed by abdomi- 
nal distress and then “terrific headache” in 
I, “severe binding headache” in 1, lower 
abdominal and lower lumbar pain in 1, and 
pain in the fingers and toes. Headache oc- 
curred in 10 cases—described “severe oc- 
ciptal” in 3, “as if the head were going to 
burst” in 1, “sense of pressure on top of 
the head and vertical headache” in 1, and 
“severe and binding” in one. Vomiting oc- 
curred during attacks in 13 cases, but an 
additional 3 patients suffered from nausea 
alone. Obvious sweating occurred in 14 
cases, either during or at the end of an at- 
tack of paroxysmal hypertension. The blood 
pressure rose paroxysmally in all 18 patients, 
The EKG of 5 patients showed very high T 
waves as in hyperthyroidism, of a type which 
might also be expected from an overdose of 
epinephrine. Following hypertensive attacks, 
extreme fatigue and prostration lasting from 
a few minutes to all day occurred in 10 
cases (6). 

(3) Sporadic elevated body temperature 
of 1 degree or more is characteristic of pa- 
tients with pheochromocytomas (2). 

(4) Patients with this tumor have sudden 
attacks of severe headache, anxiety, nervous- 
ness, palpitation, substernal pressure or pain, 
followed by exhaustion and profuse sweat- 
ing(5). 

(5) Smithwick and his associates found 
5 unsuspected cases among a group of 1,000 
patients subjected to sympathectomy and 
adrenal exploration for hypertension (9). 

(6) Pheochromocytoma is diagnosed only 
at autopsy in about 70% of reported 
cases (3). 

( a Classic paroxysms of “adrenosym- 

pathetic crisis” may be precipitated by such 
events as emotional upsets, physical exer- 
tion or changes in posture, gargling (in 1 
case), or (in I case) by the drinking of a 
liter of water for a renal dilution test. Sud- 
den death may occur from pulmonary edema, 
ventricular fibrillation, or cerebral hemor- 
rhage. Hyperglycemia and glycosuria dur- 
ing attacks are common(2, 6). 

The diagnosis of pheochromocytoma is 
still considered difficult and intricate(8). 
The more common diagnostic aids are a plain 
roentgenogram of the abdomen and an intra- 
venous pyelogram(6). One author reported 
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a normal intravenous pyelogram in 10 of 1 
proven cases(1). Palpating deeply for the 
tumor may send the patient into a fatal 
“adrenosympathetic crisis” because such 
pressure may squeeze out tremendous 
amounts of epinephrine and nor-epinephrine 
into the blood stream(10). Perirenal or 
presacral insufflation of oxygen has been 
employed to outline a tumor mass(2). 
Certain pharmacologic tests have been of 
considerable aid in the diagnosis of this 
tumor. One method is the determination of 
the total amount of nor-adrenaline and 
adrenaline in the urine(8, 10). Another 
fairly accurate method is to produce a parox- 
ysm of hypertension with histamine phos- 
phate or mecholyl. Regitine (phentolamine), 
when given intravenously in proper dosage, 
causes a fall in blood pressure which is often 
considered of some diagnostic importance. 
Benzodioxane (piperoxanhydrochloride) has 
a similar antipressor action(2, 9). 
Surgical excision of the tumor is the only 
possibly effective method of cure, and, when 
successful, may result in a complete remis- 
sion of symptoms, unless the hypertension 
has been persistent and of long a 
The death rate associated with the surg! 
removal of these tumors has been high, A 
the blood pressure may rise to extreme 
heights or fatal cardiac arrhythmias may 0° 
cur due to excessive discharge of medullary 
hormones. In addition, following eal’ 
of the tumor, the blood pressure m 
precipitously and profound and rapidly p 
shock may ensue due to abrupt wit i 
of circulating hormones(2, 6). The T F: 
induction of anesthesia with a mixture ; 
thiopental sodium and a muscle re 
precipitate a dangerous vascular collaps' 


CASE REPORT 


Mrs. R. P., a 34-year-old whi 
woman, was referred for diagnos! ra 
therapy after diagnostic studies 10 ne 
of-state medical clinic had failed to 
any pathological organic nadine i frst 
pressure was reported as normal. follow- 
seen, January 16, 1956, she had the 
ing complaints : i 
I have weak spells. I have had them for 5 Yack 


P sd like t 
I get so depressed and feel like I'd like and that 
out and escape. Feel “what is the use 


te married 
ig an 


| 


is important. I must be falling apart. I 
weak spells right after getting up in the 
s get tight in the throat, short of breath, 
heart beats fast. If I don’t lie down I get 
dry heaves. I have never fainted. My appetite 
T used to be afraid of dying. Outwardly 
little but inwardly tremble a lot. I have 
ly on the inside twice today—get pale 
T get trembly. I get mad and scream at my 
I was never like that before I was 
haven't been sleeping well lately as I 
of losing my mind or having a stroke, 


the first interview the patient sud- 
cked the fingers of both hands over 
pot her head and said: 


head, my head. It feels like I was just 
on the top of my head with a club or by 

I can’t stand it. I have only had 2 head- 
i like this before, both in the past year. 


Streamed down her cheeks and her 
the expression of both agony and 
In about 3 minutes the headache 
‘© stop and the patient completely 
ned ier composure and resumed her 
er train of thought. Unfortunately her 
€ssure was not taken during the 
but ‘her pulse rate was found to 
pect minute, 

“history revealed the fact that the pa- 
a perfectionist. Five years ago her 
died of cerebrovascular accident at 
of 56. Her husband is Catholic and 
uent was Lutheran, a fact which 
Some conflict on the patient’s part. 
Patient's complaints and sudden stun- 
and brief headache gave the examiner 
uieting impression of combined 
č orga icity and functional illness. Be- 
Of this, immediate hospitalization was 
a However, the patient stated that 
ad to return to her home at once for 
oe reasons but would accept hospitali- 
Within a few days. No physical ex- 
was done at the first interview. 
tostic impression on that day was 
+ Patient was probably suffering from 
lety reaction with depressive features, 
With psycholepsy(11), because of 
‘Hing-like suddenness of the head- 
€ organic possibilities were also 
mind, with hypoglycemia and an 
mal lesion of some sort to be con- 
in the differential diagnosis. 
Patient returned on the morning of 
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January 26, 1956, and was admitted to the 
hospital at 1: 10 p.m. the same day. A sum- 
mary of the psychological tests (Rorschach, 
Thematic Apperception Test, and Sentence 
Completion Test) is as follows: certainly 
the anxiety noted in the case history is veri- 
fied on the psychological test, as is the 
presence of certain obsessive-compulsive 
features. 

On admission to the hospital TPR were 

98.6° F., 72, and 20. Admission nurses’ notes 
recorded that “Patient complains of head- 
ache. Asked for a cold cloth for her head. 
Appears to be nervous. Crying with head- 
ache.” One of us made a complete physical 
and neurological examination at 4:00 p.m. 
on the day of admission. She was lying in 
bed holding the top of her head with both 
hands, complaining of a severe throbbing 
headache at the top of her head which had 
started about 1 hour prior to her admission. 
She weighed 115 pounds and was 62 inches 
tall. Her blood pressure was 112/80 in the 
leftarm. Eye grounds appeared normal. Pu- 
pils were of average size and reacted nor- 
mally. No abdominal masses were palpated. 
There was no visible tremor. The rest-of 
the physical and neurological examinations 
was completely normal. Two hours later 
an intern also examined the patient and 
recorded that : 
Pulse is 96. Blood pressure is 100/80. Patient lies 
with her eyes closed holding the top of her head 
and appears to be in some distress. Good heart 
tones. No murmurs. Frequent extrasystoles. Skin 
is warm and moist. My clinical impression is ten- 
sion state but hypoglycemia, intracranial pathology 
and vascular anomaly should be ruled out. 


The following orders were effective dur- 
ing the patient's entire period of hospitaliza- 
tion: (1) High caloric diet; (2) regular 
insulin, units V, 15 minutes before each 
meal; (3) octin hydrochloride gr. 1 intra- 
muscularly every 3 hours p.r.n. for head- 
ache; (4) octin mucate, gr. 2 orally every 3 
hours p.r.n. for headache—between intra- 
muscular injections; (5) continuous tub in 
hydrotherapy, 30 minutes daily; (6) no 
barbiturates; (7) Thorazine, 25 mg. orally 
bid.; (8) Serfin, 0.25 mg. orally b.i.d.; 
(9) Doriden, 0.25 gm. tablet at h.s. and 
repeat once if necessary. i 

On January 27, 1956, the patient stated 
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that her headache had disappeared after sup- 
per the previous evening and that she felt 
fine. Nurses’ notes for this date included, 
4:00 a.m.—TPR is 99.2° F, 112, 18. Sleeping most 
of the time. States she is hot. Pulse rapid. 
8:00 am—TPR was 99.2° F, 120, 20. No head- 
ache. Appears more calm. Cheerful. Complaining 
of gas and constipation. 4:00 pm—TPR was 
98.4° F. 118, 20. 


The following procedures were accom- 
plished on the second or third day of her 
~ hospitalization: (1) Blood sugar—rri mg.; 
(2) urine—nagative; (3) red blood cells— 
4,780,00; (4) white blood cells—12,150; 
(5) Schilling differential: 4 eosinophiles, 
85 segmenters, 11 lymphocytes; (6) X-ray 
of chest (P A)—no significant abnormality ; 
(7) electrocardiogram: auricular rate 100, 
ventricular rate 100; P.R, interval—.14 sec., 
Q.S. interval—.o7 sec., Q.T. interval—.32 
sec., sinus rhythm, normal axis, EKG posi- 
tion—vertical, tall peaked P waves in leads, 
II and III. Diphasic T in leads II and 
II; Impression: auricular hypertrophy, 
myocardial changes: (8) electroencephalo- 
gram—no evidence of a cortical disturbance. 
Nurses’ notes on January 28, 1956 revealed 
the following: 
8:00 am—TPR is 992° F, 110, 20; 4: m.— 
TPR is 99.2° F, ‘eld In Hl cies sas 
and talkative. Is a little shaky. Got up to bath- 
room and became very weak and trembly. Assisted 
to bed. Had some headache but this seemed to 


pass. Feels very discouraged. Lunch taken ly. 
Slept well most of the night. Sh 


On this day the patient spontaneously ven- 
tilated considerable hostility toward her 
husband for not taking an active interest in 
their household as well as for ignoring her 
during the early hours of an impending mis- 
carriage. Associated guilt feelings were also 
verbalized. 

Nurses’ notes on January 29, 1956 stated: 
8:00 a.m.—TPR is 99.0° F, 100, 20; 4:00 p.m— 
TPR is 99.0° F, 90, 20. [On the morning of Janu- 
ary 30, 1956] slept well most of last night. 8: 00 a.m. 
—TPR is 99.2° F, 100, 20. Up in chair. Having 
cold sweats, States that she is almost hysterical. 


The psychiatric impression at this time was 
tension depression. 

On January 30, 1956, lunch was omitted, 
in preparation for the patient's first electro- 
convulsive treatment. At 1:00 p.m. a cap- 
sule of Tuinal (14 gr.) was given to de- 
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crease her apprehension of the procedure. 
At. 1:30 p.m. atropine sulfate (1/100 gr.) 
was injected hypodermically to reduce 
oral and pulmonary secretions, The patient 
was brought to the treatment room at 2:00 
pm. and seemed in excellent spirits and 
without unusual apprehension, At 2:15 
pm. a qualified physician anesthetist gave the 
patient 6 cc. of 2.5% sodium pentothal intra- 
venously in about 60 seconds, immediately 
followed by the intravenous injection of 2 cc. 
of Anectine (succinylcholine chloride) in 
about 45 seconds. The anesthetist then im- 
mediately caused the patient to breathe pure 
oxygen rhythmically by means of a unit con- 
sisting of a small tank of oxygen, well-fitting 
face mask, and a rubber bag to permit 
manual compression of oxygen into the 
lungs. Since the Anectine fibrillations had 
ceased at 2:19 p.m. and the patient’s color 
was excellent from forced oxygenation she 
was given an electroconvulsive treatment by 
means of the standard Medcraft machine 
utilizing 130 volts at 0.6 of a second. pe 
usual slow glissando effect was produced, 
with clonic movements of the eyebrows E 
toes for about 30 seconds constituting i 
entire external manifestation of the softene 
convulsion, The pulse rate varied pies 
go and 100 for the next 9 minutes while = 
received forced oxygenation. At 2:28 Pa 
the patient’s own spontaneous Pag pen 
had returned sufficiently for forced pris > 
to be discontinued. She was retained a 
treatment table for another 5 minutes aa 
had a slight cough, which is rather com a 
for a few minutes prior to awakening pr 
Anectine has been used. She was then Ek © 
ferred to a recovery room bed pag et 
the treatment room. Her color was 3 
Pulse was 100 per minute and of 8 a 
quality. The patient awakened at 2:45 F; 
and was unusually restless and appre dilated: 
Her pupils were extremely widely Bite 
Pulse was of good quality, 110 per ™ 
She said, “I feel horrible. What a 
to me? My back hurts. Pm aa mount 
stomach.” She coughed up 4 ar sat an 
of frothy mucus, Both the anest^ei jen 
the psychiatrist remained with aa i 
until 3:00 p.m. in order to observe asculta- 
assure her. Her lungs were clear to 2 nc bal 
tion, A registered nurse and a P 
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terse were then left with the patient. Ten 
minutes later the 2 nurses noted that the 
= had “cold and clammy” hands and 
‘and that her face had an ashen appear- 
asce. Two internes were summoned and ar- 
fived at 3:15 p.m., one minute after the ap- 
simultaneous cessation of both heart 
‘Metand respiration. Thirty seconds later one 
iteme started artificial respiration with the 
apparatus used previously by the anesthetist. 
At3:16 p.m. the psychiatrist injected 2 cc, 
_ Sf 1; 1000 adrenaline directly into the pa- 
tient’s heart. A tracheotomy was then done 
i order to remove possibly aspirated ma- 
terial from the trachea. Suction with a 
segs nothing unusual. Since 
the h t beat did not return following the 
intracardiac injection of adrenaline, one of 
the internes massaged the heart directly with 
2 fingers, through an incision in the 4th left 
a. sa The heart beat returned 
<2: 19 p.m, and was counted at 140 beats 
Pt minute. The patient’s pink color gradu- 
/returned as forced oxygenation was con- 
; ‘Ss aes ce. of 5% dextrose 
it saline “AE Were started intravenously, with 2 
ampoules of Levophed and anehe in 
taled bottle. The anesthesiologist in- 
dettony seen tube below the tra- 
‘eae €, and the tracheotomy was 
be to assure an airtight fit. The patient 
$ taken to the operating room with con- 
Surrent forced ; ; 
therapy 1 oxygenation and intravenous 
“by. The chest surgeon’s note stated: 
eatin Started at 4: 40 p.m. Blood pressure was 
ad a expanded. Tiel Beart was beating 
muscle had good tone. Chest inci- 
A enigne ek closed, bi 
r : .m. on Janua: , 
of the operation. It eH dike tee 
of cardiac and respiratory standstill 
dilated he since her pupils had been 
not f the beginning of cardiac arrest, 
wise to try further cardiac 


that a ronce The arterially embalmed 
BX a well nourished, well developed 
i weighing approximately 120 pounds. 
Bi by the usual “Y” incision. The 
ate moist ture and yellow-tan subcutaneous 
~The peritoneal surfaces are moist 
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phragm lies at the level of the fourth rib, anteriorly, 
and the left dome lies at the level of the fourth inter- 
space, anteriorly. The pleural surfaces are smooth 
and glistening. 

Heart—Weight 273 gms. The pericardium is 
not grossly remarkable and the pericardial sac con- 
tains approximately 20 cc. of fairly yellow fluid. 
The left ventricle is somewhat prominent. The 
epicardium is smooth and glistening and the red- 
tan myocardium is not grossly remarkable. The 
endocardium is smooth and glistening and the valve 
cusps are thin and flexible. The right ventricular 
myocardium measures up to 0.3 cms. in thickness 
and the left up to 1.5 cms. The valve circumfer- 
ences in centimeters are: tricuspid, 11.5; pulmo- 
nary, 7; mitral, 7-5; aortic, 6.5. The coronary 
arteries are widely patent and show no gross 
arteriosclerosis. 

Lungs.—The right lung weighs 815 gm.; the 
left, 720 gm. The trachea and major bronchi are 
filled with frothy pink material. The posterior two- 
thirds of both lungs is of a dark purple color and 
the cut surfaces are extremely moist and dark pur- 
ple in color. The anterior one-third of the lungs 
are tan and crepitant but the cut surfaces are 
quite moist. 

Major Blood Vessels—The aorta and its major 
branches and the vena cava and its major branches 
reveal nothing remarkable. 

Liver —Weight 1360 gm. It has a brown and 
tan mottled cut surface. 

Gall Bladder and Bile Ducts—These structures 
are not grossly remarkable. The common bile duct 
is patent. 

Spleen.—Weight 105 gm.; not grossly remark- 
able. 

Pancreas—Weight 105 gms.; not grossly re- 
markable. 

Gastro-Intestinal Tract—The stomach is bloated 
with gas and the remainder of the gastro-intestinal 
tract it not remarkable. K 

Adrenals—The right adrenal weighs 10 gm. 
and is not grossly remarkable. In the place of the 
left adrenal just above the kidney is a 7x6x4 cm. 
smooth globular freely movable mass which weighs 
128 gm. (See accompanying figures.) Cut surface 
of this mass has a soft tan and gray lobulated ap- 
pearance. F k i 

Kidneys—The right kidney weighs 125 gm.; 
the left, 135 gm. The capsules strip with ease and 
reveal a smooth pink-tan surface. Cut surfaces re- 
veal normal architecture except in the left kidney 
there are 3 approximately 0.5 cm. cystic areas. Two 
of these are located in the cortex and one in the 

ea. 
bari Creare iit urinary bladder is distended 
with urine but is not otherwise remarkable. The 
uterus, tubes, and ovaries are symmetrical and of 
normal size and contour. } 

Brain—There is no evidence of meningeal 
hemorrhage and cut surfaces of the brain reveal 
nothing remarkable. A 

Thyroid—Weight 36 gms. ; symmetrical. The 
cut surfaces are moderately soft, tan in color. 
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MICROSCOPIC NOTES 


Heart.—Sections of the right and left ventricle 
and of the left auricular appendage reveal a smooth 
endocardium, not microscopically remarkable, The 
left ventricular myocardium shows moderate in- 
crease in the size of the myocardial fibers with dis- 
tortion and variability in shape of the nuclei. 

Lungs—Multiple sections show the alveoli dis- 
tended with homogeneous pink-staining material— 
evidently albuminous precipitate from edema fluid. 
The blood vessels are distended and engorged with 
red blood cells. In some areas many extravasated 
red blood cells are seen in the alveoli. Many of 
the small bronchi also contain pink-staining ma- 
terial. Marked dilatation of alveoli is present in 
those portions of the lungs not containing pink- 

staining material. There is a sparse infiltration of 
granulocytes and superficial erosion of patches of 
tracheal mucosa. 

Liver—Sections show normal architecture with 
rather well defined sinusoids. The portal areas are 
infiltrated by lymphocytes and a few neutrophils. 

Spleen.—Sections show a moderate degree of 
subendothelial hyalin thickening of the arterioles. 

Pancreas.—Sections are not remarkable. 

Gastro-Intestinal Tract—Sections of the stomach 
show scattered lymphocytes, plasma cells, and large 
mononuclears in the mucosal stroma near the sur- 
face. Sections of duodenum show autolysis of the 
mucosa and are not otherwise remarkable. Sec- 
tions of ileum show large aggregates of lympho- 
cytes in the mucosa—some with germinal centers. 
A section of the appendix is not remarkable. 

Adrenals.—Sections of the right adrenal are not 
remarkable. 

Sections from the left adrenal tumor show a well- 
defined, thin fibrous capsule. Residual compressed 
cortical cell groups are found in the area immedi- 
ately beneath the capsule. The tumor is made up 
of closely packed groups of large ragged cells with 
a granular basophilic cytoplasm. The nuclei are 
relatively uniform and round in contour, with a 
light reticular appearance, and a single nucleolus. 
The cytoplasm in the more central portions of the 
tumor has a granular and brownish cast in both 
the zenker’s and formalin fixed tissue. 

A portion of the tumor was submitted to the 
St. Luke’s Hospital biochemical laboratory. Re- 
port by R. O. Bowman, Ph. D.: “Extracts freed 
of color and protein with tungstic acid, EtOH, 
and CCl,;COOH. These are very strongly positive 
for Phenolic substances. With Folin uric acid re- 
agent color equivalent to 170 mg. per 100 gm. 
frozen wet wt. of tissue. Extract caused yaso- 
constriction in G. pig conjuctiva.” 

Kidneys.—There are occasional afferent glomeru- 
lar arterioles showing subendothelial hyalin thick- 
ening and occasional glomeruli show slightly thick- 
ened hyalinized capsules. The epithelium of the 
convoluted tubules is swollen and granular. The 
cytoplasm is strongly eosinophilic. A rare collect- 
ing tubule contains a granular calcium salt deposit. 
Simple tubular cysts are present in the left kidney. 
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Urinary Bladder—Sections are not remarkable. 

Uterus, Cervix, Ovaries—Sections of the uterus 
not remarkable. Sections of the cervix show cystic 
mucinous glands. The ovaries are not remarkable. 
One ovary contains a corpus luteum with hemor- 
rhagic center showing early organization of the 
clot. 

Thyroid. —Sections show groups of follicles sepa- 
rated by ill-defined fibrous septa. The follicles are 
filled with colloid and lined by cuboidal epithlium. 
A few lymph follicles with germinal centers are 
seen, 

Pituitary —Sections not remarkable. 

Brain—Sections from the cerebral cortex show 
slight to moderate dilatation of the Virchow-Robin 
spaces. 


DIAGNOSIS 


(1) Pheochromocytoma, left adrenal; 
(2) pulmonary edema, bilateral, severe; 
(3) nephrosclerosis, bilateral, mild; (4) af- 
teriosclerosis, spleen, mild; (5) left ver 
tricular hypertrophy, mild; (6) surgery: 
recent, (a) left thoracotomy, (b) trache- 
ostomy. 


Discussion 


Hindsight in this case reveals the fact T 
the pheochromocytoma was “silent ar 
because of the absence of both paroxysm 
and sustained hypertension. However, ha 
following signs and symptoms in our pane 
have been previously described in the pa 
ture on pheochromocytoma: (1) pe 
ally severe headache which strikes i w 
tient suddenly, as a “bolt from the gat J 
(2) unexplained low-grade fever ; (3) wer 
spells early in the morning; (4) the sie 
ence of “the dry heaves” this is the ae Yi 
and vomiting referred to by Marriott) 
(5) persistent tachycardia out of pee let 
to the degree of manifest anxiety ; (6) 
trocardiographic changes. 


to 
This patient’s death was probably due 


; 5: 
a combination of the following os 
(1) The electroconvulsive therapy, ai 


(2) the type and quantity of anesthetic s 
(3) the extreme apprehensiveness which | 
veloped in the immediate postshock 
The danger of precipitating a sev d 
collapse with thiopental sodium and a mus 
relaxant, in cases of pheochromocytoma a 
been previously mentioned (3). E n pr 
upset alone is known to cause death by p 
ducing an “adrenosympathetic Crisis. 


de- 


1956] 
CONCLUSIONS 


1. A case of pheochromocytoma is re- 
ported with a fatal cardiac arrest following 
dectroconvlusive therapy. The diagnosis 
was particularly difficult as no paroxysm of 
hypertension was ever detected. In addition, 
there was no sustained hypertension to 
arouse suspicion. Although a little atypical 
the patient’s signs and symptoms suggested 
a tension depression. 

2, It is certain that pheochromocytoma is 
a absolute contraindication to electrocon- 
wlsive therapy, The authors could find no 
Previous report in the literature on this 
matter, 

3. This case is presented primarily so that 
other psychiatrists may become more aware 
‘ta tumor which can produce symptoms dis- 
Nessingly similar to those found in various 


anxiety states with or without depression, 
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CULTURAL ANTHROPOLOGY AND SOCIAL PSYCHIATRY 
MARVIN K. OPLER,1 New York City 


Studies that reveal incidence rates or even 
the prevalence of various kinds of mental 
malfunctioning or healthy adaptation in a 
series of cultures actually estimate how much 
malfunction or adjustment exists or can pile 
up in each specific culture. As such, these 
studies are epidemiological. They are ad- 
ministratively useful in pointing to the scope 
of the problem and in outlining factually and 
statistically further questions and hypotheses 
concerning the how and why of malfunction 
and adjustment. 

At this point, however, research in psy- 
chiatry ordinarily retreats from general epi- 
demiological questions back to specific eti- 
ological (or psychodynamic and therapeutic) 
matters concerning a single patient, or a 
series of patients, ambulatory or confined. 
The statistics are left for their possible rele- 
vance to educative and training programs, 
or to clinical program development. Diag- 
nostics and therapy receive no direct aid. 
But social psychiatry must pursue the prob- 
lem further. 

Social psychiatry, Rennie indicates, is not 
a new kind of psychiatry, but a new exten- 
sion in research of emphases implicit in the 
work of many men: Freud, Adolf Meyer, 
H. S. Sullivan, Sapir, Linton, and Kluck- 
hohn, to mention only a few. As Diethelm 
points out, both the knowledge and modern 
treatment of all types and intensities of per- 
sonality disorder stem from such increas- 
ingly environmentalist sources as, first, 
Kraepelin’s experimental procedures and 
clear descriptions of psychopathological phe- 
nomena, followed by Freud’s psychodynamic 
and genetic approach, and Meyer’s stress 
upon environmental relationship and physi- 
ologic manifestation. Diethelm, in defining 
the individual biological unit, therefore, in- 
cludes subjective, objective, psychodynamic, 
and socio-cultural aspects, noting further 
that the socio-biological unit, in whatever 

state of integration, can bring to bear upon 
past, present, or even future events its rela- 


1 Department of Psychiatry, Cornell University 
Medical College. 


302 


tionships to reality or fancy, to personal or 
social functions(10, xiii, xv). Phenomeno- 
logically considered, there must then be inti- 
mate connections between the organization 
of a personality as it functions at any pomt 
in time, and its cultural background and cur- 
rent or past social contexts. 

The above list of anthropologists and 
psychiatrists of similar persuasion is pecu- 
liar, despite its representation from 2 inde- 
pendent sciences, for its inclusion of those 
who stress the importance of context and 
interpersonal relationships in defining and 
motivating human behavior. Each man 
moved at times into the related field, was 
concerned with affective human bela 
and found active collaborators, or incurré 
intellectual debts, in contributing to inter- 
disciplinary behavioral study. Ta 

Sapir long ago noted for anthropology t 
interest in man, as a functioning bilega 
social, and cultural unit, is best represente As 
modern psychiatry. Writing of a new we 
disciplinary movement within psy¢ wi 
Rennie describes under the heading of ae 
Psychiatry the trend which has taken p 
.. . The phase of the psychiatrist's ent Oe 
cern with the individual, his biography, an dy now 
ternal dynamics of his functioning seems ready 


1 ir com- 
to broaden into a concern for people in their © 


A : t 
munity context and the social environmen arac- 
plays such a large role in the formation a ae 
ter and in the causation of mental drg a 
It appears, therefore, that psychiatry clusive 
historically through a period of aln T to the 
concern for the patient in the bona n 
velopment of interest in the treatmen the person 
bulatory patient, and now to a study fe ald give 8 
in the community and society. This sl pe PhiattY 
increasingly concrete data for preventive I. 4), 
and public mental health programs (38, PP- : 

. som 
In the same context, Rennie notes that Ae 
departments of psychiatry hav sae stall 
thropologists and sociologists to the 
(op. cit., p. 253). aan 

The necessity of studying 
differentiated as to a 
and type or degree of cultural 1c" 

e z 
requires immediately that Lalo pologist 
work be developed between anthr 


= Eo C Eee” 
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and psychiatrists so that comparable data 
are obtained for cultural groups, subcultures, 
and generation levels within a community. 
The matching of “normal” and “abnormal” 
cases within a statistical sampling procedure 
representative of a total community is desira- 
ble for further comparative studies aimed at 
controlling variables. Equally as important, 
the epidemiological baselines must provide 
the starting point for carefully guided etio- 
logical studies containing good diagnostic 
data and psychodynamic information tested 
thoroughly as to socio-cultural meanings and 
implications, Any less sensitive and rounded 
technique and research design will yield epi- 
demiological information of sorts, but will 
not begin to touch the complex central core 
of Psychiatry and behavioral science, their 
diagnostics, therapy, and even educative and 
Preventive interests. 
; The reason for these strictures is not far 
o find and is implicit in the present day 
ol ene of interests in the fields of psy- 
3 an and anthropology. It is not that per- 
of a y 1s, as Thomas stated at the beginning 
ad century, the subjective aspect of a 
© a notion which Spiro(45) has re- 
cently and uncritically revived. Neither psy- 
ed resins can well afford to 
thie © the notion of the single-individual 
oT of culture, nor to the exclusive 
a tns and reliances of the past to which 
= nie calls attention. Rather, we may, 
aei laying this extreme weight on a 
€ individual, or singular case, describe 
ai an end product or sum total of the 
cally weighted variables, social and 
ions, P TN present, and future (expecta- 
Porai ae levels) ; real or imagined ; 
thelm eal interpersonal—to which Die- 
aus attention, 
ir „p indeed, the life of the emotions and 
hardy ren ological _ concomitants have a 
truth than if nothing is further from the 
Without ar e assumption that they exist 
ial and TR and context in a set of 
bit ag y Cultural forms or patterns every 
and more repetitiously reaffirmed 


n the re f ~ 
sions to gai feelings, Similarly, allu- 
Structure, social role, and so- 
tem a 


Points Te meaningless, as Parsons 

tS out, wi a 

Me-event’ Without the establishment of a 
action system as a whole in which 
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human interaction or interpersonal system 
is overarched by traditional systems of values 
which give meaning to action. Perhaps a 
psychiatric metaphor would be more ex- 
plicit. The anatomy and physiology of a 
social system relate ultimately to a further 
system of meanings, symbolic and traditional, 
historically and culturally derived, and per- 
sonal in reference. This is to say that roles 
are culturally defined, that social structure 
varies with cultural background. The Czechs 
of a city may not be social climbers; the 
Hungarians may be. Entire social systems— 
in terms of which families operate and chil- 
dren are reared—may be built on founda- 
tions supplied by what Kluckhohn calls im- 
plicit (Sapir’s “unconsciously patterned”) 
and explicit (consciously followed) cultural 
beliefs. 

Indeed, in cultural anthropology, whole 
systems or schools have been erected, and 
abandoned, on the premise that types of so- 
cial structure may be studied alone and apart 
from the psychological qualifications of the 
meanings of cultural conduct and its impact 
on individuals. Such a system was Radcliffe- 
Brown’s at Chicago in the ’thirties, or the 
equilibrium-disequilibrium theory at Harvard 
in the ‘forties. In the meantime, Kardiner, 
Oberholzer, DuBois ; Erikson and Kroeber ; 
Redlich and Caudill ; Hallowell and Klopfer ; 
Benedict and Horney ; Ruesch and Bateson ; 
Joseph and Spicer; Mead and Wolfenstein ; 
Leighton and Kluckhohn ; Henry and Levy ; 
Parsons and Lindemann, and others have 
either published together, conducted joint re- 
searches, or provided the kind of interstimu- 
lation noted above for Sapir and Sullivan. 
It may indeed be arduous to describe in any 
psychodynamic detail the stamping into 
physiologic manifestation and emotional 
economy of environmental experiences. Until 
this is done, however, there will be neither 
advancement in social psychiatry, nor a valid, 
cross-cultural science of culture and per- 
sonality. 

It was Sapir who provided, much earlier 
than the present penchant for national char- 
acter studies of the unstructured sort, 2 state- 
ments, one directive and one somewhat in 
the nature of a methodological caution: 

... The unconscious nature of this patterning 


[cultural] consists not in any mysterious function 
of the racial or social mind reflected in the minds 
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of the individual members of society, but merely in 
a typical unawareness on the part of the individual 
of outlines and demarcations and significances of 
conduct which he is at all times implicitly follow- 
ing(42, p. 121). 


And also from Sapir, in a much-neglected, 
late paper : 
Certain recent attempts, in part brilliant and stimu- 
lating, to impose upon the actual psychologies of 
actual people, in continuous and tangible relations 
to each other, a generalized psychology based on the 
real or supposed psychological implications of cul- 
tural forms [italics mine] show clearly what con- 
fusions in our thinking are likely to result when 
social science turns psychiatric without, in the 
process, allowing its own historically determined 
concepts to dissolve into those... which have 
meaning for psychology and psychiatry. We then 
discover that whole cultures are paranoid or hys- 
terical or obsessive! ... The psychiatrist will 
have little to learn from them beyond the fact 
that human motivation has expressed itself in far 
more varied forms and through far more complex 
channels of transformation than he had believed pos- 
sible on the basis of his limited ethnic experiences 
(43, p. 867). 


For the anthropologist and psychiatrist, 
both must know that culture and personality 
are related variables; but as concerns the 
always unique and personalized systems of 
thought and affect in any individual, while 
it is always the individual who thinks, hopes, 
or acts, he is always one not merely with spe- 
cific history, but with a particular place in 
social structure, and with a particular set of 
cultural beliefs and conditionings in his back- 
ground. What was once crudely disposed of, 
even in the analytical literature, as “the 
primitive mind” equatable with the child, we 
now qualify further as to background and 
developmental influences. “Mind” is of 
course in one sense mental functioning, but 
it is also an organization of beliefs, attitudes, 
and mental patterns derived from social ex- 
perience in a particular culture. 

It is this more qualified sense which has, 
to date, yielded results in both psychiatry and 
anthropology, where thinking, reacting emo- 
tionally, and believing are referred to realis- 
tic experiential contexts, and affective states, 
emotional types, world outlooks, and even 
patterns of activity are found in the realm of 
institutionalized and uninstitutionalized cul- 
tural behavior. As anthropologists use the 
word “culture” it is no more reified, recon- 
dite, or maximized than this. In some refer- 
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ences, it is similar to Benedict’s use of the 
word custom (behavior at its most common- 
place, typical, repeated, ordinary). Spelled 
out, culture in this last sense is a concrete 
and ever-active set of realities in the indi- 
vidual, as impressive, and actually much the 
same, as Freudian super-ego and ego-ideal— 
perhaps more impressive, since in place of a 
single theory of stages of mental organiza- 
tion and functioning, we now have responses 
to infant and child-handling modes, to family 
structure and functioning, to social and fa- 
milial role and identification, to typical and 
meaningful life experiences, to a host of af- 
fectively charged (and recharged or reaf- 
firmed) situations, to a pattern of values, 
ideologies, and meanings—in short, to reali- 
ties imposed on a group by its manner of 
maintaining itself and its members. 
Anthropologists need no introduction to 
the psychiatric nature of, or reasons for, 
latah, amok, spirit possession, conversion 
hysterias, Solomon Island or Japanese suicide 
rates, or the echolalia or echopraxia phe- 
nomena of the Ainus imu seizures(49)- 
They are also aware of endemic fads in ill- 
ness arising under particular historical con- 
ditions of stress in a culture; of epidemio- 
logical as well as etiological interest are the 
Vailala “Madness” in New Guinea, en 
Dance hysterias of various Indian yea 
anxiety neuroses among acculturated Sait 
teaux, extreme and compulsive forms of ct 
tural revivalism becoming aberrant nativistic 
cults in a wide range of cases. ale 
Similarly, in “contemporary cultures, dism 
delayed recovery forms of chronic invali g 
have been laid, statistically, at the door i- 
social climbers, ulcer has been called we 
ment of the middle class, and conduct g 
orders have been linked (possibly W! fe 
point) here and in England to lower a 
members and decliners, with note taken 
Trish alcoholism. In Erich Fromm $ stu y 
(14) a particular kind of authoritarian, ° i 
man family structure is related to tral 
anxiety and rigidity, submissiveness, 


en lit, 
neuroticism. The authoritarian personal 


: : rest- 
are inconclusive but nevertheless e 
ing and timely in the 1940's, noted 
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ponderance within an Irish sample of select- 
ees of chronic alcoholism and of what was 
then diagnosed as “psychopathic personal- 
ity’; for a Jewish sample, he noted higher 
tates of psychoneurosis and low alcoholism ; 
for an Italian sample, low rates of alcoholism, 
but high rates of conduct disorder and “act- 
ing out symptomatology” (24). Such sam- 
ples (Hyde’s were all males called for selec- 
tive service in Boston) are inconclusive from 
the point of view of modern scientific needs, 
as were Brill’s studies among the Eskimos 
before 1920, or Coriat’s among the Yahgan. 
They are not really statistical nor truly 
epidemiological. 

What is needed are studies which are at 
the same time cross-cultural and etiological 
in essence, Felix and Bowers put the matter 
succinctly ; 


We need more intensive studies of personality struc- 
ture and breakdown in a variety of cultural groups. 
“3 of the current interest in cross-cultural per- 
ou is being pursued without adequate 
studie Z and clinical data. Such psychiatric 
Be $ of persons imbedded in different class and 

tonal cultures would not only provide a basis for 
ating present psychiatric theory, but would 


80 provide insights into personality formation and 


ure that migh i 
130-40), ght otherwise escape us(13, pp. 


Ph the 8 years since this was written, 
“pp series of projects has been 
one ed in which cultural anthropology fig- 
Proj ey (e.g. the Stirling County 
fl ein, Nova Scotia, the Hutterite Men- 
Stes =, Study, the Wellesley, Massachu- 
ss uman Relations Service, and the 
Politan Project conducted by the de- 

M ey 3 psychiatry of Cornell University 
anthronol ollege). Apart from these, the 
So interest in personal docu- 
i autobiographies, and clinically ori- 
Case histories has grown. On the other 
. mproper samples—highly selected or 
Epa ent for careful exploration of a range 
with hie have been used in connection 
'0graphies, Rorschach protocols, as 

n simpliste psychogenetic assump- 


tion; . 
S about infantile disciplines (35, pp. 321- 


` 


dee’ is no royal road to psychiatric un- 
lieved ng, or substitute for clinical data 
Jules H through clinical methods. While 
enry’s work on the close correspond- 


ence between Rorschach methodology and 
anthropological participant-observer tech- 
niques was reassuring, he has also indicated 
that no one clinical tool for assessing person- 
ality will suffice. In the epidemiological and 
certainly the etiological studies of a multi- 
disciplinary sort, the functioning psychoso- 
cial units must be known to psychiatry and 
anthropology by a series of methods. Despite 
claims for the universal validity of such par- 
tially or incomplete diagnostic instruments as 
the Rorschach, their cross-cultural use is 
open to question at many points; for ex- 
ample where color pigments are a rarity and 
a curiosity or where the intricacies of Maori 
carving will lead, quite naturally, and espe- 
cially in “abstracts,” to minute attention paid 
to detail, or the tendency to look upon the 
white (“uncut, raised” ) portions of a card as 
those carrying the design. 

Diethelm might again be cited on testing 
in psychiatry(10, pp. 9-10). Tests offer 
clues, not diagnostic certainties. As Kline- 
berg has repeatedly pointed out, the limita- 
tion of nonpsychiatric psychological tests lies 
in more than one direction. In the first place, 
as tools, they apply a generalized or blunter 
measure to human materials which are al- 
ways unique and idiosyncratic and difficult 
even for psychiatry to assess with its eclecti- 
cally developed methodologies and distribu- 
tive analysis. Secondly, the validity of that 
measure is always limited by the social and 
cultural contexts in which it originates and 
is validated. Thirdly, it may be assumed 
without too much difficulty that both Kline- 
berg and Felix and Bowers are referring to 
further insights to be developed out of inter- 
disciplinary technique that might otherwise 
escape us, not to methodologies and practices 
already extant. 

Structuring these suggestions further, psy- 
chiatry is not only interested in culture-per- 
sonality connections as a global thesis, it is 
primarily concerned with the question of cul- 
tural influence on (1) content and (2) dy- 
namics of its known illness entities, for ex- 
ample the schizophrenias. Perhaps the phrase, 
“known illness entities,” requires amend- 
ment. Meyer noted a range of illness types, 
not one illness or 4 subtypes merely to 
be covered by this nosology. Diethelm has 
repeatedly called attention to behavioral 
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changes, as in the schizophrenias, attendant 
upon such changes in hospital care and treat- 
ment which have occurred in the last 30 
years. Syndrome types, like the “Hibernian 
syndrome” of Meyer have become rare among 
Irish of a different time and place. Appar- 
ently as cultures and contexts die, symptoma- 
tology dies. As new dynamics occur in the 
social and cultural scene, psychiatric nosology 
shifts not merely terminologically, but in re- 
sponse to the appearance and disappearance 
of generic disease entities. 

What are some examples of content and 
dynamics which readily have cultural refer- 
ence points as well as pan-psychic, or human, 
dynamisms? The question of content is sim- 
pler and a few scattered examples may suf- 
fice. In each of the following instances, the 
contribution of anthropology was required in 
the first instance to shed light on the situation 
as interpreted and utilized in the emotional 
economy of the patient. 

First of all, our thesis is that content and 
dynamics are always interrelated and both 
have cultural connections of an etiological 
sort, not merely cultural coloring. A Chinese 
female patient (unmarried) after a woefully 
inadequate, tremulous, and mostly silent ap- 
pearance in a clinic presentation, rises and 
smiles carefully, almost pointedly and sepa- 
rately to each of the doctors present. Was 
she blocked and confused in discussion ; in- 
appropriate in final affect? It appears that 
there are lifelong concerns about not fulfilling 
paternal expectations, about being female, 
about being acculturated, about drifting fur- 
ther beyond the reach of paternal approval. 
Even hospitalization incurs new debts and 
guilts. The smile-respect response required 
normally for Chinese younger females vis à 
vis older males, and, in this case, trained, re- 
spected scholars will inevitably affect doctor- 
patient relationships, transference, and coun- 
tertransference phenomena. Yet assumptions 
of parental concern, rather than rejection, 
may be germinal in producing a kind of 
anxiety and withdrawal or poor socialization 
which is not part of the schizophrenic proc- 
ess. While there are schizophrenic processes 
in Chinese patients too, recognition of kinds 
of family settings and their operations, or 
kinds of valuational schemes and their mean- 
ings, allows one to enter into the spirit of 
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both dynamic processes and the resulting, 
selected content, with an eye to accents 
and emphases important for any distributive 
analysis. 

Take another example. In the author's 
first set of clinical experiences at the Morn- 
ingside Psychiatric Clinic and Hospital in 
Portland, Oregon (federal reception hospital 
for Alaskan Indians and Eskimos, among 
others), despite the diagnostic labels of de- 
pressive illness, schizophrenia and the like, 
there were marked differences between fron- 
tier whites, Eskimos, and representatives of 
Alaskan and Canadian Northwest Coast In- 
dian tribes, enough to warrant the study of 
each group as a series. An Eskimo’s autis- 
tic fantasies might be laden, and often were, 
with the mythology and folklore of hunting 
from his particular group. The psychiatrists 
would call upon anthropology to determine 
the reference, personal or cultural, of the 
autisms. We would find that while food con- 
cerns, maternal rejection in acculturated com 
munities, and autistic modes of attaining 
security functioned in the dynamics of a num- 
ber of Eskimo male cases, the most extreme 
use of mythological-folkloristic real cultu 
materials was that of a childhood literal 
starved and neglected, a youth marked by 
accident and hunchback, a lifelong SW 


frustration in a society which minip a 


S 


development of magical devices which 7 
anteed the good hunting of a good omi aA 
vider, It did not matter that these devii 


conce! 


the kind of use of real cultural materials Tê- 


flected problems and conditions binding upon 
both the culture, and in more extre in 

these patients. Since the author enie ne 
doubts similar to Sapir’s as to the > ocie- 
bility of describing the rank-stratified m 
ties of the Northwest Coast as megalor ure 
or assuming that the normals of one d vi 
are the abnormals of another (an study 
versa), it was particularly useful to 20° 
real Kwakiutl or Tsimshian paranole $ hent 
phrenics in which the paranoid gar 
was evidenced not by flamboyant 5° ceit i2 
ance or even a concretely validate gg by 
bona fide relationships with others, 
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the most baseless and individually developed 
autistic fantasies, stemming from cultural 
breakdown, concerning affairs with white 
women, European princely titles, travels on 
the continent, etc. 

At Tule Lake in California, the same kind 
of relationship to cultural stress systems was 
evident in case data where cultural materials 
and background conditions were ingredient 
in both content and dynamics, Environmental 
factors were involved not only in illness, but 
in prognosis. In one case, a meek and mild 
Japanese housewife, forced into continued 
Center residence and conformance with in- 
law Japanese standards of conduct by an un- 
Wise decision of her husband (who resembled 
her father and her older brother, and who 
must be Tespected) became depressed and 
then manic, killing 2 of 3 children in the latter 
stage and spreading their brain tissue (“their 
unspoken thoughts”) on the 4 walls of the 

ly’s room; after escaping the constricting 
conditions of Center life by immediate hos- 
Pitalization outside, stability was soon re- 
Ge. and marital life quietly resumed out- 
at nter confines. There has been no re- 
es. of depression or anger outbursts 
“oe stime, Obviously, the definition of a 
si ate both psychiatric investigation 
kel ea of specific personal and 
ln, itions. Even further, a case often 
eens. flamed understood without un- 
ag e inds of cultural backgrounds 
ing, A E. kinds of family function- 
obligati al-child roles, sex roles, duties, 
Sations, safety-valves, restrictions, values, 
at oe aspects of the cultural setting 

: It Occurs, 

Bt S these cultures, especially the mod- 

Peedi ones in which ac- 
noted, are ik 3 ness phenomena, as Ruesch 

ropolo sed, is the first task of cultural 
ther SEM in relation to social psychiatry. 

BE ot in ea include a use, as consult- 
tient, but in c ‘rapeutic sessions with the pa- 
on-goin onsultation with the psychiatrist 
z si SS iin the latter connection, 

8 well « a American core culture” 
ee, Gers s the Italian, Hungarian, Japa- 
nized from od Indian, etc., should be scruti- 
oF esoteric 'S point of view, since exoticism 
the quick Purpose is not the aim. Because 
Te-establishment of patients at work 


e 
Ses, a, 
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and in community life is the purpose, modes 
of therapy, questions concerning transference 
and countertransference, and the cultural 
stake of the therapist must be considered 
while again not entering into (or interfering 
with) therapeutic situations. In thinking back 
to the Japanese case mentioned above, one is 
reminded of the brilliant paper by Jacobson 
and Berenberg on Japanese psychiatry, par- 
ticularly Morita-therapy, in which the con- 
nections with Zen Buddhism, Japanese social 
structure, and even distinctive systems of 
symptom formation and dissolution can not 
go unnoticed(25, 321-9). Calling attention, 
in general, to cultural determinants of be- 
havior disorders, Edward Stainbrook(46) 
writes: 

. . . In the last decades of the nineteenth century, 
psychiatry was also ready, then as now, to develop 
a social and cultural area of research, both for 
theoretical and practical purposes. Then, the noso- 
logic and etiologic tasks of psychiatry seemed to 
be solved or well on the way to solution, and psy- 
chiatrists sought to extend the limits of the be- 
havioral horizon. 


After marshalling data from the literature 
(since 1870), Stainbrook concludes : 


...A survey of the contemporary literature on 
culture and psychopathology demonstrates that the 
essential tasks both of delineating the prevalence 
and of describing the psychopathology and psycho- 
dynamics of behavioral disease in various societies 
are only in the preliminary phases of scientific ex- 
ecution. Cross-cultural comparisons of the frequency 
of schizophrenic disorders, for example, can be ac- 
complished only by painstaking community studies 
in which psychiatrists and cultural anthropologists 
work in long-term collaboration. We do not yet 
have the results of such community research even 
in our own society(op. cit., pp. 330-5). 
Studies like Stainbrook’s, just cited, on the 
psychopathology of schizophrenic behavior in 
the Bahian society of Brazil furnish an ex- 
ample of what is needed. 4 
Already the literature, from 1870 on, is 
increasingly full of such references; the 
increase in melancholia in the asylums of 
England and Wales following the depression 
of 1875; the greater prevalence of disorders 
in Japan among the married than the un- 
married ; fewer deep depressions and suicides 
in British Guiana, on the average, than in 
England; the absence of “the French hyste- 
ria” in England; contrarily, that some of the 
female patients at the Chicago County Hospi- 
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tal resembled the French cases ; the differences 
in composition and behavior of inmate popu- 
lations in different parts of Germany; the dif- 
ferences in epidemiological incidence rates in 
Norwegian, British, and Irish studies ; and so 
on, down to such recent studies as Halliday’s 
on British trends in “Epidemiology and the 
Psychosomatic Affections” (20, pp. 185-191), 
Hyde’s on American subcultures, Mahoney’s 
on Okinawans, DuBois’ on Alorese, Stain- 
brook’s on Bahians, and others. 

All these studies, whether psychiatric or 

anthropological, are in direct descent from 
the work of Kraepelin, who, following his 
Estonian professorship in psychiatry at the 
University of Dorpat, about 15 years later, 
made his psychiatric tour of different coun- 
tries concluding that the clinical clusters of 
his diagnostic entities, while widespread, ex- 
isted in somewhat different arrangement and 
frequency in different cultures. Mania and 
melancholia were rare in Java, and notions 
of having sinned were never expressed as 
part of a depressive reaction. Alcoholism was 
rare in certain cultures and absent in Java, 
but his dementia praecox category was of 
frequent occurrence there. Mayer-Gross re- 
iterated these characteristics in Bumke’s 
Handbuch der Geisteskrankheiten and they 
have been reaffirmed by Laubscher’s studies 
of schizophrenic reactions in Bantu tribes. No 
doubt the generalized disease entities, proc- 
esses and types exist widely, but differences 
in frequency, subtypes, typical psychody- 
namic processes, and disease manifestations 
are already common in the literature from 
varying cultures. No doubt, as Freud sug- 
gested, cultural dream and personal delusion 
are connected, Already psychiatry is aware 
that it is not dealing merely with Tweedle- 
dum or Tweedledee, either from the nosologic 
or from the cultural standpoint. 

What is less obvious and more helpful for 
purposes of mutual development in social 
psychiatry and cultural anthropology is that 
the reference points of a culture, its value 
system, economy, language, expressive sym- 
bolism, communications, and even motor hab- 
its play some role even in idiosyncratic mani- 
festations of individuals. In human nature 
and conduct, there are, as George H. Mead 
noted, no selves apart from others as even 
the infantile features and role-playing of psy- 
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chotics (which do indeed come close to the 
border of things human) eloquently testify. 
Much of the mystery of culture-personality 
connections would dissolve if we overcame 
the popular notion that normal and abnormal 
represent two utterly different kinds of hu- 
man psychological dynamics, the first being 
cultural and the second, a-cultural. We owe 
to an error of Ruth Benedict the related idea 
that the abnormals of one culture could be 
the normals of another. Her far more fruitful 
contribution was the point that cultures con- 
tain systems of enculturation and socializa- 
tion, systems of operation, and systems of 
stress. As Parsons puts it, the constant en- 
actment of roles within cultural systems 
which are transmitted, learned, and shared 
accounts for the fact that culture is on the 
one hand “the product of” and, on the other, 
“a determinant of” systems of human social 
interaction, whether stressful or not in one 
direction or another (36). Wilthout subscrib- 
ing to the cultural mould theory, without re- 
ducing real individuals to abstract models, 
and without assuming, except for extremes, 
that normal and abnormal are unrelated proc- 
esses(37, pp. 551-76), the individual is still 
“the product of” interaction systems 1m 
which cultural meanings and symbols are 4 
prime determinant. 

Social psychiatry, if it is to be social and 
remain psychiatry, must study individuals in 
relation to these systems, especially those 
seemingly unique and personalized systems 
known to be aberrant. Aberrant individuals 
and their problems, even more than the “nor 
mals” of a culture, dramatize and epitomize 
in thought and affect the cultural stress Sy> 
tem and its impact upon individuals. It $$ 
one thing to note for Puerto Rican migrants 
in general their problems of infancy ° i 
frustration, their sex segregation, dual stan! i 
ards, emphases on male sex potency, ry 
unconscious hostilities of the “second oo 
and the total background of rapid urbia 
tion, economic poverty and dislocation, : 
volvement of women in the labor force a 
their gradual emancipation from the eae 
It is another thing to measure the dist | 
of psychosomatic stomach and diges 
orders, male fears of impotence, pros 
homosexuality, brittle marriages anc 
fears, deprivation of maternal care, an 


tive dis- 
titution, 
j incest 
d intef- 
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sex hostility in the actual lives of actual 
people. To date, literature has been most 
sensitive to this task as where Macken’s Irish 
Bogman, Zilahy’s upperclass Hungarian Du- 
kays, or Thomas Mann’s Buddenbrooks 
dramatize the possibilities of expression or 
repression within cultural forms. Verga’s 
House By the Medlar Tree or Mangione’s 
M onte Allegro dramatize for Sicily and Little 
Sicily. Such perspectives are too valuable for 
behavioral science to forfeit to fiction or to 
fail to quantify or study scientifically. 

The relatively short list of disease entities, 
each covering a range of process and symp- 
toms, may be related in the long run to pan- 
human psychic processes, ego defense mech- 
anisms, elementary human needs, or general 
human psychology(31, pp. 346-53; 34, PP- 
91-127). To say so, however, is speculative 
and simplifying on a priori grounds. Schizo- 
phrenias, for example, seem to occur with at 
least some characteristic features in common 
from a given culture (Opler: Morningside 
data; 6,). Arctic “hysteria” (no doubt a 
misnomer) or the Ainu’s imu (50) illness are 
not only bounded by culture area and culture, 
but have for example in imu a characteristic 
sex and age pattern. The Trobriand Vada 
witchcraft or the Bathonga Beloi Cult are 
understandable only in their specific contexts. 
Controlled acculturation studies of disease 
entities are possible in view of the cases like 
Malaysian amok and the recurrence of the 
pattern, though rarely, among second-genera- 
tion Filipino immigrants in Hell’s Half Acre 
of Honolulu. 

In addition to the limited number of enti- 
ties and their more than characteristic color- 
ing in given cultures, psychiatry has already 
established that there is no single model of 
Psychodynamics within a culture. Neither 
are there endless forms or patterns within a 
culture or cross-culturally. No doubt we are 
dealing here with a refinement of what Gol- 
denweiser termed the principle of limited 
Possibilities in culture. The limited number 
of disease entities seems to be reflective of 
8ross similarities, physiological and psychic, 
within the species. The crystallization of ill- 
ness subtypes within given cultures, as noted 
in the literature, argues for similariti¢s, not 
identities, in psychodynamics and available 
Content within a cultural frame; differentia- 
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tion by age, sex, marital status, social status, 
and type of family (especially, of orientation) 
may bring greater precision into such data. 

At any rate, attempts to correlate cultural 
conditions and psychodynamic processes with 
the generalized nosologic labels now available 
are doomed to failure since an entity like 
schizophrenia, already known to vary in de- 
tail with culture, itself covers a range of 
phenomena as Meyer noted, and is even re- 
sponsive in its symptom aspects to types of 
treatment as Diethelm has pointed out. 
Whether Beloi Cult suspicions and Vada 
Cult sorceries exist is also important since a 
culture may have at hand, as did Chukchi 
with its patriarchal authority, high kalyms or 
bride prices, frustrations for camp herders 
and laborers, etc., such outlets as male trans- 
vestism, hallucinatory shamanism, and turbu- 
lent postadolescence phenomena. In our 
metropolitan study, the need for cultural- 
etiological studies of series of cases from a 
variety of contrasting cultural settings is well 
recognized. Degree of cultural identification, 
or resistance to role identification with a 
parent of same sex is not seen merely as a 
stage in Oedipal striving sub specie aeterni- 
tatis, but as having a characteristic imprint 
in one setting which may vary in another, as 
being sufficient to modify a deeply ingrained 
system of affect, as being enough to perpetu- 
ate and fixate a rooted system of cathexes, or 
shape a basic personality, or erect a rigid and 
inflexible system of ego-defenses. No two 
cultures will be the same so as to produce 
identity in normal behavior, It is assumptive 
to suppose that reaction formations will be 
the same in either. 

There have been studies, hitherto, of vari- 
ous kinds of illness pathology which are as- 
sociated primarily with research in physical 
anthropology(1, pp. 120-6). In these views, 
the illness pathology of a society is said to 
reflect its general conditions, offering data 
and insights to the understanding of the cul- 
ture at the same time. As is well known, 
Hooton and J. Lawrence Angel have studied 
physique and illness in a variety of social set- 
tings. When it is remembered that rheuma- 
toid arthritis, essential hypertension, duode- 
nal ulcer, various skin disturbances, asthma, 
and diabetes—to mention only a few ailments 
with psychogenic components—have emo- 
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tional moorings, the suggestion is again clear 
that a culture should be studied in both its 
medical and psychological dimensions at the 
same time. The requirement of modern medi- 
cine, as applied and practical knowledge, is 
that anthropology add to the whole field 
of (social and anthropological) medicine. 
Galen’s ancient phrase, “Man is a unit with 
his environment,” requires steady exemplifi- 
cation in cultural-medical-psychiatric studies 
(7, Pp- 771-806). 
Our New York contemporary cultures 
project, in an urban setting, and its prede- 
cessor, the Stirling rural and town study, 
have from the start recognized that the cru- 
cial information will lie not in prevalence and 
incidence data, though these facts provide the 
baseline for thinking relating to action pro- 
grams and program planning. What psychia- 
try requires even more urgently are contribu- 
tions to its fund of diagnostic, nosological, 
and therapeutic techniques. As in all sci- 
ences, the Linnaean problems of typological 
classification must be merged with a Dar- 
winian awareness of processual uniformities 
= ieee where these, indeed, do exist, 
t this stage, as we have su; ted, a specific 
knowledge of the relationships of shite 
formations and their settings and typical psy- 
chodynamics is more needed than mere elabo- 
ration of the nosologic or psychosomatic dic- 
tionary as it now stands. 


stressed as an assessment of general and en- 


as a psychiatric study of personality in cul- 
ture. The challenge of Meyer to an over- 
simplified and rigid nosology and his interest 
in the patient’s adaptation to such environ- 
mental milieus as hospitals and systems of 
privilege were steps in this direction. Today, 
as in the Stanton and Schwartz (47), Row- 
land(40) and Devereux (8) studies, the “cul- 
ture” of hospital settings has been studied in 
relation to therapeutic problems. In exactly 
this way, in patient-centered therapeutic 
studies, a knowledge of positive relationships, 
satisfactions, and values which a patient’s 
culture affords would be useful to the psy- 
chiatrist in considering the patient’s problem, 
“Total push” therapy has yet to use cultural 
keys effectively ; just as receptiveness of the 
family, and in English social psychiatry, the 


CULTURAL ANTHROPOLOGY AND SOCIAL PSYCHIATRY 


[Ot 


acceptance of the remitted patient's recovery 
are important factors(26, 48). Systems of 
symbolization and association have cultural 
reference. So do concepts of health and ill- 
ness. If Erikson’s theory of bodily zone em- 
phases were correct in his volume, Childhood 
and Society, not only modern psychiatry, but 
the modern psychosomatic clinic would be 
afforded new approaches. 

The net gain of such study and consulta- 
tion to private and public psychiatry can be 
enormous. Preventive psychiatry, community 
clinics, rehabilitation programs, and even the 
early explorations of the psychiatrist on neu- 
tral grounds of cultural affiliation and interest 
stand to gain, On the other hand, as Sapir 
well knew, not merely society but behavioral 
science requires the psychiatrist. Better than 
most, he already realizes that a social exist- 
ence is a necessary precondition for the de- 
velopment and growth of an individual hu- 
man, and that milieu, context, and social re- 
lationship are the more-than-bread-alone by 
which we live, 
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PHRENOPHAGIA: A FORM OF HUMAN ARTIFICIAL SELECTION 
J. M. RADZINSKI, M.D. Cuicaco, ILL. 


Artificial selection has long been practiced 
in animal husbandry producing a great 
variety of useful domestic breeds. It has only 
occasionally been applied to mankind. One 
classical example is ancient Sparta where 
children showing little promise of becoming 
good warriors were often destroyed. It is 
interesting to note that once Sparta attained 
her ideal of a perfect military state, her crea- 
tive capacity in philosophy, literature, and the 
plastic arts ceased. This happened at the 
time (500-400 B.C.) when nearby Hellenic 
cities, notably Athens, attained the heights of 
their creative development(1). In modern 
times, the Prussian King Frederick William 
I (1713-40) sought to breed his regiment of 
giant grenadiers with giant mates but died 
before he could realize the plan(2). His 
son, Frederick the Great, abandoned the idea 
as being without practical military value. 
More recently, the Nazi German authorities 
actively encouraged the propagation of the 
blond type in Europe, Their parallel plan 
to exterminate certain non-Germanic national 
groups is, strictly speaking, an experiment in 
genocide and not one of artificial selection. In 
the latter, individuals with certain desirable 
qualities are encouraged to procreate, others 
are marked for extinction, Evidence is pre- 
sented in this article indicating that true hu- 
man artificial selection on a large scale in time 
and space has been preeminently a Russian 
experiment first applied to her own people 
(the Muscovites) and later extended to 
neighboring national groups. The Russians 
have never been interested in exterminating 
any people. Their interest in this connection 
has been to liquidate only individuals, of any 
nationality including their own, inimical to 
their geopolitical ends. 

It is the opinion of many geneticists that 
intelligence and many special abilities are 
basically innate, education serving mainly 
to render them manifest and to direct them 
into socially acceptable channels(3, 4). Any 
social process, therefore, which directly or 
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indirectly interferes with the operation of 
heredity upon mental qualities is of vital con- 
cern to society as a whole and more particu- 
larly to workers in psychology, psychiatry, 
and the social sciences. The purpose of this 
article is to review briefly the phenomenon 
of artificial selection as it has existed in 
Russia and the peoples under her domination. 
Although the process is an old one, it has 
been little noted by social students in the 
West. Perhaps its tremendous scope in space 
and time, its very gradual and imperceptible 
development, and its relative isolation and 
concealment account for the fact that it has 
been able to reach its present state with little 
significant concern in other parts of the 
world. 

The Russian state, officially known as the 
U.S.S.R., began as a tiny nucleus of ue 
Duchy of Muscovy founded in 1156. It dif- 
fered little from more than a score of similar 
duchies comprising the population of Po 
at that time. In 1236, there swept across me 
Russ lands a Mongol invasion under t : 
leadership of Batu Khan, a grandson os 
Jenghiz Khan. All Russia east of the we z 
became vassal to the Mongol rulers. i a 
pacification, the khans permitted the r 
sian dukes a degree of local autonomy a 
required strict obedience and regular pay™ J 
of tribute. When a vassal duke o 
before his Mongol master he was ia ais 
prostrate himself on his face. To emp re 
the relationship of master to slave, the neck 
would place his foot on the vassal’s Pr 
Whether the vassal returned home po fe 
mission depended upon how faithfu ian 
had carried out the khan’s bidding. Ins ee 
slavish obedience was the condition of ae 
vival during the Mongol captivity. ee 
tivity lasted nearly 250 years SE RE E 
mately to generations. During this pè k: 
the Russians missed completely the glory a 
the humanizing influence of the 8° 
chivalry. 

The dika of Muscovy learned pari 
their neighboring cousins that arii i 
khans could be made profitable. Ivan I 


nas Kaleta or Moneybags, became 
tax collector for the khan. His 
n (1340-53) was recognized by the 
the chief among the Russian dukes, 
Mongol rule was finally over- 
by Ivan III (1480), the latter 
dasa fully fledged tsar with absolute 
_ It was in his reign that a legend was 
| Russia that Moscow was destined 
he third and final capital of the world 
ding Rome and Constantinople(5). 
gol captivity served as an effective 
Eastern behavior patterns which 
contempt for human dignity and 
ind proneness to solve social and po- 
blems by uprooting of populations 
s homicide. Those who had resisted 
ngol conquerors perished. Those who 
so because of a combination of 
ss at home and servility before 
ters. It can only be conjectured to 

e there took place mixture be- 
the Mongol and the Russian stocks. 
prolonged foreign occupations are 
a, the mingling was probably con- 
Mongol captivity represents the 
€ toward the extinction of the spirit 
lence and ideological nonconform- 


ond stage was vigorously advanced 
TV (1530-84), who, because of his 
Cruelty, is known to posterity as 
ble.” Having lost both parents in 
Ivan IV passed his early years un- 
gency of Moscow boyars, the chief 
om was one Andrew Shuisky. Ivan 
€cocious child, observing the court 
taking place before his eyes, con- 
intense dislike toward Shuisky and 
ms generally. At the age of 13, he 
active rule by ordering Shuisky 
Own to the dogs. 
Wasa diligent student of Christian 
y and an incisive dialectician, He held 
ction that only two ultimate values 
M the universe—God in heaven and 
Tsar, Gods right hand on earth, He 
Ay acted in accordance with this 
To insure the fulfillment of his will, 
ized a powerful armed force of 
followers whom he called the 
» The Oprichina was the forerun- 
the Okhrana and the Third Section 
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of the later tsars and of the N.K.V.D. of 
Communist Russia. With the aid of the 
Oprichina Ivan IV virtually exterminated the 
population of several towns including Nov- 
gorod, an ancient and prosperous city with a 
proud tradition of autonomous rule. In 
Moscow, Ivan IV purged methodically for 
“treason” the more prominent boyars. As 
he condemned the head of a given family to 
a torturous death, he insisted on the liquida- 
tion of all his descendants including infants 
in order to “pluck out treason with the 
roots.” The exact total of his victims is, of 
course, unknown. Estimates of the Novgorod 
massacre range from 30,000 to 60,000.. Near 
the end of his life, Ivan IV sadly catalogued 
the more important “executions” of his reign 
and ordered prayers said for their souls. 
The list thus compiled reached more than 
3,000 entries (6). 

An event occurred in the reign of Ivan IV 
fraught with potentialities for the future of 
Russia and her inexorable experiment in hu- 
man selection. In 1581 Siberia was discovered 
and conquered by a Muscovite named Yer- 
mak who offered it as a gift to the Tsar. This 
vast, frigid, and nearly empty land was 
ideally suited to serve as a cold storage for 
rebellious, recalcitrant, and otherwise unde- 
sirable persons. Anyone whose motives were 
suspect could be removed into this desolate 
land thousands of miles from home and 
kept there as long as desired. Because of the 
immense distances without human habitation 
and the extremely cold winters, escape from 
such an exile was virtually impossible. 

Every generation of Russians in more than 
3 centuries witnessed long celumns of politi- 
cal exiles—nonconformists, revolutionaries, 
writers, students, patriots of conquered prov- 
inces, people of intelligence and refinement— 
eastward bound toward Siberia. The journey 
on foot required many months. Some never 
reached their destination. Others died in 
exile, Few returned in fit condition for active 
life or procreation. 

Extermination of nonconformist elements 
was conducted with new vigor by Peter I 
(1672-1725), who regarded himself as the 
logical successor of Ivan IV and whom Lenin 
in turn considered to be his ideological prede- 
cessor. Peter I liquidated the ancient mili- 
tary organization, the Streltsy (1698), by 
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the simple expedient of several thousand de- 
capitations. It is said that with his own hand 
the Tsar cut off the first 5—or the first 20 
heads, as an encouragement to his officers to 
assist in the executions, The bodies of the 
victims were suspended from the walls of the 
Kremlin for 5 months—a mute exhibit for 
the people of Moscow to behold and to 
ponder(7). 

Less drastic but equally effective was 
Peter’s liquidation of the autonomy of the 
Ukrainian Cossacks, long renowned for their 
spirit of freedom. The pretext was the de- 
fection of some of them during the Swedish 
wars. First, the Ukrainian officers were re- 
placed by Muscovites, Then Peter I ordered 
their regiments to be scattered in various 
parts of the Empire to serve as slave laborers 
in the construction of his many projects: 
24,000 were sent to dig the Ladoga canal; 
38,000 were exiled to Persia; and 60,000 
were sent to work on fortifications on the 
Sea of Azov. Many of these exiles perished 
from disease, starvation, or adverse climate, 
Few ever saw their native land again, 

In the nineteenth century after the Polish 
partitions, the process of weeding out non- 
conformist elements was extended to Poland 
and the Baltic provinces as well as the 
Ukraine. One example will illustrate the 
thoroughness of this selective process as it 
was applied to Lithuania in the reign of 
Nicholas I ( 1796-1855). The order of ex- 
patriation was issued by Bloudov, minister 
of the interior, in connection with a previous 
order for the banishment of 5,000 families 
of Polish nobility to the Caucasus (April 6, 
1832): 

In the month of October, last year [1831], a 
supreme order appeared concerning the transporta- 
tion from Podolia to the Caucasus of 5,000 families 
of Polish gentlemen, formerly so-called, henceforth 
to bear the name of freedmen and citizens, The 
committee entrusted with the affairs of the prov- 
inces reconquered from Poland, to be reunited to 
Russia, has ordered, by a rescript confirmed by 
His Majesty, that all persons be transported who 
desire it and moreover, (1) those who having taken 
part in the last insurrection returned at the ap- 
pointed time to testify their repentance, as well as 
those who obtained the grace and pardon of His 
Majesty. (2) Those persons whose mode of life, 

in the opinion of the local authorities, is not such 
as to entitle them to confidence of the Government, 
but may be regarded as suspicious. The rules 
presented for carrying out this order have received 
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His Majesty’s sanction. His Majesty, in confirm- 
ing them, deigned to add with his own hand: 
“These rules to serve not only for the province of 
Podolia but also for all other western provinces, 
Vilno, Grodno, Vitebsk, Mohilev, Bialystok, Minsk, 
Volynia and Kiey which will make altogether 45,000 
families.” 

His Majesty has moreover ordered, (1) the per- 
sons to be transported are not to be warned before- 
hand. In no case shall the Government be respon- 
sible for the debts of the persons transported. Their 
creditors will act according to the law, but this 
must not prevent the transportation taking place. 
(2) Men capable of working are to be transported 
first; their families to be sent afterwards. (3) Gen- 
tlemen, formerly so-called, who are not landed 
proprietors, who have no fixed incomes or occupa- 
tions, who leave their place of residence, or who 
remain without employment, are to be C 
to the line of the Caucasus, among the Cossa fe 
and to be enrolled among them; and, as in the 
future they will form a part of the Cossack ate 
their colony must have no communication wit i 
colonies of the other Polish gentlemen, formerly 
so-called [8]. 


Prince Peter Alexeivich Kropotkin (1844 
1921), a geographer of note and a keen a 
server, had travelled extensively in centr 
and eastern Siberia on government missions. 
He left the following remarks about a group 
of Polish exiles whom he encountered there: 


11,000 Poles, men, women and children ma af 
eastern Siberia—students, artists, crome T 
nobles and skilled artisans from the mg Set 
veloped workers of Warsaw and other toai, don 
were employed at hard labor in forests, 1r ihe 
and salt mines. I saw some of the ere Ta 
Lena standing half-naked in a shanty, A mizing 
immense cauldron filled with salt brine bite ne 
the thick boiling brine with long oe shanty 
infernal temperature while the gates © + of glacial 
were wide open to make a strong curren bebe 
air. After two years of such work, thes 
were sure to die of consumption[9]. 


Besides the victims exiled to gor a 
gions of the Empire, others were Sie 
prison in their home areas often langu 
for months or years before a ‘ trial. he 

Another convenient outlet for i vil 
was the army, where prior to 1973 a En 
tary service of 25 years was practi se, 
onymous with life. All of these k3 eaten 
wherever applied, were calculated oe aa. 
the spiritual forces of freedom an sed 
force those of submissiveness. It is ee 
prising that it was the Russian phys ne 
Pavlov who added to the classification ae 
flexes 2 novel ones, the reflex of free 
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the reflex of slavery. He describes the re- 
flex of slavery as follows: 

With the reflex of freedom there exists also an 
inborn reflex of slavish submission. It is a well 
known fact that puppies and small dogs often fall 
on their backs in the presence of larger ones. This 
is the surrendering of self to the wishes of the 
strong, the analogy of the man’s falling on his 
knees or prone on his face—the reflex of slavery. 
... How often and varied appears the reflex of 
slavery on Russian soil and how useful to recog- 
nize it[1o]. 


Other prominent Russians voiced similar 
convictions. Nicholas I in a discussion with 
a French visitor (Custine) said : “Despotism 
is the essence of my government but it is in 
harmony with the genius of the nation” (ir). 
Tsar’s ministers proudly declared themselves 
to be his slaves. The poet Lermontov(11) 
expressed the same sentiment in verse: “Let 
me be a slave but the slave of the master 
of the world,” 

Tn the course of history Russia had several 
Opportunities to liberalize her government 
out somehow managed to fumble them. Thus 
it was in the Times of Trouble (1605-13) 
when the boyars rejected the Polish concepts 
k a constitutional monarchy. In the years of 
“ie Saeed tule” (1725-96), the palace 
x k utions failed to make a perceptible dent 
Bea, pillar of autocracy. Alexander I, who 
eN to pose in the capitals of Europe as 
ae of liberalism, not only failed to 
nee Russia but rendered impotent the 
Fane ro he deigned to grant to Congres- 
midst oland. In Russia, his council of 
tain i and the senate “endowed with cer- 

= a retical powers, became in the end 

ki ie Slavish instrument of the Tsar and 

avorites of the moment” (12). Nicholas 
ofh exander’s brother, cast aside the cloak 
Qi a, and acted the part of the auto- 

id Al $ out reservations or excuses, So 
of sage? III. Alexander II, the libera- 
E e serfs, never permitted his subjects 
bais anything beyond the local land 

i a After the foundations of tsarism 

ied nae! by the revolution of 1905, 

TSEN I did create a Duma in imitation of 

taments of Europe, but soon this body 
ee transformed into a humble in- 

e of the Tsar’s favorites. The Revo- 
terlude” 1917 brought about “a strange in- 

of democratic government, which, 


however, was quickly stifled by the Bolshevik 
counter-revolution. White tsarism was suc- 
ceeded by the Red tsarism. The polished 
aristocratic despots of tsarist Russia gave 
way to the more ruthless autocrats from 
“the masses.” In 1936, the Soviet government 
framed an elaborate constitution, “the most 
advanced in the world.” After this “epochal” 
achievement was duly propagandized in the 
capitalist world, the document was placed in 
storage, and Russia continued on her road of 
tyranny more all-pervading than that of the 
tsars, 

Not only did the Russians reject con- 
sistently opportunities to democratize their 
institutions but they treated with contempt 
their weak or liberal rulers and often killed 
them (Peter III, Paul I, Alexander II, 
Nicholas IT). On the other hand they allowed 
their strong and ruthless despots to die, so 
far as is known, a natural death (Ivan IV, 
Peter I, Catherine II, Nicholas I, Lenin, 
Stalin). 

While the process of liquidation of those 
endowed with the “reflex” of freedom during 
the days of the tsars was at times hesitant, 
after the Bolshevik revolution it advanced 
with the crushing power of a steam roller. 
The monstrous plan conceived by the Bolshe- 
vik hierarchy was to liquidate the following: 
(1) aristocracy and landed gentry, (2) mer- 
chant class, (3) industrialists, (4) clergy, 
(5) non-Communist intelligentsia. One 
might add to these groups all communists 
deviating from the hierarchy’s concepts of 
orthodoxy. In short, the entire apex of the 
Russian social pyramid, was to be destroyed. 

Those of the first 3 groups who had not 
been killed during the revolution fled in 
droves to Western Europe, China, and other 
places. Many of them can be seen today in 
the capitals of Europe earning their living 
as waiters, taxi drivers, tourist guides, busi- 
ness men, etc. mains 

The progress achieved in the liquidation 
of the religious life between 1917 and 1941 
was as follows: the number of churches was 
reduced from 46,457 to 4,225; monasteries 
from 1,026 to 37; priests from approximately 
50,000 to 5,605; deacons from 15,210 to 
3,100. When the Russians conquered the 
Ukrainian provinces of Poland, they made 
short shrift of the Greek-Catholic Church, 
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embracing nearly 4 million members. Four 
bishops and a quarter of the clergy were ar- 
rested and exiled. The rest who submitted 
were allowed to send a message to Stalin 
expressing their desire to return to the bosom 
of the “Holy Russian Orthodox Church of 
our forefathers” (13). 

The Russian clergy accepted the shackles 
of their Communist masters with the same 
genius for adaptability with which in the past 
they had submitted to the tsars. In 1930, 
Metropolitan Sergei, representing the church 
of Moscow, declared to the press that “there 
never were persecutions of religion in 
Russia” and that stories of repressions and 
cruelties were “pure inventions and slander” 
(33). 

The undesirable persons of other classes, 
notably kulaks or “rich” farmers were either 
starved systematically by confiscation of their 
food supplies or deported to Siberia by count- 
less thousands. The liquidation of the kulaks 
“as a class” reached its peak in 1932-33 when 
millions died in a famine induced by the au- 
thorities(14). 

Asa result of mass banishments to Siberia 
during the Communist regime there has risen 
in Asiatic Russia a huge slave class, con- 
stantly renewed and moderately estimated at 
more than 5 million souls(13). In 1940 from 
eastern Poland alone more than one million 
people were scattered in different parts of 
the U.S.S.R. from arctic Russia to the Pacific 
coast. In order to hasten the dissolution of 
national and family ties, fathers were sepa- 
rated from women and children, in most 
instances never to be reunited. 

Once I discussed this subject with an in- 

telligent Russian worker who had lived in 
America since World War I. His replies to 
my questions were interesting from the point 
of view of the mental conditioning of a 
Russian even after long exposure to the 
American way of life. To the question, why 
did the Russian authorities uproot so many 
people from their ancestral homes, his reply 
was that Siberia is a rich country with infi- 
nite opportunities. To the question, why did 
they see fit to break up family groups, his 
unabashed answer was that the factories in 
some regions require male, in others female 
help. 

The method of transportation was par- 
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ticularly inhuman. The deported were herded 
tightly in freight cars equipped with a small 
stove and a hole cut in the floor. Within such 
confines the victims remained for from 2 
to 4 weeks without permission to get out on 
station platforms to exercise their limbs. 
Thousands of persons especially infants and 
small children died before reaching their 
destination from lack of food and exposure 
(15). 

Perhaps the most dramatic proof of pur- 
poseful extermination of the upper social 
strata wherever found, was the massacre of 
several thousand Polish officer war prisoners 
in the Katyn woods near Smolensk. The 
men were killed in a typically Eastern style 
with their hands tied behind them and a bullet 
through the back of the head. At the time 
of the discovery of the bodies, there was a 
great deal of debating in the West as to the 
authorship of this deed. Stalin himself 
answered those who had any doubt when 
at Yalta (1945) he drank a toast to the death 
of 50,000 German officers. 

Since 1945, Russia has extended her ex- 
periment in human artificial selection to sev- 
eral countries of central Europe, each with 
ancient traditions of culture and high contri- 
butions to the world in literature, arts, sci- 
ence, and social progress, One hundred 
million Europeans have fallen victims to this 
levelling process. It is impossible to estimate 
how much irreparable harm has been done to 
the intellectual and spiritual qualities of these 
people, Should the Russian occupation con- 
tinue indefinitely it can be predicted with a 
degree of certainty that they will grow more 
and more to resemble their Russian comrades 
in slavery, 


Discussion 


It is, of course, impossible in the ne 
of one article to cover adequately the sign! F 
cant features of even one facet of a noe 
historic record. It is hoped, neverthe Bi 
that enough pertinent material has been p A 
sented to indicate a distinct trend and a ioe 
tern in the complicated mosaic of Russ ‘2 
life across the centuries, This trend o 
defined as one toward an arbitrary supre 
authority ruthlessly enforcing passivity ads 
conformity in its subjects. Added to A 
there has been an insatiable thirst to sP" 


tion to all peoples within its reach. 
nore ruthless the autocrat, the higher 
n his niche in the esteem of the Rus- 


5 of individuals have stood the 
mce to survive in Russia—one, the 
aggressive, the other, the supinely 
he first may be likened to the wolf, 
to the sheep. These qualities are 
interchangeable depending onthe 
A lower official must play the part 
f toward his underlings and a 
ard his superiors in accordance 
lovian concept of the reflex of 


assumed a priori that qualities 
erous or disturbing to an auto- 
able in our sense of the word. 
are love of freedom, respect 
dignity and values, tolerance for 
of others, a sense of justice, as- 
the right to be different, and faith 

values transcending material 
and restraints. The happy genic 
üs producing a harmonious intel- 
affective blending conducive to 
tion of such human qualities are not 
y distributed in a given segment 
ation, The more nearly perfect 
€station, the rarer and more pre- 
f incidence. Since heredity plays a 
in the spread of mental abilities, it 
t systematic elimination of indi- 
sing them to a high degree in 
ion is likely to result in a decline 
Cidence in the next. When the 
of free individuals had been ap- 
to men, as was the case in tsarist 
genetic loss to the national stock 
ade up, in part at least, by superior 
Totection of women and children 
an elementary rule of masculine 
Tespect for the female and the 
€ male is instinctive in the animal 
nfortunately, Communist Russia 
n to disregard even this biologic 
Condemns women and children 
T£ camps almost on a par with 


has been a great concern in the 
the theoretical danger to the 
Tom nuclear explosions. At the 
Curiously little has been said or 
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done about the continuous debasement of 
human qualities in areas under Russian con- 
trol. Since the type of selection practiced 
there is directed exclusively toward inhibi- 
tion of certain beneficent mental qualities, I 
have taken the liberty to introduce a new 
word which, I think, properly symbolizes its 
meaning. The word is phrenophagia (phren 
—mind, phagein—to eat up devour, consume, 
waste). Phrenophagia is more than “brain 
washing.” It refers specifically to the effect 
upon future generations of systematic elimi- 
nation in the reproductive period of the lives 
of individuals endowed with superior intel- 
lectual, humanistic, and spiritual qualities. 

Russians, who have dethroned God, have 
erected new temples crowned with a deity 
called materialism. The high priests officiat- 
ing in these temples are their scientists and 
technologists. They hold a position in Russia 
second only to the oracular Marxian hier- 
archy. For this reason, Russians have been 
particularly sensitive to the opinions of scien- 
tists even beyond the iron curtain. Perhaps 
here lies the key that may open the way to ar- 
rest or at least decelerate the malignant proc- 
ess of phrenophagia. As a practical step, one 
may suggest the creation of a commission 
composed of leading sociologists, anthropolo- 
gists, geneticists, psychologists, psychiatrists, 
and historians. The purpose of this com- 
mission would be to conduct a searching in- 
quiry into the morbid process of phreno- 
phagia wherever it may be found. Exhaus- 
tive, carefully documented report of such a 
commission may even open the eyes of many 
Rusians themselves who have not yet become 
permanently possessed with the paranoid 
frenzy to robotize mankind. 


SUMMARY 


A process of human artificial selection has 
been described as it has been practiced for 
many generations in areas of the world under 
Russian control. In essence, the process con- 
sists of suppression and liquidation of indi- 
viduals whose personalities and convictions 
are incompatible with slavish conformity to 
an arbitrary supreme authority. The essen- 
tial continuity of this process through Tsarist 
and Communist periods of Russian history 
has been traced. The word phrenophagia is 
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proposed to symbolize it. The grave implica- 
tions of phrenophagia to mankind are 
stressed and one remedial measure is pro- 
posed, 
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INTRACRANIAL TUMORS FOUND AT AUTOPSY IN 
MENTAL PATIENTS 


ROY B. PATTON, M. D.,1 Tacoma, Wass., anv JOHN A. SHEPPARD, M. D.,? Fort Sremacoom, WASH. 


The purpose of this paper is to report 
the incidence and kind of intracranial tumors 
found in 2,161 autopsies performed in a large 
state mental hospital. Additional studies of 
this kind found in the literature are sum- 
marized in Table 1. In all the autopsies here 
reported the brain was examined. The inci- 
dence of intracranial tumors was much the 
same in all, except Larson’s(23) small group. 
His tumors included small aneurysms and 
choroid plexus cysts not included in the other 
series, This accounts, to some extent, for 
his higher incidence. In Zfass and Riese’s 
(32), and Crumpacker and Riese’s(11) 
sertes autopsies were done in about 45% of 
deaths and in Braatelein and Gallavan’s (10) 
331%. Davidoff and Ferraro(13) found 
oe tumors in 1,450 brains submitted to 

© New York State Psychiatric Institute, 

“se came from mental patients but did not 
"present a continuous series of brains re- 
Moved at autopsy, 

* ‘ports of intracranial tumors found at 
*psy in nonmental patients are summa- 


TABLE 1 
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ENCE oF INTRACRANIAL Tumors at AUTOPSY 
IN MENTAL PATIENTS 
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rized in Table 2. Here the figures show 
similar patterns, except in Earle’s(15) re- 
port from Veteran’s Center in Los Angeles. 
In this series of 3,901 autopsies on males 
there were 1,498 cases of malignant neo- 
plasm; 167 of his 266 intracranial tumors 
were metastatic. This gives an unusually 
high incidence (62%) for this kind of tumor 
in a series of intracranial neoplasms. These 
series differ fundamentally from the mental 
hospital groups in that the brain was ex- 
amined much less frequently in the non- 
mental patients. In Garland and Armitage’s 
(18) report 27.2% of the autopsies had the 
brain examined, in Peers’ (28) 48.6%, and in 
Earle’s(16) about 50%. 

The total number of autopsies reported in 
Table 1 is 7,519. In these, 278 intracranial 
tumors were found for an incidence of 
3.70%. In Table 2 the totals are 77,258 
autopsies and 1,815 tumors for an incidence 
of 2.35%. Statistical examination of these 
data reveals a significant difference in the 
incidence of intracranial tumors in the two 
groups. From the data examined it can be 
stated that intracranial tumors are found at 
autopsy more frequently in mental hospitals 
than in nonmental hospitals. Since in many 
of the autopsies done on nonmental patients 
the brain was not examined some intra- 
cranial tumors were missed. 


TABLE 2 


INCIDENCE OF INTRACRANIAL Tumors At AUTOPSY 
IN NonMENTAL PATIENTS 


a 
-s 


Hospital and author 
Leeds General Infirmary: 


Garland and Armitage(18) .13,000 264 2.0 
Boston City Hospital: 

Peers(2B) ..ssssessossosoe 10,592 184 17 
U. of Texas Hospital: 

Galveston, Earle(16)...-.-- 0,720 254 2.6 
V.A. Center, Los Angeles: 

Earle(1§) ..ccccccscccees 3,901 266 68 
Los Angeles County General Hospital : 

Courville(8) ....-..eseeess 40,000 847 21 

Totals ..ccccsccvsccceses 77,258 1,815 2.35 
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TABLE 3 

KIND AND INCIDENCE OF INTRACRANIAL Tumors Founn Ar AUTOPSY IN NONMENTAL HOSPITAL PATIENTS 
Grant and 

EEES Courville(8) Peers(28) Baker(5) Cushing(12) Soniat(31) Sayers(20) 

No % No % No. % No % No % No. 9% No. % 

Gliomas ...+-++ss0ee 95 36.0 200 35.3 81 44.0 381 50.3 862 42.6 88 687 482 541 
Pituitary adenomas. 3 I1 45 53 6 33 2 3.7 360 178 tr o7 °8° ‘90 
Meningiomas .....++ 16 60 104 133 18 98 122 16.2 271 134 23 180 142 159 
Neuromas .....++ rae. aeS 6 19 4 22 Oia 176: 8.7 8 6.2 38 43 
Congenital tumors .. 8 30 2. 14.8 44 22. 29 113 BO en ets Ae 55 
Metastatic .. . 36 13.6 223 263 33 179 110 14.5 85 42 (notincl.) 42 47 
Granulomas . ++ 90 34.0 116 13.7 19 103 3I 41 22 8 09 
Blood vessel tumors. 3 II AA E aznelapitaor AT (2.0 3 23 20 22 
Sarcomas sss... - — ansa gp m lo 14 07 S43 3 03 
Papillomas ......-+ .- — Ee E NA, a S a 12 06 I 07 9 10 
Macalan a RARE ROM ee ESO de MO SH Ce BOSE 44.22 T o7 18 20 

Totals <... e... 264 847 184 757 2,023 128 891 


Reports of the kind of tumors found in 
several series with the incidence of each kind 
are given in Tables 3 and 4. Three types of 
institutions are represented in these reports : 
neurosurgical clinics, general hospitals, and 
mental hospitals. Representing the first of 
these are the reports of Cushing (12), Soniat 
(31), and Grant and Sayers(20). Cushing’s 
series shows a relatively high incidence of 
pituitary adenomas because of his group's 
special interest in these tumors. The incidence 
of metastatic tumors is low from neurosurgi- 
cal clinics since surgeons are usually reluc- 
tant to operate on cases of intracranial 
metastases. 

Reports from general hospitals show uni- 
formity in the incidence of the various kinds 
of tumors. In Garland and Armitage’s(18) 
series there were 34% granulomas (90 
granulomas, 89 of which were tuberculomas) 


TABLE 4 


KIND AND IncweENce or INTRACRANIAL Tumors FOUND AT AUTOPSY IN 
Zfass and 
Riese(32), 
and Riese(tt) Hoffman(21) 
No. % No. % 
Gliomas ...-++eeeseeees 7 389 13 188 
Pituitary adenomas .... I 5.5 4 $8 
Meningiomas ....+--+++ s 278 32 464 
Neuromas -s.-s — — 2 29 
Congenital tumors ....- -= — nu R 
Metastatic ... seere 1 5.5 18 26.1 
Granulomas s.s... 3 167 (motincl) 
Blood vessel tumors. ... — -= -= — 
Papillomas ..... -- -— — — 
Miscellaneous «.-.+++++ 1 5.5 — = 
Totals s.-s- 18 69 


which is somewhat higher than the incidence 
of this type of tumor in the other series. 
Even though some of the series are sm 
there is uniformity in the incidence of the) 
various kinds of tumors reported from men | 
tal hospitals. The only striking difference 
noted in comparing the mental patient and 
nonmental group is in the incidence 0 
meningiomas. In the former, 107 of these 
tumors were found and these made up 332% 
of all of the intracranial tumors of mental 
patients, In the nonmental patients 
meningiomas were found making up 13.66 g 
of all of the tumors: Statistically the differ- 
ence in these 2 groups was found to be sig} 
nificant. Thus this tumor occurred with 
reater frequency in mental patients. Man 
of these ee anil and represented inch 
dental findings at autopsy. Thus perhaps th 
higher incidence of meningiomas in ment 


MENTAL HOSPITAL PATIENTS 


elei: d Pattonand | 
Larson(23) Darian ( ry TGallavan( ia) Sheppard 
% 
No. % No. % No. Yo No. 
4 33 36 480 II 204 25 320 
4 133 7 9.3 4 74 7 Pp 
8. 266 23 306 20 3970 9 a 
= — 2 26 3 5.6 3 3 
= — 3. 39 1 18 a S- 
2 6.6 2 2.6 9 167 12 ie 
4 133 2 26 1 18 5 es 
2 66 — — 4 74 I 15 
13. meet BERT aa Bat 2 
: óó — — 1 18 a 26 
30 75 54 78 
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patients lies in the fact that brain examina- 
tion is a routine part of the autopsy on these 
patients. On the other hand McIntyre and 
MeIntyre(26) state, “The most common 
‘tumor producing mental symptoms is... 
the meningioma, a benign operable tumor.” 
Naumann(27) reported that meningiomas 
ate 4 times as common in psychotic patients 
asin general hospital patients. Meningiomas 
frequently involve the frontal lobes and 
Soniat(31) found that 71% of patients with 
frontal lobe tumors exhibited psychiatric 
symptoms. 
| Further information regarding the rela- 
tive frequency of intracranial tumors is ob- 


ee from Kernohan and Sayre(22) who 


Tn recent years about 9% of all neoplasms removed 
Surgically at the Mayo Clinic were located in the 
N nervous system or its coverings, the menin- 
lq + about 80% were located in the cranial 


‘Billy(3) estimated that 1.8% of all malig- 
mancies arise in the brain and Ewing(17) 


that about 1% of deaths are caused by brain 
tumor, 


Merton Anp MATERTAL 


For the purposes of this report intracranial 
l A are: neoplasms, granulomas, and con- 
„a tumors found within the cranial 


È Cavity, 


E: group is composed of patients au- 


at the Western State Hospital during 
che October 1, 1938, to October 1, 
z n this period there were 5,188 deaths 

of ee eee giving an autopsy rate 
“i n 28 instances the records are in- 
ase leg autopsies the brain was 

a ed. The remaining 2,161 autopsies 
aad in this study and in them 78 intra- 
of 36%. ar were found for an incidence 
cin’ Il the tumors were verified histo- 
The > ening for 6 of the meningiomas. 
the En were found in 77 diferent 
ind a a One patient both a meningioma 
DA ular tumor were found. There 
women and 36 men in the group. 

chive tion of this hospital is almost ex- 
eae ey adult and the average age of the 


di . 
| viduals with tumors was 60.1 years, 
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A report of the tumors found in each cate- 
gory follows: 

Gliomas.—Twenty-five tumors of this kind 
were found constituting 32.0% of the total. 
They were classified histologically using the 
method described by Kernohan and Sayre 
(22). In this system the terms spongio- 
blastoma polare, glioblastoma multiforme, 
and astroblastoma are not used. These au- 
thors feel that gliomas arise from adult cells 
which have undergone a process of dediffer- 
entiation and proliferation. They, therefore, 
use the terms astrocytoma, grade 1, 2, 3, or 
4, depending on the degree of malignancy 
present. These terms correspond respectively 
to Bailey and Cushing’s(4) astrocytoma, 
astroblastoma, and spongioblastoma (glio- 
blastoma) multiforme. 

The twenty-five gliomas were classified as 
follows : astrocytomas, grade one (2), grade 
two (4), grade three (6), grade four (8), 
oligodendrogliomas (2), ependymomas (2), 
and medulloblastoma (1). 

The medulloblastoma was found in a 39- 
year-old woman in the vermis and left cere- 
bellar hemisphere. Two of the gliomas of 
low-grade malignancy occurred in the mid- 
brain, One of these occluded the aqueduct 
of Sylvius and the other extended into the 
interpeduncular fossa on a short pedicle. 

Gliomas were found in patients ranging 
in age from 22 to 81 years, the average age 
being 55.2 years. Sixteen men and 9 women 
are in the group. Astrocytomas, grade 1, 2, 
and 4, were found respectively in patients of 
79, 78, and 81 years. 

Pituitary Adenomas.—Seven adenomas of 
the anterior lobe were found making up 9.0% 
of all tumors. An eosinophilic adenocarci- 
noma of the hypophysis is present in this 
group which has been reported by Snyder 
and Larson(29). Of the remaining 6 tumors 
5 were chromophobe adenomas, and the other 
was an eosinophilic adenoma. The chromo- 
phobe adenomas varied in size from 3.5 to 
5.6 cm. in largest diameter. The eosinophile 
adenoma was 3.2 cm. in diameter. The aver- 
age age of the patients with pituitary adeno- 
mas was 61 years and the age range was 51 
to 79 years, The sex incidence was 4 to 3 with 
females predominating. i l 

Meningiomas.— Nineteen meningiomas 
were found and these constituted 24.49 of 
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the intracranial tumors. The size ranged 
from 6x6x1I0 mm. to 85x60x60 mm. 
One large meningioma weighed 245 gm. An 
interesting case of meningeal tumor that had 
metastasized to the lungs is included in this 
group. It has been fully described by Dublin 
(14). 

These tumors were found in the following 
locations : 6 in the frontal region, 3 in the ol- 
factory groove, 3 in the suprasellar region, 
and 2 each in the parietal and occipital areas. 
The location of 3 tumors was not given. 
Meningiomas were found in patients ranging 
in age from 34 to 84 years, the average age 
being 67.9 years. Sex incidence was 14 to 5 
with females predominating. Peers(28) 
found that females outnumbered males in a 
ratio of 5: 1 in his series of 18 meningiomas. 

The peak incidence for these tumors in his 
series was in the fifth decade, 

Neuromas—Three acoustic neuromas 
were found, all in the left cerebellopontine 
angle, They were in men aged 59 and 73 
and in a woman of 53. The largest diameter 

z these tumors was respectively 2.4, 4, and 
cm. 

Congenital Tumors.—These 4 were a col- 

loid or paraphysial cyst of the third ventricle, 
2 craniopharyngiomas and an epidermoid 
cyst. The colloid cyst was in a 75-year-old 
man and the/ craniopharyngiomas in a 40- 
year-old woman and a 44-year-old man. The 
epidermoid re was in the third ventricle in 
a 23-year-old woman where it had ca 
blockage of the interventricular Ca as 
internal hydrocephalus. 

Metastatic Tumors.—Twelve tumors in 
this category were found making up 15.4% 
of the total. These tumors were metastatic 
from primary malignancies of the bronchus 
in 5 cases, the breast in 4, the kidney in 2 
and the uterus in one instance, All were 
carcinomas except the last which was a 
leiomyosarcoma. This tumor had metasta- 
sized to the abdominal viscera, lungs, heart 
and left axilla as well as to the brain, 

Madow and Alpers( 25) have described an 
encephalitic form of metastatic carcinoma, 
In their 4 cases no common clinical features 

were noted. Pathological examination of the 
brains revealed no gross metastases but 
microscopic meningeal and parenchymal 
metastases were seen in many parts. These 
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authors estimate that this form of metastatic 
brain lesion occurs in 3% to 4% of metastatic 
carcinomas of the brain. In the present series 
3 cases of this kind were found, having 
metastasized from the bronchus in 2 cases 
and the kidney in the other. 

Metastases reach the brain via a hematog- 
enous route since there are no lymphatics 
in the brain. Most investigators state that 
the spread to the brain is via the arteries. 
Malignancies of the lung, either primary or 
secondary, invade’ a pulmonary vein and 
tumor emboli are carried to the left heart. 
From here they pass into the systemic cir- 
culation and reach the brain. However, there 
are cases in which no pulmonary tumor 1s 
found, In these it has been suggested that 
the tumor emboli pass through the pulmo- 
nary capillary bed without growing as metas- 
tases in the lung or that the tumor frag- 
ments reach the systemic circulation as “para- 
doxical” emboli through a patent foramen 
ovale or ventricular septal defect. Earle(16) 
states that careful examination of the lungs 
will reveal small foci of metastatic involve- 
ment which could easily be overlooked. He 
feels that in most cases metastases reach the 
brain from a focus in the lungs that has m- 
vaded a pulmonary vein. Another hematog- 
enous route of metastasis to the brain has 
been suggested by Batson(7) and Anda 
(1). These investigators showed that ; : 
Vertebral plexus of veins has many anasi 
motic connections with visceral Ri 
plexuses, intercostal veins, and with t : 
cranial dural venous sinuses. atic 
showed in the living subject that increase 
intra-abdominal and intrathoracic ae 
causes retrograde flow in the vertebral spans 
Material injected into the femoral vein f 
demonstrated in the dural venous sinuses ei" 
in the internal cerebral veins. The route W s 
shown to be via the vertebral venous v 
Even though there is convincing pees i 
evidence that metastases could reach the 
via this route, several observers(10, 19 ble 
28) feel that it rarely if ever is respo” 
for intracranial metastases. Commonly pee? 
are in the brain parenchyma, frequen fe 
the junction of cortex and white matter s 
the dural venous sinuses are rarely ere 
This is presented as evidence for ate 
spread and against spread via the v! 
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venous plexus. However, Anderson’s experi- 
ments show that material coming to the brain 
via the vertebral plexus does enter the in- 
ternal cerebral veins. Thus intracerebral 
metastases could\ reach the brain via this 
route, In those cases in which no pulmonary 
tumor is found it seems more logical to accept 
this as the route of cerebral metastases than 
to invoke “paradoxical” embolism or to pre- 
sent an explanation based on the passage of 
tumor emboli through the pulmonary capil- 
lary bed. 

Table 5 shows the occurrence of intra- 
cranial metastases from various primary ma- 
lignancies in series of metastatic brain 
tumors. It is evident that 40% to 50% of 
intracranial metastases originate from pri- 
mary tumors in the bronchus and breast. 

In patients dying of malignant disease, 
Earle(15, 16) found in 2,208 autopsies that 
11% had intracranial metastases. Lesse and 
Netsky(24) found 32% in 595 autopsies in 
malignant disease. Other investigators (cited 
in 6) reported lower incidence of intracranial 
metastases in malignant disease. To find 
brain metastases thorough examination is 
necessary since many times only microscopic 
foci are present. 

The metastatic tumors reported in this 
paper occurred in patients ranging in age 
from 41 to 76 years. The average age was 
62.2 years and an equal number of men and 
women were involved. In 6 cases metastases 
were multiple, in 2 they were single, in 3 
there was diffuse microscopic involvement 
with no gross metastases and in the last case 
only the dura of the middle cranial fossa 
was involved. 

Granulomas.—These were found in 5 in- 
stances; 2 of them were tuberculomas and 
3 were gummas. One of the latter has been 
described by Snyder and Rickles(30). 
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At the end of the nineteenth. century 
tuberculomas constituted 50% of the new 
growths of the central nervous system. They 
now constitute 1.5 to 3.6% (2). 

The tuberculomas were found in women 
aged 31 and 60 years. The tumors measured 
in their largest diameter 2 cm. and 0.5 cm. 
respectively. They were in the cerebrum in 
both instances. The gummas were found in 
55- and 64-year-old women and in a 68-year- 
old man. These 3 tumors were in the 
cerebrum, 2 were in the frontal lobes and the 
other involved the left basal ganglia, thala- 
mus, and cerebral peduncle. 

Blood Vessel Tumors—One of these 
tumors, an arteriovenous angioma, was 
found. It occupied a 3-cm. area in the right 
lentiform nucleus and white matter beneath 
the island of Reil in an 84-year-old woman. 
In this patient a small meningioma was also 
found near the midline in the left parietal 
region. 

Miscellaneous Tumors.—Two osteomas of 
the inner table of the skull are included in 
this category. These were both in the frontal 
region and both caused depression of the un- 
derlying cerebral cortex. One of these meas- 
ured 4.5 cm. in diameter and it was raised 
1.5 cm, above the level of the adjacent frontal 
bone. In the other case there were 2 bony 
protusions of the inner table measuring 2 
cm. across and 1 cm. in elevation above the 
level of the inner table. 


SUMMARY 


The intracranial tumors found at autopsy 
in 2,161 mental patients are reported. This 
group represents 96.9% of all patients who 
were autopsied at the Western State Hospital 
during the 16-year period from October 1, 
1938, to October 1, 1954. Seventy-eight 


TABLE 5 


PERCENTAGE REPRESENTATION OF VARIOUS PRIMARY MALIGNANCIES IN SERIES OF INTRACRANIAL 
METASTATIC TUMORS 


Percent of all intracranial metastases 


Primary site 
Lesse and Globus and 
Baker (6) Netsky (24) Earle(16) Courville(8) Meltzer(19) 
Lung and bronchus........ 219% 26% 30% 39% 43% 

RGEC vein. u's wo ATT A 21 36 8 10 — 
Kidney 8 5 I a 7 
Skin (incl. melanoma)..... 8 — 10 2 7 
Ar RD ya u 6 ~- 6 14 
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intracranial tumors were found for an inci- 
dence of 3.6%. The incidence of the various 
kinds of intracranial tumors found is dis- 
cussed, These incidences are compared with 
reports of similar autopsy series in both men- 
tal and nonmental patients. The data ex- 
amined reveal a significantly higher incidence 
of intracranial tumors and of meningiomas 
in mental patients than in nonmental patients. 
The greater incidence of meningiomas in 
mental patients is partly responsible for the 
greater incidence of intracranial tumors in 
this group. Meningiomas are frequently 
asymptomatic and may only appear to be 
more frequent in mental patients since at 
autopsy the brain is routinely examined 
whereas in autopsies of nonmental patients 
the brain is frequently left undisturbed. Thus 
many asymptomatic meningiomas in non- 
mental patients are overlooked at autopsy, 
Against this are observations that meningio- 
mas frequently produce only psychiatric 
symptoms, Thus patients harboring one of 
these tumors tend to gravitate to psychiatric 
hospitals and not to general hospitals or 
neurosurgical units. 
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M. Month., 


The methods and goals of army psychiatry 
clearly defined by the end of the 
conflict. Higher echelons had es- 
the policy of not evacuating men 
‘of psychiatric disabilities except for 
ly psychotic who could not be re- 
Psychiatrists at the lower eche- 
obliged to carry out this policy 
not they agreed with it. We knew 
with psychiatric difficulties could be 
to duty and that we could refuse to 
We did not know what happened 
men and their local units after they 
ireturned. If men were being evacu- 
ough other medical channels the psy- 
tistics had little meaning. If the 
eretused to evacuate functioned poorl 
led to decreased efficiency of t their 
licies were not sound regardless 
alistics. The present study was de- 
seek answers to these questions. 
g the 7-month period from Septem- 
rough March 1954, the neuropsy- 
Section, 3rd Infantry Division evalu- 
patients of whom 327 were Ameri- 
s. The purpose of this paper is to 
the results of a follow-up investiga- 
the 282 patients for whom such 
n was obtainable. 

Paper(1) we reported the re- 
Study of 149 patients from within 
‘Mantry Division. The present re- 

20 patients from the Division and 
adjacent units. It was not possible 
llow-up information on 45 pa- 


ol ow-up data for these additional 133 
Was obtained by sending a question- 


Psychiatrist, 3rd Infantry Division, 
Mber 1953 to July 1954. Present ad- 
Gunderson Ave., Oak Park, Iil. 

saa technician, 3rd Infantry Di- 
ebruary 1954 to September 1954. 
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naire to the commanding officer of each pa- 
tient. This is in marked contrast to the 
earlier study in which the company com- 
mander was personally contacted. 

Questionnaires were sent out during the 
first 2 weeks of April 1954 for 114 patients 

(94 replies) and during the first 2 weeks of 
June 1954 for 64 patients (39 replies). In 
many cases 2 and 3 questionnaires had to be 
sent to a unit before a response was obtained. 

The information obtained included a rating 
of the man’s performance of duty by his unit 
commander. The ratings used were: excel- 
lent, good, adequate, poor, or intolerable. 
Information was also obtained regarding pro- 
motions or reductions in rank; the presence 
of nervousness, physical complaints, or be- 
havior difficulties; opinion regarding the in- 
dividual’s effectiveness as a soldier ; whether 
or not the man had been in any disciplinary 
difficulties; and the number of days that he 
had been absent from duty because of hos- 
pitalization, light duty slips, or other medical 
reasons. 

In the case of men no longer on duty in the 
unit who had rotated from Korea, been dis- 
charged from the army, or sent to the stock- 
ade, we obtained the date of the change in 
status, the regulation authorizing the change, 
and the orders responsible for it. In most in- 
stances the battalion surgeon also commented 
on the individual’s adjustment, and the num- 
ber of times he had been on sick call, the 
reasons for these visits, and the findings. 

After the data had been gathered it was 
apparent that the ratings given by the com- 
manders summarized the information. There- 
fore the data have been considered in terms 
of these ratings. The validity of these ratings 
was considered in an earlier paper(1). The 
same comments and criticisms of the method 
presented in the first paper are applicable 
here. In addition, the present study utilizes 
the questionnaire rather than personal con- 
tact. 
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Since there was relatively little difference 
among the 3 groups rated “adequate,” 
“good,” or “excellent,” they have been com- 
bined into one group as having performed 
duty “adequately or better.” The groups 
rated “poor,” and “intolerable” were also 
combined. These were men who presented 
serious problems to their commanders who 
stated that they “cannot be depended upon,” 
that they “‘refuse to work,” and they “disobey 
orders.” This group had a much higher in- 
cidence of courts martial and of company 
punishments. The majority of the men in the 
“poor” group had been disciplinary problems 
for command. 

In our earlier study about 10% of the rat- 
ings were found to deviate from the other 
comments made by the commanders. In the 
present group 4 of the 76 men potentially re- 
maining on duty seemed to be rated one rat- 
ing too high when the actual rating was com- 
pared with the other comments of the com- 
manding officers; 2 men were rated good 
whose performance might be more accurately 
described as adequate ; 2 were rated adequate 
whose actual performance appeared to have 
been poor. 

The mean time length between the patient’s 
visit and the date of his change in status or 
follow-up was 3.6 months; the median was 
3.0 months. As in the previous study the 
adequacy of duty of those patients followed 
less than 3 months and those followed more 
than 3 months is not significantly different. 
In fact, there were more men doing duty that 
was rated adequate or better in the group 
followed the longer. Thus, while many of 
our follow-up evaluations cover a relatively 
brief time span, the results would probably 
not be greatly different had longer time 
elapsed. 

While only 2 of the 149 patients in the 
former report had been in Korea more than 
12 months at the time of consultation, 15% 
of these added 133 patients had been in 
Korea over 1 year. This difference is due in 
part to the shorter tour for division troops 
who more rapidly accumulated points toward 
rotation. This may also indirectly be a reflec- 
tion of personality disorders in that those un- 
able to adjust are often assigned to a rear 
area where there is likely to be less stress. 
Of the 20 patients who had been in Korea 


ARMY PSYCHIATRY IN KOREA FOLLOWING THE CEASE FIRE AGREEMENT 


[Oct. 


more than 12 months at the time of evalua- 
tion, 12 were referred as part of the pro- 
cedure necessary for administrative separa- 
tion. This suggests that another reason for 
their longer tours may have been the accumu- 
lation of “bad time” in the stockade which of 
course was not credited toward rotation. 
Fifty-eight individuals (449% of those in 
the study) had been either medically or ad- 
ministratively separated from service or sent 
to the stockade at the time of the follow-up 
evaluation (Table 1). At first glance this 
loss of 44% of the population suggests a very 
poor result. Study of the 58 individual cases, 
however, reveals that 57 of these patients 
were in the process of being separated at the 
time of the consultation and thus do not actu- 
ally represent failures. Only 37 (or 25%) of 
149 patients in the first report were m the 
process of separation at the time of evalua- 
tion. The larger figure in the present study 
reflects the greatest difference in the 2 popu- 
lations. Since the division psychiatrists func- 
tion as an integral part of the medical and 
administrative organization of the diviston, 
patients can be readily referred through aa 
isting channels, The 113 nondivision pa- 
tients, however, were referred from 45 dif- 
ferent, independent units that were eur 
to IX Corps, 8th Army, 2nd Division, an 
4oth Division. In such instances communica- 
tion was often difficult and travel Gar U 
Consequently these units usually, referre 
only those cases where some definite action 
was contemplated. When this group of pa 
tients who were administratively discharges 
is deleted from both populations, the restls 
for the 2 are not significantly different. p 
All of the patients who received sop 
trative discharges and all 6 patients dio ‘i 
form of discharge pending at the time of on 
low-up were referred with the request Á 
medical clearance be given for some form 
discharge. k 
Of the 14 patients who were in the stockade 
at the time of the follow-up evaluation, 4 
were referred, after court martial eee 
had been preferred, for an opinion i with 
mental responsibility, one was referre wade 
a request for medical clearance priof ste 
ministrative separation, and the other wa ae 
ferred because of his use of physical fi ents 
plaints to avoid service. Thus all the pa 
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these actually seem adequate. 


sade at the time of the follow-up 
some form of administrative difficul- 
time of consultation. 

I the data are presented in terms 
tients returned to duty who might 
have been expected to continue 
Status. Of this group only 1 was 
on ofA status at the time of ae 
tion is individual was evacuat 

Medical channels. This very likely 
a by-passing of psychiatric facili- 
mad doing very poor duty prior 
tric evaluation due to a character 


Patients not in the process of sepa- 
ithe time of evaluation, 75% per- 
uty “adequately or better” following 
pe tion ; 17% were rated 
~/2 were not rated. Of the 13 pa- 


y actually seem poor. 
fa suggests these probably are 5 adequate and 5 unknown. 


tients who were rated as “poor,” 8 were de- 
scribed by their commanders as poor soldiers 
prior to psychiatric evaluation and the other 
5 had been given certificates for administra- 


tive separation. 


EVALUATION OF PATIENTS GIVEN CLEARANCE 
FOR DISCHARGE FOR UNFITNESS (AR615-368) 


Twenty-four patients were certified for 
administrative separation for unfitness (AR 
615-368). All were described as poor sol- 
diers by their unit commanders at the time 
of consultation and in each of the cases the 
certification was specifically requested by the 
commander. All of these 24 patients had 
been administratively separated from their 
units at the time of the follow-up evaluation : 
20 had been discharged as unfit; 2 as unsuit- 
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able; 2 were in the stockade. This is in 
marked contrast with our study of referrals 
from within the division(1) where over half 
of the patients given psychiatric clearance as 
unfit (AR615-368) remained on duty, and 7 
of 19 were functioning “adequately or bet- 
ter.” This difference apparently arises from 
the difficulties of referring nondivisional pa- 
tients with the result that commanders out- 
side the division requested certificates only 
when they actually intended to use them and 
did not use the certificates as a warning to 
the patient against future acting out, as was 
postulated for the commanders within the 
Division. 

In 17 of the 24 instances in which com- 
manders requested psychiatric clearance to 
discharge a man as unfit, the certificate was 
modified and an alternative disposition was 
suggested by the psychiatrist. These proposed 
that the man be continued on duty, reas- 
signed, or separated as unsuitable. In 6 in- 
stances the certificate was accompanied by an 
explanation for the man’s behavior, in the 
hope that it would be dealt with with under- 
standing rather than with punitiveness. Four- 
teen of these 17 men were discharged as un- 
fit; I was courtmartialed; 2 were separated 
as unsuitable but this was not the psychiatric 
recommendation in these 2 instances. Had 
a close-working relationship existed between 
the psychiatrist and the commanders such as 
existed within the division, the psychiatric 
reports might have been given more credence. 


CLINICAL FINDINGS 


The remainder of this paper considers the 
combined population of 282 patients from 
both studies. The frequency of the various 
presenting complaints was essentially the 
same for the 2 populations. 

As stated in our earlier paper the questions 
a division psychiatrist meets most frequently 
from both commanders and his medical col- 
leagues are related to the advisability of keep- 
ing men on duty who have various clinical 
syndromes which at first glance would appear 
incapacitating. Among battalion surgeons it 
hag become a‘standing- joke that psychiatrists 
scrid “(almost “eyerybedy. back to duty.” 
We must2edptinfally,ask oysselves if this is 

fair to the individual and at the same time fair 
to the other nie’ in the patifnt!s unit. Is it 


Át . 


possible for men with rage reactions, epilepti- 
form spells, and rather severe psychogenic 
somatic reactions to function adequately in 
an infantry division in the field? 

The group which has caused everyone the 
greatest concern is composed of those indi- 
viduals subject to rages. Many of these indi- 
viduals have fired weapons during their 
tantrums and usually one has misgivings 
about returning such a soldier to full duty. 
What happens when these men are returned 
to their unit is a question: Fig. 1 groups the 
data in terms of the presenting complaints or 
reason for referral. 

Of the 13 patients, seen because of rages, 
who were not facing court martial charges at 
the time of consultation, only one did poor 
duty subsequent to consultation and even this 
man did not cause or get into serious trouble. 
None of the patients in this group was con- 
sidered “excellent” by his commanding of- 
ficer, however all made satisfactory adjust- 
ments during the time that elapsed and 
apparently controlled their aggressive ten- 
dencies sufficiently to stay out of trouble. 

Most of the patients referred as suicidal 
composed a group of individuals who used 
suicide as a threat. However, 6 were sent to 
Seoul for closed-ward observation. One of 
these was evacuated to Japan where he was 
reassigned ; the others were returned to their 
units at the end of hospitalization and pef- 
formed satisfactory duty; 2 were convicted 
by court-martial charges of attempting t° 
avoid duty by self-inflicted wounds. 

The most frequent presenting symptom 
were those of general nervousness. These 
patients were nervous, moody, worrisom® 
tense, upset, anxious, sleepless, excitable, or 
unstable. While 2 of these 39 patients wer 
psychotic and evacuated the day of consulta- 
tion, 88% of the men in this group did w 
when returned to duty. 

Most of the 19 patients with headache! 
performed duty adequately or better ri 
ing psychiatric consultation. In fact, W! 
very few exceptions, the patients with al 
chogenic, somatic complaints did satisfact a 
duty regardless of the nature of the e 
plaint. mar 

Figure 1 also summarizes the distributio 
of patients referred for psychiatric eya 
tion in an overseas infantry division. 
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About 10-20% of the men were referred 
because of the possibility of a psychotic proc- 
ess. Some of them were referred to substan- 
tiate the diagnosis and to decide whether or 
not medical evacuation was indicated. 

A large number of patients were also re- 
ferred for the primary purpose of ruling out 
a psychotic process, particularly when the 
patient was facing court-martial charges. 

A large proportion of referrals was initi- 
ated by commanders because of the patient’s 
deviant behavior, The majority of these had 
a life-long history of poor adjustment with 
repeated episodes of acting out. Many 
seemed particularly sensitive to authority 
and their military adjustment was marginal 
throughout. Usually their commander had 

requested a statement regarding mental re- 
sponsibility or a certificate that there were 
no medical contraindications to administra- 
tive separations. In a large number of these 
referrals the psychiatrist can render addi- 
tional service by amplifying and clarifying 
extenuating and/or mitigating circumstances, 
Whether these professional opinions are 
given their due consideration depends in a 
large part on how receptive the commander 
is to psychiatric concepts, which, in turn, de- 
pends partially on his previous experience 
with both army psychiatrists as a group and 
the individual psychiatrist serving his unit. 

Approximately half of the patients evalu- 
ated were referred because of subjective 
symptoms—both psychological and somatic. 
These men had been screened by the battalion 
surgeon and with the exception of self-re- 
ferrals these consultations were requested by 
other physicians for further opinion regard- 
ing diagnosis or management. In most in- 
stances the symptoms resulted from the pa- 
tient’s difficulty in adjusting to life in the 
Army in Korea with all its implications. 
Figure 1 demonstrates that over 75% of 
these patients with subjective psychogenic 
complaints did adequately or better when 
returned to their units after a single psychi- 
atric consultation. When we consider that 
these 282 patients had been screened from 
approximately 30,000 troups over a 7-month 
period, the policy of returning such patients 
to duty seems justified by the results. 

Unfortunately, we did not accumulate data 
on a control population during the time of 
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this study. However, such a control group 
with its inherent proportion of failures would 
have further emphasized the results of re- 
turning patients to duty who have subjective 
psychogenic complaints. 

Thirty-one patients in the total population 
of 282 were referred on more than one occa- 
sion. The follow-up experience of this group 
was, on the whole, the same as that of the 
total population. 

Predictions of the expected performance 
of duty were made for 28 patients in the 
group being added. The results and criti- 
cisms were essentially the same as those re- 
ported earlier. 


Discussion 


As we stated in the first paper on this sub- 
ject, there are many opportunities to do 
follow-up studies in the army; however, 
there are also obstacles which necessitate 
compromises. The conscript army leads to 
frequent changes in duty assignments which 
make long-term studies difficult. The project 
which depends upon evaluations by company 
commanders must be limited either in dura- 
tion or completeness and accuracy. In the 
present study 47 patients could not be lo- 
cated and 14 were not remembered. Practi- 
cally all of these were from units outside the 
3rd Division. Many of the units had been 
transferred to other areas and some had left 
Korea for Japan or the United States. To 
obtain meaningful follow-up data for the 
individuals in these units was not possible. 

The length of time between the patient s 
visit and his follow-up is relatively short in 
this study. It was necessary to find a vent 
promise period that would allow reasonable 
accuracy in the commander’s reports and also 
enough time for a reasonably valid period 0 
observation. This compromise was made 
necessary by the constantly shifting popula- 
tion. F 

As was true in the earlier study the gr 
teria of success or failure here relate pr 
marily to whether or not the man continue“ 
to function satisfactorily in the military ee 
ation. While this is a rather crude meai 
of mental health, it has important logist! 
significance and within limits the quality ° 
an individual’s performance of duty can 
determined rather objectively. At the sam 
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time it is a rather negative criterion of suc- 
cess in that an “adequate” soldier may pri- 
marily be an individual who does not get 
into trouble. 

Generally patients with psychogenic soma- 
tic complaints did “good” duty. They did 
not complain or make pests of themselves 
and consequently were considered successes, 
However, many of them may have continued 
to have subjective discomfort which is not 
tecorded in our data since the individual pa- 
tients were not contacted, although both the 
commanding officers and the battalion sur- 
gon were asked whether there was any evi- 
dence of continuing discomfort. 

These patients have been maintained as 
‘unctioning organisms in a military unit and 
m most cases the needs of the military had 
to be given precedence over the feelings of 
the individual. In combat this is necessary. 
R a more static truce situation it is also 
Necessary to keep men functioning. To ren- 
der them less uncomfortable in the process 
S desirable but a secondary goal. This study 
measures the results of the first of these 
m much better than those of the second, 
naeh the results do suggest that our pa- 
a id make better adjustments and, in 
er instances, were less uncomfortable fol- 

Ng Psychiatric consultation. 
Hy Was surprising to learn from the various 
ing oui commanders that the results of see- 

a Patient in a single consultation were 

greater than was expected. The com- 
en manders felt that there had fre- 

Anty been a beneficial change in the pa- 
in the degree of this change far 
tribut, ed anything that might be directly at- 

uted to the consultations. 
they nanding officers have reported that 
towar ay have taken a different attitude 
Dychiatri man who had been referred to a 
times to ist. This may have been due at 
othe. ceing the report of consultation, or 
aly times may have been merely the 
knowing that the patient had been 
be tr a Psychiatrist and should, therefore, 
With special consideration. This 
mend of nai on the part of the com- 
ond ir Sa may have been reflected in 
fome of + y favorable ratings they gave and 


the an ratings may have reflected 


ange in the commander’s feeling 
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than any actual change in the patient’s ad- 
justment. While there are many such poten- 
tial defects in the validity of rating scales 
such as those used in this study, this method 
was the best available under the circum- 
stances and, in spite of its defects, has pro- 
vided a rough assessment of the relationship 
between the patient and his commander 
which is of prime importance in a military 
situation, 

Tt would seem that many of the beneficial 
results of psychiatric consultation in the 
army are determined in large part by the 
nonspecific effects that result from going or 
being sent to a psychiatrist, independent of 
any specific therapeutic attempts on the part 
of the psychiatrist. The figures presented in 
this paper should serve as a control in any 
study that reports a high degree of success 
resulting from a specific treatment program 
in the realm of military psychiatry, 
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Follow-up findings of 133 psychiatric pa- 
tients evaluated between September 1953 
and March 1954 from miscellaneous units 
surrounding the psychiatric section, 3rd In- 
fantry Division, reveal that 75% of patients 
not in the process of separation at the time of 
consultation functioned adequately or better 
after the consultation. 

Forty-four percent of the population had 
been separated from the service at the time 
of the follow-up. This was primarily due to 
patients referred from units outside the 3rd 
Division. Certification for administrative 
separations was utilized in almost all in- 
stances in which it oy given. ; s 

This population of 133 patients is com- 
pared with a previously published report of 
149 patients from units within the 3rd In- 
fantry Division. 7 

Follow-up results of these 282 patients 
are examined in terms of presenting com- 
plaint or reason for referral. Seventy-five 
percent of patients with subjective, psycho- 
genic complaints functioned adequately or 
better when returned to duty after a single 
consultation. 
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AN OPERATIONAL CONCEPTION OF CRIMINAL RESPONSIBILITY 
RICHARD G. BOARD, M.D.,1 Wasuincron, D. C. 


In the Isaac Ray Award book, The Psy- 
chology of the Criminal Act and Punishment, 
Gregory Zilboorg summarizes a long-stand- 
ing situation regarding criminal responsi- 
bility : 
++.» yet no solution of the problem has yet been 
found. We all, or almost all, agree that the method 
under discussion is deficient, but no sufficiently 
workable change has as yet been suggested. Here 
is an example of our earnest but inefficient groping 
in the matter. 


This passage describes a kind of puzzlement 
we feel when attempting to solve a problem 
without adequate conceptual tools—the kind 
of puzzlement we might feel, for example, 
in trying to solve problems regarding motion 
without knowing the concept of acceleration. 
The example of inefficient groping referred 
to was a fairly recent suggestion by a leading 
physician in England: 

The time is surely come to determine afresh in 
what circumstances mental illness should mitigate 
criminal responsibility. 

Like most of our endeavors in this area, this 
suggestion directs our attention toward estab- 
lishing new criteria for determining criminal 
responsibility rather than toward investiga- 
ting the logical content of the concept of 
criminal responsibility itself. This venerable 
concept has remained essentially unanalyzed 
since our ancestors first formulated it. We 
cannot hope to dispel the appalling prejudice 
that envelops this subject until we have at- 
tained a logical analysis of criminal responsi- 
bility which places us on firm theoretical 
ground. This article attempts such an 
analysis. 

The Monte Durham Decision, recently 
rendered by the District Court of Appeals of 
the District of Columbia, holds that a person 
whose criminal act was the result of mental 
illness or defect cannot be regarded as crimi- 
nally responsible, The court was explicit in 
its statement that establishing criminal re- 
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sponsibility has always been concerned with 
rendering a moral judgment of the criminal: 
++ we permit it [the jury] to perform its tradi- 
tional function which . . . is to apply our inherited 
ideas of moral responsibility to individuals prose- 
cuted for crime. Juries will continue to make moral 
judgments still operating under the fundamental pre- 
cept that “our collective conscience does not allow 
punishment where it cannot impose blame.” 


The sequence to judgment is this: If an indi- 
vidual is criminally responsible, he is morally 
responsible, and if he is morally responsible 
he can be judged morally guilty. Conse- 
quently a judgment of guilty currently means 
2 things: (1) The accused committed the 
crime; (2) the accused was morally guilty 
in committing the crime. All of the law’s en- 
deavors to establish criteria for determining 
criminal responsibility, from the M’Naghten 
rule to the Durham decision, have as their 
purpose the selection of those who can be ap- 
propriately subjected to a moral judgment. 
In its historical context, criminal responsi- 
bility is equatable to moral responsibility, at 
idea having a metaphysical content dealing 
with free choice between the values of go 
and evil or a theologic content dealing with 
the struggle between heaven and hell. 
Whatever the necessity of values and value 
judgments in guiding human endeavor, the 
mundane task of administering the law co™ 
stitutes an operation exclusively confined Me 
the natural world of cause and effect. In suc 
a situation, trying to use a metaphysical oF 
theological concept like moral responsibilty 
will inevitably prove embarassing. The ban 
ruptcy of our present position in this regart 
is exemplified by the following two pupa’ 
tions from prominent legal minds. The im 
advocates an ostrich position in the sa" 
of action: 
From any objecti i iew the escape of the 
law Re gamed ae its weakness wa 
greatest strength. If judicial institutions become a 
sincere, too self-analytical, they suffer the fate vat 
— which is the lot of all self-analy" 
e. 


1956] 


The second quotation portrays the cynicism 
resulting from such strength: 

..» a lay jury as well as lay witnesses are far more 
competent to determine “responsibility” than the 
experts. The experts are incapable of reaching a 
moral judgment which is responsive to the question 
the jury must answer ; for they are strangers to the 
“folklore” of human behavior. If one does not 
believe in the existence of witches, he can hardly 
be of much utility as a witch-hunter. 


Despite its viewpoint, the above calls a 
spade a spade. It becomes obvious that the 
modern inquisition, the discernment of moral 
responsibility in the accused, relies on the 
Psychiatrist rather than the medieval torturer 
to extract information necessary to brand 
the accused as “normal” enough to be morally 
responsible, Only now it is the mentally ill 
who are exempt from being witches, a 
Strange turn in history. Were a psychiatrist 
to write a book entitled “Determining Nor- 
mality in Criminals,” we would have in hand 
a modern Malleus Maleficarum. This is an 
ironic and pathetic situation for psychiatry to 

in, We have had the alternative of aban- 
doning the courtroom or of trying to work 
along as best we can, liberalizing the criteria 
"garding criminal responsibility by our co- 
operation, The latter seems the course of 
os if we are not deluded into the view 

at science can ever establish criteria which 
ave any rational connection with this meta- 
3 ysical inquisition concerning moral re- 
Ponsibility, Liberalized criteria for estab- 
by ng criminal responsibility, as represented 
y the Durham decision, for example, are 
ut siren songs, luring the psychiatrist from 
= ey stic science to pose as an expert 
4 ological matters. Where in the range 
saa o odynamics does moral responsibility 
enly or gradually appear? No scientist 
is aig that because moral responsibility 
ba idea belonging to a realm of discourse 
ie to science. Asking the psychiatrist 
bili ertain the presence of moral responsi- 
to di in criminals is like asking the surgeon 
| Ssect out the soul or the astronomer to 
te heaven, 
l the procedure of establishing criminal 
: Seality is to be other than a euphe- 
disguise for the inquisition of moral 
sibility, we must delineate what actual 
uences result from determining crimi- 
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nal responsibility and understand why and if 
these consequences are necesary or desirable. 
By studying the procedure of establishing 
criminal responsibility like any other phe- 
nomenon in society we discover the opera- 
tional meaning or “cash value” of the con- 
cept. For the sake of brevity I shall present 
this operational analysis of the concept of 
criminal responsibility in deductive fashion. 

Criminal law is administered in accordance 
with several value judgments: 

(1) Society is entitled to protection from 
further malfeasance by the criminal. A sub- 
sidiary value judgment is that a degree of 
punishment or isolation can be imposed on 
the criminal as a method of securing this 
protection. 

(2) Society is entitled to protection from 
potential criminals, from first offenders as 
well as repeaters. A subsidiary value judg- 
ment is that apprehended criminals can be 
punished by society to create deterrent ex- 
amples before the law as a warning to po- 
tential criminals. 

(3) Society is best served by humane ad- 
ministration of the law consistent with the 
humane purpose of the law. 

These value judgments can be condensed 
into 3 aims in administering criminal law: 
(1) preventing further malfeasance by the 
criminal; (2) deterring others from com- 
mitting criminal acts; (3) humaneness to- 
ward criminals. 

Other aims such as vengeance toward the 
criminal are rejected as unworthy of society, 
although they persist as contaminants in the 
judicial process. Administering criminal law 
involves striking a balance between the 3 
general aims just mentioned, a very diffi- 
cult procedure sometimes. Methods of achiev- 
ing these aims are now briefly reviewed. 

The aim of preventing further malfeasance 
by the criminal can be accomplished by isolat- 
ing him from society through imprisonment, 
hospitalization, or execution. Another way 
of preventing a criminal from committing 
more crimes is to rehabilitate him into a good 
citizen, either through psychiatric treatment, 
in or out of hospitals, or by punishment, in or 
out of prison. Punishment as a method of 
réhabilitation is given in the same educative 
spirit as in punishing a child. we: 

The second aim in administering criminal 
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law, deterring others from criminal acts, is 
accomplished by creating deterrent examples 
before the law by punishing criminals in 
hand as a warning to potential criminals. 

The third aim, humaneness, is accom- 

plished by inflecting no unnecessary punish- 
ment upon the criminal. “Necessary” pun- 
ishment is that punishment sufficient either to 
rehabilitate the criminal by teaching him a 
lesson or sufficient to adequately deter most 
others from violating the law, or sufficient to 
accomplish both at once. The advantage of 
imprisonment is that it can provide punish- 
ment sufficient for both rehabilitation and 
determent while also isolating the criminal 
from society. 

Whether or not criminals can be efficiently 
rehabilitated by punishment is a question of 
fact. The present assumption in law is that 
the fairly “normal” criminal is amenable to 
being taught a lesson by punishment. On the 
other hand, the law also recognizes that many 
psychotics and neurotics are so compulsively 
driven by psychopathology that no reasonable 
punishment will succeed in altering their be- 
havior. Two factors are involved: the type 
of punishment and the psychodynamics of the 
punished. 

Whether or not punished criminals make 

efficient deterrent examples before the law 
is also a question of fact. The answer hinges 
on the psychology of those to be deterred. 
The law currently operates on a rather simple 
rule of thumb which describes the psychology 
involved: Those most like ourselves usually 
makes the best deterrent examples for us, 
The most impressive way to learn the lesson 
that we will be punished if we commit a 
crime is to learn by the sad experience of 
being punished fora transgression—learning 
by experience. A more efficient but less im- 
pressive way is to learn by example. Ex- 
amples most like ourselves come closest to 
learning by experience and are therefore the 
best examples. Whatever we may think of 
this theory of determent psychology, it is 
the implicit theory with which criminal law 
is now operating. 

With the above in mind, the problem arises 
as to which criminals will be the best de- 
terrent examples for warning those to be 
deterred. Another problem concerns the 
determination of which criminals can be effi- 
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ciently rehabilitated by punishment. The 
shotgun technique of punishing all criminals 
strikes us as inhumane since exercising some 
selectivity permits us to avoid inflicting un- 
necessary punishment on inefficient deterrent 
examples and inefficiently punishable crimi- 
nals, In other words, we want to balance 
the aim of humaneness to criminals with 
the aims of preventing further malfeasance 
by the criminal and by potential criminals, 

Most psychotic and many neurotic crimi- 
nals fail to appear enough like the average to 
make good deterrent examples before the law, 
Nor are they good deterrent examples for 
those most like themselves, other psychotics, 
since such persons are too lost within them- 
selves to be amenable to any deterrent ex- 
amples. Consequently we wish to exempt 
these inefficient deterrent examples from 
punishment for purposes of determent. Usu- 
ally these same persons are also inefficiently 
punishable—i.e., punishment will not re- 
habilitate them. 

In regard to determent, it is interesting 
to note that it is merely the appearance of 
the criminal, how his overt behavior im- 
presses the population to be deterred, which is 
of crucial importance. This complex problem 
is currently handled by relying on a rather 
tandom sampling of the general population, 
12 jurors tried and true, to reflect the psy- 
chological response of the general population 
by deciding whether or not the criminal 
strikes them as “normal”—i.e., (implicitly) 
enough like themselves to make a good deter- 
Tent example. It is only in connection with 
considering the probability that punishment 
may rehabilitate the criminal that all of the 
details of his psychodynamics become 1m- 
portant. 

Tt now becomes clear that when we try to 
distinguish between mentally ill and “normal 
criminals or between those who know right 
from wrong, or by using other criteria for 
criminal responsibility, ostensibly to deter- 
mine whether or not they are morally respon- 
sible, we are really trying to decide whether 
or not the criminal is sufficiently normal to be 
enough like the rest of us to serve as an el 
cient deterrent example before the law ee 
whether or not he is normal enough tormen 
his ways if taught a lesson by punishment, 
The entire content of the concept of crimina 
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responsibility, as far as the natural world is 
concerned, is contained in the following defi- 
nition: criminal responsibility is deterrent 
efficiency and/or efficient punishability. De- 
terrent efficiency is the degree of effective- 
ness of the criminal serving as a deterrent 
example before the law in deterring most 
others from crime. Efficient punishability is 
the susceptability of the criminal to being 
adequately rehabilitated, as regards asocial 
acts, by the method of reasonable punish- 
ment, 

In many cases of “temporary insanity” 
and in crimes resulting from “adequate pro- 
Vocation,” it is the circumstances leading up 
tothe crime rather than the personality of the 
criminal that are too unusual to require mak- 
ing the person an example before the law. 
Also, the circumstances may be regarded as 
$0 provocative that the average person in 
this situation would be as impervious to de- 
terment as the psychotic. So determent seems 
unnecessary and impracticable. Regarding 
rehabilitation of the criminal, the circum- 
stances of the crime may be so unusual that 
itis highly improbable that the criminal will 
“nl be exposed to them again. Consequently 

E'S pointless as well as ineffective to try to 

bilitate him to an extent that he would 

ve differently if he ever encounters this 
thusual situation again. The assumption is 
t he will not be a criminal in usual cir- 
stances. So again, punishment for pur- 

Poses of rehabilitation is too unnecessary and 

Sctive to be humanely administered to 

i FN normal” personalities who have com- 

ted crimes because of very unusual cir- 
Stances, 

he concepts of deterrent efficiency and 

cient Punishability are quantitative al- 

È "gh not currently measurable. They deal 
able a matters of complex but ascertain- 
Sétent in the natural world. They are con- 

t with the determinism of causal or 

E astic (probability—type) principle and 

4 no reference to the metaphysical con- 
i, iti responsibility. They are the 
Éi: $ € effective administration of criminal 
Shee, d represent what we have implicitly 
“ite 28 Tight for the wrong reasons dur- 
Yh Cur long Preoccupation with the illusory 
ae between mental illness and moral 
: nsibility, They furnish a firm guide as 
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to the kind of questions a psychiatrist can 
answer in the courtroom without departing 
from science into metaphysics, These ques- 
tions are: 

1. Is the accused capable of adequately 
participating in his defense? 

2. Was the accused psychologically cap- 
able of or motivated toward committing the 
crime? 

3. What are the probabilities of the crimi- 
nal repeating crimes under the following 
conditions: (a) after punishment (i.e., is he 
efficiently punishable) ; (b) after psychiatric 
treatment in a hospital; (c) after no punish- 
ment, treatment, or rehabilitation; (d) while 
living in society during attempts at rehabili- 
tation? 

4. What are the probabilities that the pun- 
ished criminal will make an efficient deterent 
example before the law ?—+.e., what is his 
deterrent efficiency ? 

5. What are the probabilities of the crimi- 
nal again getting into circumstances similar 
to those precipitating his criminal act? Were 
these circumstances essentially happenstance 
or did he seek them? 

6. What lattitude of circumstance is suffi- 
cient to precipitate criminal behavior by this 
criminal ? 

7. What are the probabilities that the 
average person might find himself in cir- 
cumstances similar to those of the crime? 

8. What is the probability that the average 
person would respond to these circumstances 
with a criminal act? 

It must be apparent that some of these 
questions require the consultation of the 
sociologist or criminologist as well as the 
psychiatrist. Questions 3 and 4 deal with 
criminal responsibility and 5 through 8 deal 
with “temporary insanity” and “adequate 
provocation.” 

Discussion 


Criminal responsibility historically „has 
been identified with moral responsibility. 
Moral responsibility is a metaphysical or 
theological term about which no science, in- 
cluding psychiatry, can say anything scien- 
tific. Establishing psychiatric criteria for de- 
termining the presence of moral responsi- 
bility in criminals is a logical impossibility. 
In this article criminal responsibility is di- 
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vorced from moral responsibility and is re- 
defined as deterrent efficiency and/or efficient 
punishability, quantitative concepts dealing 
with the effectiveness of a punished criminal 
as a warning to others and the susceptibility 
of a criminal to rehabilitation through pun- 
ishment, Regarding criminal responsibility, 
the psychiatrist can appropriately answer 
only questions bearing on these 2 complex 
problems of fact. These are the questions he 
is really answering when he gropes around 
in the scientifically meaningless search for 
moral responsibility in criminals. This article 
attempts to furnish the psychiatrist with ade- 
quate conceptual tools for a positive alterna- 
tive to the law’s antique preoccupation with 
the metaphysical concept of moral responsi- 
bility. This alternative is: Criminal responsi- 
bility is a concept concerning discriminations 
of fact in the natural world. These discrimi- 
nations of fact are necessitated by our at- 
tempts to balance three aims in administering 
criminal law, prevention of further malfeas- 
ance by the criminal, deterrence of potential 
criminals from crime, and humaneness to- 
ward criminals. These 3 aims derive from 
value judgments regarding society’s entitle- 
ment to humane protection. While these value 
judgments may have metaphysical origins, 
carrying them out requires scientific rather 
than metaphysical conceptions, Moral re- 
sponsibility and judgment are misplaced 
metaphysical conceptions quite inappropriate 
to the administration of law in the natural 
world, an area, that requires scientific rather 
than metaphysical conceptions. Moral values 
embodied in the laws must be applied in the 
natural world through concepts appropriate 
to that world. The revised conception of 
criminal responsibility meets this necessity, 
Besides providing the ground for under- 
standing the reasons behind previous criteria 
of criminal responsibility, the operational 
concept of criminal responsibility entails sev- 
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eral changes in the judicial process, By 
disqualifying the state as a moral judge of 
individuals, the separation of church and 
state is confirmed. Abandoning the moral 
judgment of individuals removes another ob- 
struction to the government of acts by law 
rather than of individuals by men. The re- 
dundancy inherent in compounding the moral 
judgment of acts embodied in the law with 
the moral judgment of individuals who vio- 
late the law is avoided. Finally, it permits 
us to recognize that determining criminal 
responsibility involves the problem of what 
to do with an individual who has violated the 
law rather than the establishment of his guilt. 
Determining criminal responsibility is cur- 
rently a prelude to pronouncing a judgment 
regarding guilt only because of the confusion 
about moral responsibility. It is operationally 
a part of the sentencing procedure. This is 
why the psychiatrist should be an adviser 
to the court regarding sentencing rather than 
a controversial participant in establishing 
moral guilt. 


SUMMARY 


If the operations stemming from a com 
cept comprise its meaning, the meaning of 
criminal responsibility is defined as deterrent 
efficiency and/or efficient punishability, quat- 
titative, operational concepts without the 
metaphysical connotations of moral responsi- 
billity. As a consequence, the role of the 
psychiatrist in the courtroom is specifically 
revised, 
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BRAIN CHANGES IN ELECTROSHOCK THERAPY 
LEO MADOW, M.D.,1 PuiLAnRLPHIA, Pa. 


INTRODUCTION 


In 1938 Cerletti and Bini introduced a 
technique for the treatment of certain psy- 
chiatric illnesses which consisted of convul- 
sive seizures induced by administering an 
electrical current to the head, Electroshock 
therapy, since that time, has become one of 
the most widely used organic therapies in 
Psychiatry. It is considered to be a very safe 
procedure with a mortality rate of under .1% 
(27, 28). However, fatalities do occur, and 
since the routine use of electroshock usually 
results in alterations of cerebral function, 
continuous postmortem search has been made 
for changes which might be caused in the 
cerebrum, 

A number of investigators have given elec- 
trical shocks to animals and then examined 
the brains for pathological changes. Others 
have studied the brains of patients who died 
ollowing use of this therapy. The lack of 
agreement in the reports indicates a need 
for further investigation. It is the purpose 
of this paper, therefore, to describe the find- 
mgs in the brains of 4 patients who died fol- 
owing electroshock treatment, in an effort to 
determine whether or not there is any cor- 
Telation between the changes found and the 
therapy, 


REVIEW OF THE LITERATURE 


Experimental Studies —Several compre- 
hake reviews of the brain changes in 
Fag following electroshock have been 
i ten, Alpers(1) in 1946 summarized the 
ndings thus; : 

There 


ty APPears to be some evidence from experi- 


brain ine rats, rabbits, cats, and dogs that there is 
in the Siei . - . Hemorrhages have been found 
the ae especially over the brain stem, in 
tive} Tum, and in the cerebellum, associated with 
javey little glial reaction, but showing indica- 
are a organization. Opposed to these findings 
on veral studies which cast considerable doubt 
validity of the observations recorded. 


Store recently, in an extensive survey of 

p een work, Hartelius(2) divided 

partment of Neurol erson Medical 
College, Philadelphia, Pi ogy, Jeff 


the reported findings into vascular changes, 
glial changes, nerve cell changes, and irre- 
versible changes in the form of disappearance 
of nerve cells and areas of devastation. The 
vascular changes included subarachnoid hem- 
orrhages, intracerebral petechial hemor- 
rhages, vascular dilatation, and cerebral 
edema, The glial alterations were chiefly re- 
active to the hemorrhages, Nerve cell changes 
included pyknosis and tigrolysis. Hartelius 
mentions, in addition, numerous studies in 
which these changes were not found. He 
lists 15 possible reasons for the variations in 
the reports, including such things as differ- 
ences in animal species, ages of animals, 
strength of current used, method for sacri- 
ficing the animals, etc. In his own rigidly 
controlled experiments on 57 cats, Hartelius 
found characteristic, sac-like dilatations of 
the perivascular spaces, which in some cases 
contained histiocytic elements; the glial re- 
action was of the progressive type, consisting 
of an increase in the number of the smaller 
glial elements in the parenchyma and of 
satellitosis beside the nerve cells; and the 
nerve cells changes included various stages of 
chromophobia, frequently with coincident nu- 
clear hyperchromatism. 

Pathological Reports on Humans.—The 
human material is equally varied. Table 1 
summarizes the brain changes reported in the 
literature to date. The ages of the patients 
ranged from 20 years to 79 years. The num- 
ber of shocks given varied from 1 to 46; but 
17, or almost half of the cases, died after 3 
treatments or less. The interval between the 
last treatment and death extended from “im- 
mediately” to 5 months, 22 of the 38 having 
died within a day of the final shock. The 
general pathological findings revealed cardio- 
vascular disease in 14 cases. Kidney disease 
including glomerular nephritis, lower ne- 
phron nephrosis, and renal changes resem- 
bling those found in the crush syndrome, 
were found in 5 cases. One patient had a 
massive thyroid hemorrhage, and I man com- 
mitted suicide 24 days after his treatment by 
jumping out a window. 

By far the most frequent alterations re- 
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corded in, the brain were in the vascular sys- 
tem. Petechial hemorrhages were found in 
17 of the 38 cases; subarachnoid hemor- 
thages in 4; and large intracerebral hemor- 
rhages in 2 cases. Areas of softening were 
described in 3 patients, one of whom had 
subacute bacterial endocarditis and may have 
had emboli to the brain. There were 2 cases 
with fat emboli. 

Ganglion cell changes were not common 
and were nonspecific, Three cases were found 
to have a decrease in ganglion cell, population, 
one of these being localized to the frontal 
lobes. Five reports described cell shrinkage 
and pyknosis. Thirty patients (807% ) had no 
significant neuronal changes. 

Alterations in the glial cells were also in- 
frequently described. In 9 cases an increase 
in neuroglia, chiefly astrocytes, was observed. 
Two of these had perivascular gliosis, 2 had 
periventricular and subependymal glial pro- 
liferation, and the rest were diffusely scat- 
tered. In 74% of the total group no neuro- 
glial changes were noted. 

Of the deaths recorded, 16 or 40% were 
considered as probably due to, or markedly 
influenced by, cerebral complications. These 
included 4 with extensive petechial hemor- 
thages, especially in the brain stem; 3 cases 
with cerebral emboli; 3 with encephalo- 
malacia; 2 with large intracerebral hemor- 
thages; 1 with extensive subdural and sub- 
arachnoid hemorrhages; 1 with massive sub- 
arachnoid hemorrhage; 1 with a foraminal 
herniation; and 1 with a meningioma over 
the frontal lobe. Riese(18) described numer- 
ous slits and rents in the brain similar to 
those reported in electrocution. 

Eight of the 38 cases or 21% revealed no 
significant pathological changes in the central 
nervous system other than cerebral arterio- 
sclerosis and a cyst of the fifth ventricle. 

In the 4 patients reported here, all showed 
definite neuropathological alterations. 


Case 1.—J. D.—#49-139—A_ white male, aged 
34, single, was admitted to the hospital on Febru- 
ary 1, 1949, with a diagnosis of catatonic schizo- 
Phrenia. He was known to have had rheumatic 
fever at the age of 10 years, which left a residual 
Mitral stenosis, In June 1948 he had cardiac de- 
Compensation, which was controlled with digitalis. 
At the time of his admission he was receiving a 
Maintenance dose of digitalis, 14 grains (0.097 gm.) 

y. The activity in his psychosis produced ob- 
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vious signs of decompensation, and it was necessary 
to increase the dose of digitalis to 14 grains t.i.d. 

The patient’s physical condition would not ordi- 
narily have been considered suitable for electro- 
shock therapy. However, his inability to cooperate 
with the routine for patients with cardiac disease 
made it necessary to consider electroshock for its 
sedative effect. Members of the family were will- 
ing to permit electroshock despite the patient’s grave 
physical condition. 

On March 14 he received his first treatment, 3 cc. 
of curare being given intravenously for 3 minutes 
up to 90 seconds before treatment, with no un- 


_toward reaction. A major convulsion was produced 


with the machine set at 70 volts for 0.4 second. 
Immediately after the convulsion, neostigmine 
methylsulfate was given intravenously and oxygen 
by mask. The patient was abnormally cyanotic for 
20 minutes after treatment. With a similar technic, 
treatment was repeated every other day for 4 more 
treatments, with notable improvement in the mental 
status. After each treatment, cyanosis persisted for 
5-10 minutes. 

Twelve days after therapy was begun, the patient 
was given his sixth treatment. After the injection 
of curare he became more cyanotic than usual, and 
respirations were embarrassed. He became rigid 
as soon as the current was applied and did not have 
the typical grand mal convulsions. His pulse and 
respiration were never resumed after application 
of the current, and prolonged attempts to revive 
him were unsuccessful. 

Necropsy was not performed until 0} hours after 
death. The general pathologic report was as fol- 
lows: “Myocardial infarct involving the septum 
and right ventricle at the apex was observed. On 
gross and microscopic evidence this was thought 
to be approximately 2 weeks old.” Death was the 
result of cardiac arrest. 

Gross examination of the brain revealed no ab- 
normalities. On coronal section there was conges- 
tion of the blood vessels in the floor of the 4th 
ventricle. 

Microscopic Description —Celloidin sections were 
made from several portions of the cerebral cortex, 
the basal ganglia, the brain stem and cerebellum. 
In the sections through the cerebral cortex, there 
was fibroblastic thickening of the meninges. The 
meningeal blood vessels showed intimal prolifera- 
tion, some having quite thickened walls with nar- 
rowed lumens. In the gray matter there were sev- 
eral small scattered fresh ring hemorrhages. The 
ganglion cells were decreased in number, and many 
areas were devoid of ganglion cells. Many of those 
remaining were dark staining and pyknotic with a 
marked increase in neuronophagia and satellitosis. 
Others had eccentrically placed nuclei, many being 
partially extruded. There were shadow cells scat- 
tered throughout. Many of the ganglion cells had 
small vacuoles in the cytoplasm. The cortical arteri- 
oles were thickened and small doughnut-shaped 
blood vessels were seen. An occasional blood vessel 

had a slight perivascular cuff, composed of lympho- 
cytes and plasma cells. . 

In the basal ganglia there were fresh ring hem- 
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orrhages scattered throughout the tissue, several 
seen prominently in and around the caudate nucleus. 
In this nucleus the ganglion cells were decreased 
in number, particularly the magnocellular types, 
and most of those remaining were shrunken and 
dark staining with a marked increase in neuro- 
nophagia. Shadow cells were present. Vacuoles 
of varying sizes were seen in the cytoplasm of 
many of the ganglion cells. There was thickening 
of the arterioles and occasional perivascular lymph- 
ocytes were seen. In the white matter were small 
areas of rarefaction immediately surrounding the 
blood vessels. 

A section through the dentate nucleus of the 
cerebellum and medulla revealed small fresh ring 
hemorrhages in the floor of the 4th ventricle. The 
blood vessels were markedly engorged and dilated, 
There were many small calcified plaques in the 
choroid plexus of the 4th ventricle. The ganglion 
cells of the hypoglossal nucleus were fairly well 
preserved but were pale staining in the region of 
the hemorrhages. In the cerebellum there was some 
decrease in the number of Purkinje cells and many 
of those remaining had lost much of their Nissl 
substance. Scattered throughout the sections stud- 
ied were small corpora amylacea, 

Case 2—M. B.—#50-69—A 62-year-old white 
woman who had recurrent episodes of manic- 
depressive Psychosis, manic type, had been hospi- 
talized 7 times previously, beginning in 1916, On 
all of these admissions she had very 
promptly to electroshock. On the last admission, 
she was in her usual manic state and was started 
on electroshock December 16, 1949. On the 3sth 


ures and died 16 hours following her treatment, 
General autopsy showed no significant pathological 
changes, 
Gross examination of the brain 

vealed the dura to be smooth and tratie ies 
superior longitudinal sinus was patent. Over both 
frontal lobes there was some clouding of the 
meninges, which extended back to the postcentral 
gyrus bilaterally. There was blood in the sub- 
arachnoid space at the base of the brain, and occa- 
sional scattered atheromatous plaques in the basilar 
blood vessels, particularly in the basilar and 
the posterior communicating arteries. At the foot 
of the precentral gyrus there was a focal collection 
of subarachnoid blood. The cerebellum was flat- 
tened and the hippocampal gyri were prominent, 
with notching of the unci. 

Coronal sections of the cerebrum and cross sec- 
tions of the brain stem and cerebellum revealed 
massive intraventricular hemorrhage, extending into 
all 4 ventricles, including the aqueduct of Sylvius, 
In the region of the head of the caudate nucleus 
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there was a large firm blood clot which began at 
the medial edge of the internal capsule and extended 
through the head of the caudate nucleus into the 
lateral ventricle. There was staining of the cerebral 
tissue surrounding all the ventricles, particularly at 
the head of the caudate nucleus. In the section 
through the region of the red nucleus, there was a 
small subependymal hemorrhage in the right thala- 
mus. In 1 area this hemorrhage had extended down 
to and included most of the dorsomedial nucleus 
of the thalamus. 

Microscopic Description—Celloidin sections of 
the brain and brain stem, stained with hematoxylin 
and eosin, Weigert, and toluidine blue, revealed an 
organized but fresh blood clot in the entire ven- 
tricular system, including the fourth ventricle but 
not extending through the foramina of Magendie 
and Luschka. The blood clot lay loose in the ven- 
tricles, and only infrequently was the ependymal 
lining destroyed. 

At the level of the third ventricle there was a 
hemorrhage in the substance of the brain which 
extended through the superior portion of the thala- 
mus and included part of the body of the caudate. 
Most of the red cells were hemolyzed but this 
hemorrhage was not associated with gitter cells or 
glial reaction. There was no hemorrhage in the 
substance of the pons. ‘i 

Throughout the cortex there was a motae 
decrease in the neuronal population. The gang! gi 
cells showed slight swelling, some dissolution 0! 
the Nissl substance, and occasionally some pyknosis. 
Infrequently there was vacuolization of the ri 
plasm of the ganglion cells. There were no petecht al 
hemorrhages in the gray or white matter, The pe 
and cerebral blood vessels showed slight ati 
sclerotic changes, The cerebellum was nor ie, 

In the brain stem the nerve cells were Lee E 
the nuclei were frequently eccentric, the Niss awe 
stance was clumped, and some cells were a ells 
completely degenerated, The changes in hani 
were more pronounced than in the cortical cel a 

Case 3.—J. C. F—#50-19—A 68-year-old 1949 
was admitted to the hospital on February 17, sê- 
because of depression, auditory hallucination on, 
vere and constant preoccupation with dimra 
pruritis ani, and ideas of reference. His wife stae, 
that in 1945 or 1946 he had had a previous Hohe 
details of sidedness not being available, panies 
symptoms cleared in about 14 hours. The pa oe 
stated he had had a blood clot in the right leg 35 
4 years before, There was also the history 
coronary thrombosis 5 years previously. fibilla- 

Physical examinations showed auricular ea 
tion, a scar from radiation (therapeutic with a 
alleged breast tumor) over right breast, w nose 
small nodule which oncologists failed to % ot for 
as malignant. All laboratory studies oxce 
the electrocardiogram were negative. His 
status cleared markedly and he was disc a 

Three months later he was readmitt the first 
course of electroshock was begun, but IM si con- 
treatment 3 abortive shocks were given W 
vulsion, 


Two days later, } hour after the second trea 
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ment (again 3 abortive shocks) the patient de- 
veloped a paralysis of the right arm and leg and 
motor aphasia. Stellate ganglion block produced 
a good Horner’s syndrome but failed to alter his 
condition. Examination of the cardiovascular sys- 
tem revealed auricular fibrillation with no acute 
decompensation. 

Two days after the last treatment a lumbar 
puncture was performed. The spinal fluid protein 
was 76 mgm. His temperature rose to 102° because 
of cystitis which developed, and penicillin was ad- 
ministered, 

Twenty-four days later a progress note indicated 
that there was some slight return of function in the 
right arm. Pain developed in his right leg around 
a decubitus ulcer in the region of the external 
malleolus, and a popliteal embolus was suspected. 
Dicumerol and sympathetic nerve blocks were ad- 
ministered. Five days later there was gangrene of 
the right small toe and dorsum of foot, and the 
tight leg was amputated. On July 1, 1949, 36 days 
after the last treatment, he died. 

General autopsy revealed generalized arterio- 
sclerosis, a mural thrombus in the left auricle, 
embolic infarcts of the kidney, and thrombosed pul- 
Monary veins, 

The brain had been cut in 14 coronal sections. 

e leptomeninges over the dorsolateral surface 
appeared to be slightly thickened and cloudy. At 
the junction of the caudate nucleus and putamen 
in the left hemisphere, there was a cystic area 2 
bk in diameter, extending inward from the left 
sland of Reil into the anterior horn of the left 

teral ventricle. The cyst was seen posteriorly as 
infe as the pulvinar, This cystic area also extended 

eriorly involving the left globus pallidus. Cross 
ate of the brain stem and cerebellum were 


Microscopic Description—Celloidin sections of 
na lig the basal ganglia, cerebellum and brain 
Ta ina € studied. The cortex revealed moderate 
eg thickening. There was intimal pro- 
pa tion of the pial blood vessels. In the gray 
an nd there was marked ganglion cell loss with 
roe in glial cells, chiefly astrocytes. In one 

on of the section taken through the frontal 
ening there was a small circumscribed area of soft- 
in which the normal architecture was de- 
astr and replaced by gitter cells and swollen 
cytes. In the section through the temporal 
red ttete, was meningeal thickening with some 
ell infiltration in the subarachnoid space. In 

ri the gray and white matter, were small fresh 
nar hemorrhages. Similar small fresh peri- 
ete ss hemorrhages were seen in the parietal and 
den l lobes, the thalamus, and the caudate nu- 


reer sections through the internal capsule 

rehita an extensive area in which the 
tecture was completely destroyed and replaced 
aca cells. The blood vessels surrounding this 
In one d a perivascular cuff of mononuclear cells. 
With | Portion of the cyst there was a large vein 
hemor necrotic wall, and this was surrounded by 
hage. Sections through the cerebellum re- 
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vealed 2 areas of softening in which the normal 
tissue was completely destroyed and replaced by 
gitter cells. In the mesencephalon perivascular 
hemorrhages were also seen in the periaqueductal 
gray; and in the sections through the medulla there 
were small fresh perivascular hemorrhages in the 
floor of the 4th ventricle in the region of the hypo- 
glossal nucleus. The neurones of the hypoglossal 
nucleus were pyknotic. 

Case 4.—R. D.—#49-198—A married white man, 
aged 54, was admitted to the hospital on May 17, 
1949, with an agitated depression of 2 years’ dura- 
tion, for which there had been no previous psychi- 
atric treatment. There was no evidence of a toxic 
or organic factor except for the electrocardio- 
graphic report of a borderline normal record. 
Electroshock was started on the day following his 
admission. Treatment was of the multiple stimulus 
type. After the intravenous injection of 2 cc. of 
curare, the machine was set at 70 volts for 0.4 
second and a stimulus administered. Immediately 
after the initial convulsion, the stimulus was re- 
peated. This was done 4 times. The first 4 treat- 
ments were given on consecutive days, and con- 
siderable improvement was noted psychiatrically. 
There was no unusual physical reaction after the 
treatments. Five days after therapy was started, 
the fifth treatment was given, following which the 
patient seemed to make a normal recovery, and 40 
minutes later walked unassisted to his room on 
another floor of the hospital. Breakfast was brought 
to him, and as he stood up to receive the meal he 
collapsed on his bed. He became dyspneic and 
cyanotic and the pulse and blood pressure were 
unobtainable. Death occurred 45 minutes after the 
last electroshock treatment. The clinical diagnosis 
was myocardial infarction. 

Necropsy, performed 5 hours after death, revealed 
arteriosclerotic heart disease with sclerosis of the 
coronary blood vessels. There was complete occlu- 
sion of both coronary arteries in their proximal 
portions, and advanced myocardial fibrosis. The 
coronary arteries were patent in their middle and 
distal portions. This condition was interpreted by 
the pathologist as “evidence of collateral circula- 
tion by anastomosis with branches from the aorta, 
such as occurs in gradual occlusion of the arteries. 
Death was the result of myocardial failure.” 

The brain was normal grossly except for some 


‘mild diffuse subarachnoid blood and engorgement 


of the pial blood vessels. Celloidin sections of the 
cerebral cortex, basal ganglia, cerebellum, and brain 
stem were studied microscopically. In the cerebral 
cortex there was thickening of the leptomeninges 
with a small amount of fresh blood in the subarach- 
noid space, There was intimal proliferation of the 
meningeal blood vessels and most of these were 
dilated and engorged. Within the cerebral cortex 
several small fresh ring hemorrhages in the gray 
matter were seen, most of these being quite small 
and many still had intact blood vessels in the center. 
There was some thickening of the arterioles. The 
ganglion cells were pale staining, most had lost 
their Nissl substance, many had an indistinct nu- 
clear. membrane with the nucleus eccentrically 
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placed in some, and an occasional shadow cell was 
seen. Many had small vacuoles in the cytoplasm. 
There were several similar small hemorrhages in 
the caudate nucleus and putamen, In the region 
of the aqueduct of Sylvius somewhat larger hem- 
orrhages were seen. These were also quite fresh 
and fragments of the blood vessel wall could still 
be found. There were 2 fairly large hemorrhages 
in the periaqueductal gray matter, and the ganglion 
cells here showed the same changes as those in the 
cerebral cortex. Two fresh hemorrhages were seen 
in the floor of the 4th ventricle. 


Discussion 


Study of the brains of 4 patients who 
died following electroshock treatment re- 
vealed significant vascular changes in all, 
ranging from petechial hemorrhages scat- 
tered throughout the tissue to a massive in- 
traventricular hemorrhage (case 2). Three 
of the 4 cases had heart disease and probably 

died of cardiac failure. The patient with the 
extensive hemorrhage had a negative general 
autopsy and must therefore be considered as 
a cerebral death. 

Two of the 4 patients developed hemiple- 
gias after treatment, The woman who died 
16 hours after her twentieth treatment (case 
2) developed a left-sided hemiplegia. A hem- 
orrhage was present in the right internal 
capsule, thalamus, and caudate nucleus as 
well as the entire ventricular system, Case 3 
had had a hemiplegia which lasted less than 
a day 4 years before his death, After his 
second treatment he developed a persistent 
right hemiplegia but did not die until 36 days 
later, after he had developed gangrene of the 
right foot and acute cystitis. The brain 
showed an old cyst of softening surrounded 
by extensive recent encephalomalacia, Paraly- 
ses after electroshock have been reported, 
some persisting and others being only tran- 
sient (24, 25, 26). 

One of the most interesting findings in this 
study was the presence of small fresh hem- 

orrhages in the periaqueductal gray matter 
and brainstem in 3 of the 4 cases, Eight of 
the 34 previously described fatalities had 
petechial hemorrhages in the brainstem. Mar- 
tin(17) who reported 4 cases concluded that 
the treatment causes petechial hemorrhages 
“at least in some cases,” Alexander and 
Lowenbach (27) feel that vascular alterations 
occurred in the path of the electrical current 
and that in those animal experiments in 
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which brainstem hemorrhages occurred these 
were due to the low placement of electrodes. 
This would not seem to be an adequate ex- 
planation in the case of human beings, where 
the electrodes are usually placed over the 
lateral aspects of the cerebral hemispheres. 
Another possible explanation is that the 
treatment causes an acute cerebral edema 
which leads to back pressure on the small 
blood vessels, particularly in the brain stem, 
resulting in perivascular hemorrhages. This 
phenomenon has been observed in postopera- 
tive craniotomies where the acute cerebral 
edema following surgical manipulation may 
lead to a fatal outcome, the brain frequently 
showing hemorrhages in the periaqueductal 
gray matter, pons, and medulla. 

In the patient with the massive intracere- 
bral hemorrhage, the blood vessels of the 
Circle of Willis and their branches showed 
arteriosclerotic changes. Whether the hem- 
orrhage was due to the treatment or was a 
coincidental occurrence is difficult to say ; al- 
though the temporal relationship cannot be 
entirely ignored. Maclay(23) who reported 
2 cases of intracerebral hemorrhage states: 
“One case may be a coincidence but two 
make it much less likely.” It would be diffi- 
cult to support the thesis, however, that cere- 
bral arteriosclerosis is a contraindication to 
elechroshock, as the 2 patients of Maclay 
(only 1 of whom had an extensive lesion), 
the case of Medlicott(19) who had hyper- 
tension, and the present case are the only te- 
ports of massive intracerebral hemorrhage 
recorded. 

The ganglion cell changes, so far as pa 
could be studied by present staining te i] 
niques, showed chronic anoxic alteration 
which might be due to systemic circulatory 
impairment. Efforts to evaluate the rie 
changes by other laboratory studies are bei g 
made(2). The glial reactions were not ji 
cific but were chiefly secondary to the vas 
lar changes. : re 

The fact that neuropathological ee 
occur in fatalities following cectrote t 
not necessarily indicate that similar pee - 
occur in all patients treated by this sible 
Animal studies suggest that ihe 
changes do occur. The findings of Ha ficate 
(2), in experiments attempting to ar e 
therapeutic electroshock in healthy cats, 


statistically significant alterations, so 
slides of the brains of treated and un- 
animals could be differentiated when 
ined as unknown specimens. Neverthe- 
he states that “the incomparably greater 
ion of changes in the vessel wall, the 
nd the nerve cells may be regarded as 
sible.” Similar minor changes may well 
ur in healthy individuals treated with 
ere there are predisposing factors such 
iac, renal, or vascular disease, how- 
er, more pronounced alterations may be 
d. Whether these will lead to serious 
ations or a fatality is still very diffi- 
predict. The majority of such patients 
ently withstand the treatment well and 
with no residual effects. On the 
hand, when fatalities do occur it is 
ently found that there is myocardial or 
y artery disease, or generalized as 
cerebral arteriosclerosis, or kidney 
These patients show chiefly vascular 
in the brain, including hemorrhages 
lI omboses, 


SUMMARY 


The brains of 4 patients who died fol- 
electroshock treatment were studied. 
Massive intraventricular hemorrhage 
in one. The other 3 had petechial 
es, particularly in the periaque- 
gray matter and brainstem. 
y I case could be considered a cere- 
death, the other 3 dying of cardiac fail- 


The literature on animal experiments 
Teports on human beings are reviewed 
ssed, 

TE the individual being treated is well 
ally, most of the neuropathological 
fs are reversible. If, on the other hand, 
Patient has cardiac, vascular, or renal 
» the cerebral changes, chiefly vascular, 
be permanent. 
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ELECTROCARDIOGRAPHIC INDICES OF EMOTIONAL STRESS 
BERNARD WEISS, Pu. D1 RanpoLpn Fern, Tex. 


Because the heart is such a sensitive indi- 
cator of the physiological state the overt 
aspects of which are denoted by the terms 
stress, anxiety, etc., it is reasonable to assume 
that concomitant electrocardiographic indices 
may exist. And, indeed, many investigators 
have acted on this assumption. This paper 
attempts to review some of these studies and 
to derive whatever generalizations seem in- 
dicated. 

It may be useful, before considering the 
studies themselves, to review some of 
the physiological conditions that influence 
the ECG. The most important of these for the 
present purpose are the respective influences 
of the sympathetic and parasympathetic nerv- 
ous systems. There seems to be agreement 
(11, 16, 21) that the formation of an excita- 
tory state, force of contraction, conductivity, 
and excitability tend to be enhanced by the 
sympathetic and depressed by the parasympa- 
thetic. 

Increases in sympathetic tone beget, usu- 
ally, greater P wave amplitude and shortened 
P and PR duration(11, 16). These changes 
probably result from an increase in conduc- 
tion velocity. The effects on ventricular re- 
polarization, as reflected by the T wave, are 
less clearly defined. The evidence now avail- 
able indicates that increases in sympathetic 
tone lead to depression or inversion of T 
and depression of the ST segment, phe- 
nomena ascribed to an increase of coronary 
metabolism without a corresponding increase 
in the coronary circulation( 16). Such a con- 

dition mimics that of coronary insufficiency, 
Epinephrine and other drugs which produce 
functional sympathetic dominance yield simi- 
lar ECG changes(9, 36). 

Vagal stimulation, either direct or reflex, 
results in low P waves, especially in leads II 
and III, and in a prolongation of PR. T am- 
plitude usually increases, Individuals suffer- 
ing from hypervagotonia, as in various types 
of ulcer, show this kind of ECG pattern(6), 
Acetylcholine produces prolongation of PR 
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and depression of P, but its effects on T, be- 
cause of reflex sympathetic stimulation, are 
more ambiguous, 

A rather complete listing of the numerous 
non-disease factors which can produce ECG’s 
resembling those found in primary heart dis- 
ease is given by Sensenbach (32). 


EXPERIMENTAL STUDIES 


One of the early attempts to use the ECG 
as a measure of emotion was made by Blatz 
(2), who tilted subjects backward suddenly 
while they were seated in a chair and mea- 
sured subsequent physiological changes. Blatz 
reported that the R wave increased in ampli- 
tude, not decreasing until several minutes 
later, The usual expectation in such a situ- 
ation is a decrease, since sympathetic stimu- 
lation, by increasing intraventricular cond 
tion velocity, terminates earlier the ascent 0 
R. Landis and Slight(15) also attempted 
to study the relationship between surprise 
and changes in the ECG, using normals an 
psychotics. They found changes in all 10 
normal subjects but none in the 5 cases © 
melancholia and in just 2 of the 7 cases LB. 
schizophrenia studied. The main ts 
seemed to consist of a tendency for the 
interval to decrease, but the tendency was 
far from overwhelming or universal. Ber 
significant such a result is from the yen 
point of ECG pattern is uncertain, for Ps 
(8) has shown that this interval displays E 
greatest relative dependence on cardiac Er 
Springer(33) was skeptical of the Lan ‘ 
and Slight results and repeated the aali 
He found, using 15 i he ee 
startle stimuli produced shorten 
Springer idiei that the ECG chanet 
were artifacts, and in a second erpe 
recorded arm muscle and heart activity S 
taneously, His record showed that a 
irregularities were highly correlated ws 
muscular activity and he concluded eee is 
ECG changes observed in his and the eo 
and Slight experiment were probably This 
facts induced by extracardiac activity. sit 
conclusion seems unwarranted for 2 1 


t, muscle activity artifacts usually appear 
A egular oscillations with a frequency of 
0-300 c.p.s., and are superimposed on the 
curve( 16). Second, as shown by Can- 
nand Britton(5), minor bodily movements 
e increases in the rate of the dener- 
heart of the cat, confirming the hy- 
esis that muscular activity produces in- 
ased adrenin output, which also results in 
G changes. 
other experiment that tested, like 
Tandis and Slight, for differences between 
hormals and psychotics was performed by 
(13). Using 20 normals and 20 para- 
schizophrenics, with to men and Io 
men in each group, the following stimuli 
presented: a 30-second rest period, 
fasant” words, “indifferent” words, and 
Sudden loud sound. Significant differences 
found in ST duration (lead I) between 
normals and psychotics in response to 
t words, with the psychotics showing 
ger segments. This is in agreement with 
uitehorn’s findings(41) that psychotics 
play slower heart rates, since ST duration 
ersely related to heart rate. Differences 
ST length were also noted between men 
au@ women in response to the startle stimu- 
tis. Garsche(7) studied the effects of a cur- 
f air in the face on the ECG of chil- 
Shortening of the PQ segment, flatten- 
the P wave, and an increase in the T 
Were observed, indicating both adren- 
and cholinergic influence. 
Ome investigators have been interested 
Production of ECG changes in hypno- 
ennett and Scott(1) reported that 
ave elevations could be produced in 1 
ect of the 5 they used. Jenness and 
(12) found no changes, Polzien(30) 
ted that inversion of QRS and T oc- 
under suggestion of a conflict. The 
ce, however, is scanty, and attempts to 
ECG alterations in hypnosis have not 
à notably successful. 


S STUDIES 


Y physicians have reported that ECG 
; Eoin patients who seem anxious 

» Mainzer and Krause(23) found 
TeS prior to an operation consisting of 
__Yetsal, fall of ST below the isoelectric 
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line, and diminution in the amplitude of the 
QRS complex. They also found another 
group of symptoms consisting of increased 
Pand T amplitudes and peaking. Magendantz 
and Shortsleeve (22) find that some patients 
taking ECG’s show ST segment deviation 
and low or diphasic T waves. These altera- 
tions disappear when the patient is given 
reassurance, Loftus, Gold, and Diethelm 
(19) report similar phenomena. Ljung(17) 
claims that patients who display “autonomic 
imbalance” give ECG patterns with abnormal 
T waves and ST segments and that these 
deviations from normal are not due to hyper- 
ventilation(18). Wendkos(39) makes a simi- 
lar claim. Thompson(37), however, finds 
that patients with anxiety neurosis and the 
hyperventilation syndrome often exhibit in- 
version of T or ST depression with dimin- 
ished T. Whether the changes are due to 
alkalosis or to shifts in the position of the 
diaphragm is not certain, but they disappear 
with the removal of the hyperventilation 
symptom. An acutely anxious patient who 
showed depression of ST and inversion of 
T was studied by Mitchell and Shapiro(25). 
These ECG abnormalities, they report, could 
also be induced by the injection of adrenalin. 
Bruenn(4) found that several patients with 
impairment of A-V conduction time showed 
a distinct reduction in PR duration during 
what was interpreted as emotional stress. 
Patients with cardiovascular complaints 
were interviewed by; Stevenson and Duncan 
(34) and showed diminished T wave ampli- 
tude, increased P wave amplitude, and some 
ST segment changes during the interview, 
which, presumably, resulted from the anxiety 
associated with the discussion of personal 
problems. In interviews with patients free 
from cardiovascular disease, Stevenson, 
Duncan, and Ripley(35) also found in- 
creased P waves, diminished T waves, and 
depression of the ST segment below the iso- 
electric line. Flat or inverted T in leads V, 
and Vs and diminished amplitude of the QRS 
complex were found by Walowski(38) dur- 
ing a precontest examination of ski-jumpers. 
Kjaestad(14) studied an individual sub- 
ject to recurrent attacks of catatonia. Over 
8 months, during which 5 catatonic periods 
were observed, he found that T waves tended 
to be isoelectric during the periods of stupor. 
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A considerable amount of energy has been 
expended in trying to determine whether dif- 
ferent psychiatric classifications display dis- 
cernibly different ECG patterns. Winton and 
Wallace(42) compared the incidence of ab- 
normalities in psychoneurotic patients and 
young aviators, and found significantly more 
deviations from normality in the psycho- 
neurotic group in the following: right heart 
strain pattern (tall P waves, ST depres- 
sions) ; flat or inverted T waves in leads I 
and II; ST depressions of at least 0.5 mm. 
in leads I and II. Many investigators have 
searched for ECG abnormalities in the syn- 
drome called neurocirculatory asthenia, but 

reviews by White, Cohen, and Chapman(4o) 
and Logue, Hanson, and Knight(20) gain- 
say this hypothesis. 
In reviewing ECG changes in mental ill- 
ness, Ruskin, Ravel, and Beard(31) list as 
changes associated with such illness: short- 
ened PR intervals, depressed ST segments, 
and flat, inverted, or diphasic T waves. Plice 
and Pfister(29) also noted in a psychotic 
population T wave and ST segment changes 
which could not be ascribed to cardiac dis- 
ease. Major(24) studied 53 psychotic pa- 
tients with no evidence of cardiac disease 
and found shortened PR intervals, abnormal, 
especially diphasic T waves in lead III, and 
ST segment depressions, to occur more fre- 
quently in this population than in a non- 
hospitalized one. He concludes that these 
symptoms result from imbalanced autonomic 
activity which causes alterations in the myo- 
cardial innervation and in the coronary blood 
supply. The ECG abnormalities diminished 
in several of the patients whose psychiatric 
status improved. Similar data are adduced 
by Blom(3), who also reviews some of the 
earlier work. Heyer, Winans, and Plessinger 
(10) observed an abnormal incidence of low 
or diphasic T waves and lengthened PR seg- 
ments, indicating both sympathicotonia and 
vagotonia, but Oltman and Friedman(28), 
in an ECG study of 812 patients, failed to 
find in them a significantly higher incidence 
of abnormalities than in normals. They also 
found no significant ECG changes following 
lobotomy, although heart rate changes were 
definitely established. 
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SUMMARY AND CONCLUSIONS 


Many investigators have reported that per- 
sons under emotional stress display char- 
acteristic electrocardiographic changes. Some 
of these reports are reviewed to determine 
whether any generalizations are evident 
From the published data, it appears that case 
and population studies overlap considerably 
with respect to the effects on the ECG of 
transient and prolonged emotional stress. 
In the majority of the studies, the following 
changes were correlated with a state of emo- 
tional tension: (1) Increased P wave ampli- 
tude ; (2) depression, inversion, or distortion 
of the T wave; (3) ST segment deviation. 
These changes are associated with increased 
sympathetic tone, although several reports 
suggest that parasympathetic influences are 
also active(23, 10). 

At least two cautions should be observed 
in connection with these statements which 
give them the status of hypotheses rather 
than conclusions. First, case studies tend 
to deal with atypical individuals, and there 
is little assurance that their records do not 
merely represent rarer but still normal ECG 
patterns. Second, in the population studies, 
the effects of the institutional regimen (ditt, 
exercise, therapeutic procedures, etc.) are 
surely confounded with the emotional fac 
tors. 

The experimental studies, largely because 
of the insufficient analyses that were pef- 
formed, reveal no definite trends. However 
a method for experimentally testing the 
hypotheses stated above should not be di Fi 
cult to design. A conditioning paradigm, mi 
as used, for example, by Schoenfeld po 2 
associates (26, 27) and by Zeaman and V pA 
ner(43) offers one means for doing 50- 
such an experimental design, the condition 
stimulus may be a light, a buzzer, et» ic 
the unconditioned stimulus a painful dac 
shock or other noxious stimulus. aA 
changes may be particularly useful in ee } 
paring the course of extinction in Pavlov ; 
and instrumental avoidance conditioning: | 
Pavlovian (classical) conditioning, the the 
conditioned stimulus invariably follows gj 
conditioned stimulus, In avoidance F ad if 
tioning, the noxious stimulus is preve” oe 
the subject makes the appropriate respo 
As a result, the extinction of an avo! 


is usually a quite prolonged process, 
Beast has no way of knowing that 
I stimulus no longer follows the 
Binal if he continues to respond 

; One may look upon this as a 
e cryin analogue of what is 
ly defined as anxiety—the anticipation 
d conceive the reinforcement for 
g to be a reduction of fear or anx- 
such a set of experimental con- 
uces anxiety so severe that even 
ccasional failures to respond it may 

hundreds of trials—sometimes thou- 
to extinguish the overt response; and, 
i, the autonomic activation may still 
iti is therefore quite possible that 
an approach may yield data of consid- 
linical value. 
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THE EFFECT OF MESCALINE ON DIFFERENTIATED 
CONDITIONAL REFLEXES? 


WAGNER H. BRIDGER, M.D.,? Astoria, N. Y., ano W. HORSLEY GANTT, M.D.,3 Bactimore, Mp. 


Experimentally produced neurosis in ani- 
mals was first described by Pavlov(16, 17) 
in 1913-1922. Since then, this experimental 
or situational neurosis has been observed by 
many investigators using methods of conflict- 
ing conditional stimuli, excessive stimuli, or 
changes in other external factors(7). 

However, one drawback in applying the 
results of these experiments to humans and 
clinical psychiatry is that these methods are 
not applicable to the production of artificial 
human neurosis. In order to draw a more 
fruitful analogy between human and animal 
psychopathology it is necessary to tse a com- 

mon method in producing experimental be- 
havior disturbances in both species, 
Mescaline is useful in this respect. Psycho- 
logical effects have been described by many 
workers including Beringer (1), Zucker (26), 
Kliiver(14), Stockings(23), and Guttman 
(10), and it has been the most widely used 
method of producing drug induced experi- 
mental neuroses and psychoses in humans. 
Some psychiatrists suggest that mescaline 
produces an intoxication rather than a real 
psychotic state even though this occurs with 
a clear sensorium, Recent studies by Hoch 
(11, 12) and his collaborators have revived 
interest in its use as a psychiatric research 
tool. They found it produced schizophrenic- 
like symptoms in normal humans and ac- 
centuated the symptoms of schizophrenic 
patients. Among the psychological effects 
of mescaline, Hoch describes hallucinations, 
delusions of a paranoid, grandiose, or hypo- 
chondriacal nature, depersonalization experi- 
ences, disturbances of thought and negativ- 
ism. These symptoms are accompanied by 
lack of insight and amnesia for the events. 
High doses produce catatonic reactions, 

Vogel(24) describes mescaline’s neuro- 

physiological effects as mydriasis, flushing 


1 Read at the 11th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1955. 

2 Research fellow, Department of Psychiatry, 
Albert Einstein College of Medicine, Bronx, N. Y. 

$ Director, Pavlovian Laboratory, Johns Hopkins 
Hospital, Baltimore, Md. 
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of the face, elevation of blood pressure, in- 
creased sweating, tremors, exaggerated ten- 
don reflexes, occasionally clonus but no 
Babinski, and reduction of Alpha waves in 
the EEG with increased prominence of low 
voltage fast activities. 

Biochemical and pharmacological studies 
on méscaline have been published. Quastel 
(18) noted that it depresses the normal oxi- 
dation processes and glucose metabolism of 
the brain. Grace(g) found it a depressant on 
the central nervous system. Its effect of 
lowering blood pressure was abolished if the 
vagi were cut or atropine administered. 
Mescaline’s depressant effect in this regard 
seemed to be rather specific for the cerebral 
cortex since in decorticate cats it produced 
a rise in blood pressure. For anesthetized 
dogs small doses raised the cardiac rate while 
high doses slowed it. Recently Marrazzi 
and Hart(15) described mescaline’s ability 
to produce an inhibition of the synaptic trans- 
mission. None of these studies, however, 
measured its effect on conditional reflexes. 

Mescaline was administered to dogs i 
de Jong(13) who stated that it produce! 
disturbances similar to negativism and cata- 
tonia. This was recently confirmed by 
Seevers(19). Among the disturbances de; 
scribed by de Jong were diminished one 
initiative without paralysis, negattvism e 
measured by resistance to change of hens 
tion, the assumption of abnormal and tiam 
postures, and particularly the maintaining i 
the front legs in a crossed position W 
placed that way. Thus in mescaline one “4 
a common method of producing epe 
tal neurosis in both animals and hori ia 
We thought it exceedingly importan 


make a controlled study of the basic eo 
dynamic action of this drug, for, as Phat 


mon (20) states, it is possible to assum fe 
fundamentally the mechanism of orig! se 
natural and experimental psychotic p 
nomena is a similar one. ae 

Since the quantitative determinatio: $ 
conditional reflexes has been shown # index 
(25) to be an accurate and controlle 
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of cerebral functioning, this method was 
employed in our study. Similar experiments 
on the action of alcohol, caffeine, bromide, 
chloral, amytal, benzedrine, and morphine 
have been already published (4, 6, 21, 22, 25). 


METHOD 


Our method has been described in detail 
by Gantt(7). The dogs were placed in an 
experimental camera which was designed to 
prevent stimuli other than the conditional 
stimuli from interfering with the tests. 
While the motor reflexes were measured, 
cardiac and respiratory rates were taken by 
means of an electrocardiograph and pneumo- 
graph. The conditional stimuli (CS) used 
were 2 tones produced by an audio-frequency 
scillometer, T256 and T512, with an octave 
difference between them, The reflex studied 
was the defense or pain reflex which was 
produced by the unconditional stimulus, US 
(a faradic shock to the skin), which pro- 
uced the unconditional reflex, UR, flexion 
of the foreleg and accompanying cardiac, re- 
‘Pitatory, and general behavior changes. 

tones or signals lasted for 5 seconds. 

256, which was always followed or rein- 
steed immediately by the US or electric 

ock, became the positive or excitatory 
S and T512, which was never rein- 
i, became the negative or inhibitory 
Rex! us as differentiation developed. The 
. of the foreleg during the CS and the 

er ee cardiac, respiratory, and be- 
ion e changes were observed as condi- 
a reflexes, CR’s. A stable level of re- 
follow Was established with regard to the 

z anne variables ; the general behavior of 
dienti mal; the character of the subcortical 
condita teflex; the latent period of the 

Spe reflex (the time between the CS 
te litt, CR) ; the amplitude of the CR; the 

Pitude of the UR ; the percentage of cor- 

Motor reflex responses; and the per- 
om € increase or decrease in the accom- 

Ying cardiac rate, 

ce dogs were used ; 2 had been used in 

s lovian laboratory for other experi- 
a had well-established, stable de- 
A exes, These were Skipper, a female 
having > years old, weighing 17 kg., and 
Buty, "°° repetitions of the CS, and 
Weighin. very excitable male, 6 years old, 
" 14 kg., and having 400 repetitions 
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of the CS, and good differentiation after 75 
of them. Two other dogs were procured 
from the pound for this study and a stable 
level of conditional reflexes had to be initially 
established. These were Chow, a male mon- 
grel, age 2, fairly excitable, who had 375 
repetitions of the CS with differentiation 
after 180 of them, and Rocky a 2-year-old 
lethargic male mongrel who had 375 repeti- 
tions with differentiations after 100 of them. 
Chow, whose initial heart rate was 40/min. 
developed and maintained a heart rate of 
180/min. on 375 repetitions of the CS. Ex- 
perimental tachycardia had been observed 
previously in this laboratory by Dykman and 
Gantt(3). 

All these dogs had 100% correct motor re- 
sponses (always lifted their legs to T256 and 
never to T512) and obviously significant 
cardiac changes with T256. After 10 con- 
trol records were collected and found to have 
little variance, different dosages of mescaline 
were administered and the effect noted. Dur- 
ing the control period intramuscular saline 
was given so that any change occurring 
would be due to the mescaline alone and not 
to the injection procedure. 


RESULTS 


Results are listed in the accompanying 
table. The percent motor responses pertain 
to the incidence of foot flexions during the 
control and mescaline periods with 20 repe- 
titions of the CS in each case. The percent 
cardiac change is the mean of the percent 
change of heart rate (increase or decrease) 
during 20 repetitions of the CS as compared 
with the 5-second period before the CS. 
Since the control percentages, which were 
recorded the day before the drug experi- 
ment, were the same as the measurements 
of the 200 preceding stimuli repetitions, we 
believe the marked change under mescaline 
is significant and is due to the drug and not 
the chance variance. 

As shown in the table, the effect of mes- 
caline varied with the dose. The drug was 
administered intramuscularly, which, accord- 
ing to Seevers (19), gives approximately the 
same plasma levels as intravenous adminis- 
tration. Hoch(11) used a dose of 7 mg/kilo 
i.v. in humans to produce schizophrenic-like 
symptoms. This dose in our dogs had little 
effect on the conditional reflexes except per- 
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haps to increase the size of the cardiac When the dose was increased to 35 
change. The dogs also began to exhibit a mg/kilo definite changes appeared (Table 
peculiar chewing motion that became marked 1). The motor responses were slightly di- 


with higher doses. minished as measured by percent responses, 
TABLE 1 
Dog ‘Measurement Control 
Mescaline Mescaline Mescaline 
re capi 7 mg/kilo 35 mg/kilo 70 mg/kilo 
ry aC re 
T256 Ts12 256 T512 256 Ts12 256 Ts12 
% % o Yo f % % % 
Cow s 
Withdrawal of foot to stimulus. . . . 100 o 100 o 90 o orro 
Cardiac rate change with CS...... 19 —7 2 —5 area —15 <5 
Cardiac rate change with US...... 24 — 23 — R — 30 
Rocky 


Withdrawal of foot to stimulus... . 100 o 100 o 90 40 0 
Cardiac rate change with CS . 20 4 28 5.3 33. 16 —46 —14 
Cardiac rate change with US...... 3 0C 3s — i — 9 = 
Burca 
Withdrawal of foot to stimulus. .. . 100 o 100 o 100 0 a0. 39 
Cardiac rate charge with CS...... I4 —4.5 21 —4 5.5 —6 —5.5 —6 
Cardiac rate change with US...... 03. .— 5 — 6 — oe 
SKIPPER 
Withdrawal of foot to stimulus... . 100 o 100 o 80 o E 
Cardiac rate change with CS...... 38 o 58 o —2 —21 —2.5 —35 
Cardiac rate change with US...... 3 — oo = 3 = 5 ai 
COMPARISON MESCALINE ON MOTOR & CARDIAC CRS 
60% . ees eskippeR 190% 3 
` @xxxxxx@ CHOW W 
s A @—0 ROCKY 90% A 
50% at f . ©- -2 BUTCH 5 
= 80% # 
É 40% 5 
T 70% w 
3 3 
2 30% 60% © 
g 6 
v 20% soxar 
O = 
40% 
« 
< 10% 5 
& 30% 5 
= O g 
20% 
-10 Í 10% 
te: CONTROL 
0% 
-20 


MESCALINE 


Fic. 1 


gted (F 
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MESCALINE ON MOTOR & CARDIAC CRS 


SKIPPER 


1.0 gm 


Motor CR% correct responses Motor CR % correct responses 
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BUTCH 
Control Ol gm 0.5 gm 1,0 gm 
100 100 IOO a; “ 0% 
A 
i a 
2l Mee 
14 ae 
55 E 
& 
0% 
z 
c 
30 2 
o 
3 
& 
0 g 


Fic. 2 


d 5 : 

N i amplitude, and increase of latent 
; tty “Soh with this motor reflex 
rate A ntact there was complete inhibi- 
E cont cardiac component of the excita- 
Pus itional reflex, A split between mo- 
“sein functions under morphine 
2), but Stee previously by Gantt(21, 
Tsponse’ thar er morphine, it was the motor 
mp nen was inhibited while the cardiac 

es remained intact, 
split i to determine if the nature of the 
Meciic dc ependent on the character of the 
“ie Ahad the action of the specific drug, 
as given to 2 of them. Under 


5 mg/ki 
“byat/kilo of Morphine, Skipper gave only 


tag aay Motor response but a 60% car- 
of Morphing Rocky was given 4.6 mg/kilo 
Motor tly he gave only 20% correct 
“tased 4207 y while his cardiac change in- 
s directly “ hus the split under mescaline 
Morphing.  PPOSite to that observed with 


to pothe dose of mescaline was increased 
Wonses w/kilo the conditional motor re- 
hibj in also almost completely in- 
dto jim T and 2) ; however, 2 dogs con- 

€a small response, The uncon- 


ditional cardiac reflex was also inhibited but 
the unconditional motor reflex, while dimin- 
ished in amplitude, remained intact. The ori- 
enting reflex remained intact under all doses. 

In respect to general behavior under the 
drug some very interesting phenomena were 
observed. During the control period 3 of the 
4 dogs usually barked, howled, or yelped 
with the US or electric shock but rarely did 
so with the excitatory CS. However, under 
the effects of mescaline, they all began to 
squeal and howl with the T256, the excita- 
tory stimulus, in the same manner as with 
the electric shock. These vocalizations were 
also recorded as changes in the respiratory 
reflexes on the pneumograph. Thus while 
the dogs did not give any motor or cardiac 
responses, they still showed 100% differen- 
tiation between the tones in that they howled 
and showed general emotional reaction with 
T256 while remaining very quiet with the 
T512. This howling with both the excita- 
tory CS and the US did not occur under 
morphine. 

Their lack of motor responses did not ap- 
pear to bedue to motor paralysis since they 
could easily run around the antecamera. 
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Among the behavioral disturbances noted 
was a state which has been described by 
de Jong(13) as similar to catatonia. The 
dogs would assume fixed bizarre positions 
with their hind legs rigidly extended and 
their heads bent low. They would remain in 
that posture for long periods as if in a trance 
and could be pulled en masse along the floor 
on all fours, a state which de Jong calls nega- 
tivism. However, when finally coaxed to 
move, they ran fairly well in spite of some 
ataxia. A pan of water was brought to the 
mouth of one dog who drank insatiably. The 
pan was immediately removed and placed di- 
rectly in front of him, He bent his head 
toward the pan and opened his mouth but 
never reached the water, remaining in that 
straining position for ro minutes, although 
he showed no motor paralysis and was still 
thirsty since he drank eagerly when the pan 
was again lifted to his mouth. Other symp- 
toms noted were mydriasis, peculiar chewing 
movements, hyperactive knee reflexes, and 
intact placing reflexes, 

In respect to the inhibitory effect of 
mescaline on the conditional and uncondi- 
tional cardiac reflex, it was not a direct ac- 
tion on the cardiac system alone, but seemed 
to be related to the animals’ reaction to ex- 
ternal stimuli ; for in 3 dogs the general heart 
rate without stimuli rose some 25%, and in 
one it remained constant under mescaline, 


Discussion 


In this experiment mescaline produced a 
state of inhibition (the excitatory conditional 
reflexes were inhibited) as well as a quanti- 
tative dissociation or cleavage between the 
emotional (visceral) and superficial motor 
responses, the cardiac reflexes being abol- 
ished before the motor. This relation be- 
tween inhibition and dissociation was noted 
in many instances by Pavlov(16, 17). He 
produced a state of hypnosis in his dogs by 
repeating inhibitory stimuli and observed a 
divergence between the secretory and motor 
components of the food reflex. The saliva 
began to flow when the food was given al- 
though no skeletal movements were made in 
the direction of the food, and the reverse was 
noted when the conditional salivary reflex 

disappeared, but the motor reflex to food and 
chewing remained normal. He also noted 
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that under this state of inhibition or hypnosis 
the dogs manifested negativism and catatonic 
traits similar to those we found under mes- 
caline. A dissociation or cleavage between 
the various systems that the animals use in 
responding to their environment was also 
found in neurotic dogs by Pavlov(16, 17) 
and Gantt(5, 8). This disharmony was 
called “schizokinesis” by Gantt(8) and pos- 
tulated as one of the basic mechanisms 
underlying psychopathy. Pavlov(16, 17) 
thought that many symptoms of schizo- 
phrenia could be explained by a state of 
partial inhibition or hypnosis. The produc- 
tion of inhibition and schizokinesis under 
mescaline supports these 2 viewpoints. 

One interesting phenomenon that occurred 
under mescaline was the manner in which 
this disorganization was manifested. Along 
with the inhibition of the motor and cardiac 
reflexes thefe occurred the accentuation of 
the “emotional” vocalizations during the con- 
ditional stimuli. These vocalizations were of 
the same quality as those exhibited with the 
unconditional stimulus. The dogs reacted to 
the CS tone as if it was the US or electric 
shock itself. 

Based on this peculiar phenomenon, we 
suggest a neurodynamic hypothesis that 
under the inhibiting effects of mescaline and 
its resulting schizokinesis, the normal rela- 
tions between CS and US are disturbed and 
the CS begins to have an effect on the ani- 
mal as if it were the US—the signal ee 
reality comes to act as if it were reality itself. 
Such dissociation in response appears to 
explain many of the symptoms seen In dis- 
turbed behavior. 

Gantt(7) has described the ease of de- 
velopment of pathological CR’s in neurotic 
animals, In normal dogs the CS has to 
combined with the UR in order to become eS" 
tablished as a CR. However, in eer 
dogs, any new or neutral stimulus has sta 
combined only with a CS for pathological me 
havior, and it itself then becomes a pat 
logical CR. This development of ee 
behavior going on without the benefit 0 F 
original excitant has been called au 
kinesis” by Gantt(8). The above-mention 
hypothesis may help explain the mechani 1 

i thologic 
of this phenomenon. Each new pa tit? 
CS acts in the neurotic dog in a manner s! 
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lar to the original traumatic US. Thus while 
reinforcing itself, it produces new pathologi- 
cal CR’s from the neutral stimuli, In this 
way the behavior disturbance has almost un- 
limited possibilities of spreading to involve 
new organ systems and new aspects of the 
environment. Pavlov(16, 17) described neu- 
totic dogs who had CR’s that had a quality 
of pathological inertness—could not be ex- 
tinguished by nonreinforcement. This may 


| be caused by the conditional stimuli acting 


like unconditional stimuli and thus reinforc- 
ing themselves. 

Before applying the results of this experi- 
ment to humans and their clinical syndromes, 
We mention Pavlov’s(16, 17) theory con- 


_ cerning the higher nervous activity of human 


beings, He felt that, in common with ani- 
mals, humans had UR’s (inborn reflexes or 
oe) plus primary conditional reflexes 
med from a first system of signals of 
reality (such as sensations, perceptions, or 
rect concrete impressions of their environ- 


| Ment). In addition, he believed that human 


“ya have a second system of signals of 
“ss Including speech, ideas or verbal 
H ts, generalizations and abstractions. 
Š are the signals of the first signals” 
Pavi e above-mentioned primary system. 
.. OV states that direct impressions of ob- 
E Ta phenomena of the external world 
mal « rst signals of reality and that the 
tos or verbal designations of 
tals of + Impressions are the second sig- 
signal ‘Am ity, Normally the first and second 
Shah ystems are in harmonious interrela- 
1p with one another, 
N our laboratory mescaline administered 
tbe Produced a disorganization of the 
relations between the CS and the 
ig We postulated that the CS began 
4 manner similar to the US. Ex- 
i ost hypothesis to human beings it 
ile that mescaline produces a dishar- 
ting a schizokinesis of the normally co- 
tivity 3 Systems of highest nervous ac- 
the A unconditional or inborn reflexes 
tion) si os (CR) and second (verbaliza- 
Ket Systems, Furthermore, with the 
nar r of disorganization, just as the 
; iti S comes to stand for the more 
© US in dogs, in humans the 
TY system of words, ideas, abstrac- 
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tions, and generalizations comes to act like 
the more primitive, primary CR system of 
concrete perception of stimuli. Thus verbal 
concepts or abstractions of reality come to 
act like direct impressions of reality itself. 

This neurodynamic theory may be applied 
to explain certain of the phenomena seen in 
various states of inhibition such as sleep or 
hypnosis, as well as some symptoms of 
psychopathology. During sleep the second 
signal system of ideas acts like reality itself 
and is perceived as the true perception of 
dreams. While asleep, what one thinks about 
seems to be really happening. Under hyp- 
nosis, with its great ease of suggestibility, 
the secondary signal acts like the primary or 
even the unconditional stimulus, and the 
words or ideas act like reality. As for ex- 
ample in Platanov’s(2) work with hypnosis 
the words “you are drinking” comes to mean 
the subject is really drinking and a diuresis 
naturally occurs, Similarly in conversion 
hysteria and hypochondriasis the idea comes 
to stand for reality—the idea of a bodily ail- 
ment produces the physical symptoms of 
this ailment. 

As for the schizophrenic-like symptoms of 
mescaline, their description by Stockings 
(23) and Hoch(t1, 12) tend to support this 
neurodynamic formulation. Hoch states that 
the contents of the hallucinatory experiences 
under mescaline were present in a very simi- 
lar form in dreams and free associations 
prior to the drug-induced state. The audi- 
tory hallucinations usually started as an idea 
and then the concept is projected and heard 
from the outside. Occasionally the patient 
relived actual traumatic experiences. Solo- 
mon(20), in describing drug-induced symp- 
toms, says that a phantasy or an illusion, in 
the process of psychologic dissociation, may 
appear to the subject as a real object outside 
himself, and thus constitute an hallucination. 
Stockings(23) writes that the hallucinatory 
content was in line with past mental experi- 
ences—wish fulfillment fantasies and child- 
hood memories. He describes it as a hyper- 
trophy of the imagination, first appearing in 
the mind’s eye, and then dissociated and 
appearing as a real object. The thoughts be- 
came split off and talked back as voices. Ob- 
jects seemed to stand out and have a special 
reference for the subject; instead of being 
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abstract they became concrete. Sounds 
seemed very clear and to have a specific 
meaning for the individual. 

Here, again, in hallucinations, the ideas— 
the second signal system—act like the pri- 
mary signal system—sensations, perceptions, 
reality. What was once an idea or daydream 
becomes under mescaline what seems like 
reality or an hallucinatory experience. 

Normally, ideas that are not reinforced by 

reality or experience become extinguished. 
However, in an inhibitory and disorganized 
state, such as that produced by mescaline, the 
ideas appear as reality and thus reinforce 
themselves, becoming fixed delusions, ob- 
sessions, and compulsions. To the subject's 
mind these ideas or secondary signals are 
accepted as experience or sensations ; and so 
long as they are perceived as primary sig- 
nals (reality), they do not become extin- 
guished. Further there is a disturbance of 
thinking in which the individuals lose their 
ability to generalize—the secondary signal 
system of words becoming concrete, and act- 
ing as direct literal impressions rather than 
abstractions. 


SUMMARY AND CONCLUSION 


Mescaline produced an inhibitory state ac- 
companied by a schizokenesis or dissociation 
of systems. This disharmony was also mani- 
fested in that the CS appeared to act in the 
same manner as the US. On this basis a 
neurodynamic theory of the mechanism of 
mescaline’s actions is postulated: that under 
mescaline intoxication and in some mental 
illnesses, a dissociation of the second and 
first signaling systems and the unconditional 
reflexes occurs in which each signaling sys- 
tem acts as if it were the same as the more 
primitive system on which it is based. The 
secondary signals—words and ideas—come 
to act like the primary signals of sensations 

and direct impressions of reality. This 
theory may help explain certain psychologi- 
cal phenomena, e.g. dreams, hysteria, com- 
pulsions, delusions, and hallucinations. 
While the content of these phenomena de- 
pends on the personality of the subject and 
all the environmental factors that determine 
this personality, their mechanisms are physi- 
ological, regardless of whether one prefers 
a pathophysiologic or psychogenic etiology. 
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Based on our experimental findings and the 
work of others, a neurodynamic pathogenesis 
of the psychological effects of mescaline is 
described. 
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DISCUSSION 


Herman C. Denger, M. D. (New York Ce) 
This paper can be studied from 3 vantage PO 


J The preliminary hypothesis; (2) the experi- 
al data; and (3) the concepts derived there- 


is some confusion regarding the exact role 
s in the experimental production of 
various states of abnormal human behavior. The 
words “experimental neurosis” and “experimental 
fis” are used interchangeably. These authors 
iat symptoms of the mescaline-induced state 
mpanied by a “lack of insight, and am- 
for the events,” and that “high doses produce 
reactions.” They emphasize the motor 
ponents and negativistic behavior of the animals. 
Th a strict sense, the injection of mescaline in 
S$ produces neither an intoxication, nor a 
nor a psychosis. It is a state of being 
occur behavioral changes ranging from 
lity to completely disorganized mental states, 
sleep to murderous rage. Use of the 
neurosis or psychosis without strict defini- 
tends in this type of experimental approach 
d to further uncertainty. 
ine experience is vividly recalled, for 
absequently patients have described it as a “horror 
= ‘orture chamber,” an “emotional brain wash,” 
a ing process,” a “purification,” and either 
‘airplane ride” or “a 4-engine transport on the 
n ne before take-off with all 4 motors going.” 
ziea Patients who received intravenous injections 
taline, the majority stated that they would 
thi to have another. A few requested additional 
“nents since they felt it helped them in under- 
ng their problems. My own reaction to orally 
mescaline was that once was enough for 
a twice would definitely be an imposi- 
4 € marked insight developed by many pa- 
‘lg the mescaline experience has a bene- 
í Sitect upon their illness. 
mescaline state in humans is accompa- 
om, sensory, motor, thinking, and 
= changes, and since Drs. Bridger and 
do not describe much beyond motor and 
E k emotional changes, it is questionable 
Sie z can really compare the mescaline state 
iss and dog. Tension and anxiety, almost con- 
p cursors of the mescaline-induced state in 
fam Seem to have been absent in the dogs. 
odia, of increasing doses of mescaline upon 
ie Seay reflex suggests that the mechanism 
“pat the same as in humans, Variations of 
I aie does not influence the clinical re- 
ve seen violent emotional reactions with 
and no response with 0.5 grams. Cata- 
Teactions in humans can be produced by the 
z p (o5 E) that produces acute rage or 
; „of reaction appears to be more 
re of the individual’s life experience. Nega- 
) en are unusual in humans, but 
| yaaa e chief response in dogs. 
aeiy of response to mescaline in hu- 
of concepts kean problem as to the applicability 
Any speci wn from data on 4 animal subjects 
tin es. The data of the experiments re- 
ional y are not clear-cut. The abolition of 
responses under mescaline is not total. 
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It may be that in a large number of animals there 
would be a gradation of responses from complete 
extinction to no extinction of the conditional reflex. 
The experimental setting “was designed to prevent 
stimuli other than the conditional stimuli from in- 
terfering with the test.” Can formulations derived 
from this experiment be compared to any life 
situation with its multiplicity of stimuli, internal 
and external, playing upon the individual? 

The work of Altschule, Bower, and Cook has 
shown that chlorpromazine hydrochloride effectively 
suppresses conditioned reflexes in rats. This sub- 
stance also blocks the mescaline-induced state in 
humans. One produces abnormal behavior and the 
other antagonizes abnormal behavior. These 2 
mutually antagonistic compounds have the same 
action ; they block the conditioned reflex. The effect 
of these drugs, and undoubtedly others as well, 
would therefore seem to be nonspecific. 

‘Emphasis is placed upon the fact that the cardiac 
component under mescaline in dogs is completely 
inhibited, while the motor portion of the conditional 
reflex remains intact. These authors found an in- 
verse split under morphine, although they have not 
discussed its specific meaning in terms of the psy- 
chological concept they propose. Have other drugs 
been tested to determine if such a split takes place? 
If morphine produces a dissociation of the emotional 
and motor components of the conditional reflex, 
this represents schizokinesis. Since morphine does 
not produce symptoms of schizophrenia, is it ap- 
propriate then to state that “the production of in- 
hibition and schizokinesis under mescaline support 
the theories” that have been proposed? The empha- 
sis is on a cleavage between emotional, visceral, 
and motor components. Observation of psychotic 
patients shows a dissociation in one sphere only— 
the emotions. Feelings and thoughts are dissociated, 
for when a schizophrenic patient responds to his 
anxiety without symptom formation, the result may 
be disastrous. c FIELES 

To straight-jacket human behavior with its in- 
herent variability and fluidity into signal systems 
under the guise of being physiologically determined 
is hardly conducive to further understanding of an 
already complex subject. Mescaline ‘produces a 
disharmony or schizokinesis of the normally co; 
ordinated 3 systems of higher nervous activity, 
only if one considers human behavior in a physio- 
logic Pavlovian frame of reference, forgetting the 
tremendously complex interplay of environmental 
forces from birth onward and, as some claim, even 
before birth. 5 

These authors have not made it clear why the 
dogs responded to the conditional stimulus as though 
it were the unconditional one having assumed a 
priori that the basis was physiologic. We who 
work with humans are more fortunate, for we can 
ask our patients why they do things. The con- 
cretized dichotomy of first and second signal sys- 
tems is not verifiable clinically—at least not if one 
adds a psychodynamic frame of reference; which 
one must do in order to consider the problem of 
human behavior from a holistic viewpoint. The 
“verbal concepts or abstractions of reality come to 
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act like direct impressions of reality,” only because 
one observes the phenomenon of the mescaline-in- 
duced state in a straight descriptive sense. The 
hallucination or delusion is not a concrete realistic 
phenomenon, no more than is “the idea of bodily 
ailment producing the physical symptoms of con- 
version hysteria and hypochondriasis.” The delu- 
sional symptoms of the mescaline-induced state fre- 
quently dissolve when the patient associates the 
conflict-producing thoughts that have engendered 
them. As a matter of fact, in a majority of patients, 
mescaline rather than producing schizokinesis, in- 
duces a synthesis of emotions and thoughts pre- 
cipitating an overwhelming emotional discharge 
associated with the verbalization of conflicts. The 
delusion or hallucination then is a mirror of the un- 
conscious. As the patient responds to these “con- 
crete” visions, his anxiety rises to a crescendo, and 
is then discharged, for he is then looking at*himself, 
a self long hidden. 

In this sense, mescaline produces neither a state 
of inhibition nor a dissociation, but rather a syn- 
thesis. Recall of memories takes place on a physio- 
logic base still poorly understood. With intense and 
unbearable anxiety as a fulcrum, peripheral stimuli 
assume meaning in conformance with past experi- 
ences. Mescaline reduces or dissolves the ego de- 
fenses so that feeling is discharged with thought. 
A circle is then set up with the periphery acting as 
a trigger. 

If this concept is correct, then any agent capabl 
of blocking afferent stimuli should. ee rm 
circle and dissolve the mescaline-induced state. 
Chlorpromazine is such an agent, a fact confirmed 
recently by Hoch. 

While most will agree that the fundamental 
mechanism of psychic phenomena is physiologically 
determined, until such time as the genetic, anatomi- 
cal, biochemical, cultural, and psychodynamic factors 
are unified, no theory, neurodynamic or otherwise, 
can be acceptable. 

Roranp Fiscurr, Pu.D, (Regina, Sask.)— 
There are 2 points I should like to raise: (1) How 
far is the mescaline experience specific for that sub- 
stance? (2) What would be the outcome of the 
experimental results after the administration of a 
depot-mescaline, recently synthesized, and which 
would enable one to perform a “chronic” mescalini- 
zation experiment? 

In connection with the first question, it is of 
interest to recall that Chosak in Russia used guinea 
pigs injected with mescaline. He describes strong 

passive defense-reactions and cataleptic states (he 
connects the latter with the ability of mescaline to 
cause hallucinations). He observed a total disap- 
pearance of the artificial as well as of the natural 
conditioned reflexes and a firm refusal of food. The 
described disturbances disappeared usually in a 
few days and the animals appeared again normal. 
However, even after months he observed a disturb- 
ance of the higher nervous activity (phasic, periodic 
disturbances ). The most prolonged were the disturb- 


ances of processes of inner inhibition of differentia- 
tion and of extinguishing inhibition). 

Iwanow-Smolenski mentions the bulbocapnine ex- 
periments of Kotljarewski on rats. Experimental 
catalepsy was produced; first the conditioned (de- 
fense) reflexes disappeared, then also the uncondi- 
tioned ones (food and orientation reflexes) for a few 
hours. After that the animals behaved normally 
again, but their conditioned reflexes showed a state 
of inhibition, first complete, later in phases for 3-5 
days, and finally the processes of inner active in- 
hibition (differentiations) were restored. These 
results appear to corroborate those obtained by 
Drs. Gantt and Bridger. 

Generally all these and other intoxications 
(caused by staphylococcal, streptococcal, diphtheria, 
and typhus toxins or as a result of allergic states 
or tetraethyl lead poisoning) show, as claimed by 
Iwanow-Smolenski, that the inhibition phase which 
affects first the youngest, artificial C.R.’s, then the 
natural C.R.’s, goes over to the unconditioned re- 
flexes, and in connection with this then affects the 
subcortical functions. It is evident that the inhibi- 
tion retraces the path of evolution from the youngest 
to the oldest forms of nervous activity. Such rea- 
soning arrived at by experiments producing an ex- 
perimental or model psychosis also lends some sup- 
port to my concept which regards schizophrenia as 
a regressive process of adaptation. 

This concept is also supported by our recent 
findings which help us to regard the metabolic 
pattern of healthy people during the night as 
equivalent to the metabolic pattern of certain schizo- 
phrenics during the daytime. 7 

The above point of view fits in with the Pavlovian 
concept of Drs. Bridger and Gantt, according to 
which, during sleep, mescalinization, or, in certain 
schizophrenic states, the second signal system of 
ideas, acts like reality itself. 7 

As to the second point, if we assume that there is 
a chemical mediation of the schizophrenic syn- 
drome, then it also seems advisable to perform 
“chronic” mescaline experiments. Jatekewits © 
München recently synthesized a depot-mesca a 
which is chemically tied to polyvinylpyrrolidon; thit 
complex provides, after a single administration $ 
steady daily dosage of very small amounts fe 
mescaline into the blood stream for about 3 wee ie 
It would be interesting to see the outcome of a 
experimental results described by Drs. Gantt E 
Bridger after repeated administration of this ga 
mescaline. It might be that the organism E 
would respond with the formation of an adagi 
enzyme (system) able to metabolize the drug. Bs 
experiments might serve as a model for the incre ie 
resistance toward various drugs of the chro 
schizophrenic. 

A final point—there are many reasons jecule 
make me believe that the intact mescaline mo 
is not, in itself, an active substance. pe: 

Let us hope that the present aie tion 
mescaline research will contribute to the elucida’ 
of this and other related intriguing problems. 


THE NATURE AND SIGNIFICANCE OF BRAIN DAMAGE FROM 
ALCOHOLISM : 


FREDERICK LEMERE, M.D.,? Searrie, Wasu. 


It has long been known that prolonged 
heavy drinking can cause permanent damage 
to the brain. In its advanced stages this is 
manifested clinically by deterioration of the 


personality and at autopsy by gross atrophy 


of the cerebral cortex. Courville(1) has re- 
cently published an excellent book on the neu- 
topathologic findings in chronic alcoholics 
based on his extensive experience at the Los 
Angeles County Hospital. He states: 
One of the more common noteworthy effects of 
repeated alcoholic episodes or of chronic alcoholism 
‘om constant excessive drinking is a progressive 
atrophy of the cortex of the frontal lobes, This 
affects specifically the convolutions of the 
rl surface of this lobe. This reaction to 
nic alcoholism seems to be one resulting from 
ne toxic effects of ethanol rather than malnutri- 
in (avitaminosis), In the experience of the pres- 
cheba it is the most common cause of cerebral 
‘ottical atrophy in the fifth and sixth decades of 


e, It may appear as early as the first few years 
of the fourth decade, si N 


That irreversible cerebral pathology can 
ound in even young alcoholics in their 
ine is confirmed by the observations of 
e, Wilson, and Snyder(2). They 
nstrated brain damage by means of 
Pneumoencephalography, electroencephalog- 
A and psychologic tests in 7 young 
ide iN (average age 32 years) who had 
ao Sed in repeated bouts of heavy drink- 
neumoencephalographic evidence of 
atrophy is often found in older de- 
ole 4 alcoholics, Pluvinage(3), for ex- 
i. gpi cortical atrophy in, every one 
Mi cases on whom he did air injection 


mee there is no question that repeated 
d rinking can and often does pro- 
Permanent brain damage, the extent of 
When rage among alcoholics is unknown. 
tortica] i considers, however, that cerebral 
1 insidige is the end product of a grad- 
——" dissolution of large numbers of 
Brchingny TS Shadel Sanitarium and department of 
of Medians = University of Washington School 
? Addr” cattle, Wash. 


Seati i Wane Medical and Dental Building, 


tortica] 
teriorat 


brain cells, one comes to the inescapable con- 
clusion that for each alcoholic with demon- 
strable pathology there must be thousands in 
the intermediate stages of damage. Current 
methods of evaluating organic cerebral im- 
pairment are still somewhat crude and do not 
permit detection of intervening degrees of 
cellular loss which must nevertheless be pres- 
ent in many heavy drinkers. 

In addition to the direct effect of alcohol 
on the brain, there are other closely related 
factors which aggravate the damage to the 
brain. Among these are anoxia from the 
cerebral vascular congestion produced by 
alcohol, the high incidence of repeated head 
injuries, the obscure but probable toxic ef- 
fects of liver cirrhosis and the malnutrition 
that so often accompany heavy drinking. 
Vitmain B deficiency is especially noteworthy 
in this respect and is chiefly responsible for 
the rarer but not uncommon complications of 
alcoholism, such as, Wernicke’s hemorrhagic 
encephalopathy, Korsakoff’s psychosis, and 
alcoholic pellagra. The atrophy of the corpus 
callosum found in Marchiafava-Bignami dis- 
ease is now considered to be due to a combi- 
nation of malnutrition and some, as yet un- 
defined, toxic agent present in crude Italian 
red wine, 

It is my opinion that brain damage from 
alcoholism is not only more common than is 
supposed, but that it also explains to a large 
extent the essential pathology of alcoholism, 
namely, the permanent loss of control over 
drinking. 

In spite of many attempts to delineate 
the alcoholic personality, there remains only 
one characteristic that is common to all alco- 
holics and that is that they drink too much. 
It is my opinion that this inability to drink 
moderately lies at the heart of the problem 
of alcoholism. It is also my belief that the 
gradual loss of control over alcohol, that is 
the history of most alcoholics, is often the re- 
sult of a gradual whittling away of brain cells 
by excessive drinking. 

It is interesting that the part of the brain 
which suffers the most from alcoholism is 
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that part which subserves the highest cerebral 
functions of will power, judgment, and con- 
trol, namely the frontal lobes. Inasmuch as 
these same cells are also the first to be 
anesthetized by alcohol, it is logical to assume 
that with progressive destruction of the 
frontal cortex less alcohol will be required 
to produce that stage of anesthesia where 
control is lost. Eventually the stage is reached 
where any alcohol will result in loss of con- 
trol. Few alcoholics intend to drink too much, 
but once alcohol is in the system there is an 
immediate paralysis of the control centers of 
the brain and the alcoholic is left helpless to 
stop after the first drink. This is why the 
alcoholic must never take even one drink if 
he is to retain control over alcohol. 

It is also axiomatic that abstinence must be 
permanent. The reason for this is that brain 
cells once lost are never replaced, for irre- 
versible damage is permanent when it in- 
volves the central nervous system. 

It should be emphasized that for a long 
time and in fact in most alcoholics the brain 
damage manifests itself only in loss of con- 
trol over alcohol. It is only in deteriorated 
alcoholic patients that any intellectual defect 
is noted in the sober state. If the alcoholic 
stops drinking before too much damage has 
been done, he will still be able to function 
normally as long as he assiduously avoids 
alcohol. 

Contributing to the loss of control over 
drinking are several other important factors. 
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One of these is the psychologic urge to drink 
for escape from personal problems, Per- 
sonality disturbances are only contributory, 
however, for even when these are corrected 
by therapy the true alcoholic can still never 
again drink moderately, Another contributory 
factor to loss of control is a constitutional 
vulnerability to alcohol. Although we know 
very little about the reasons for this, com- 
mon knowledge tells us that there are wide 
differences in individual tolerance to alcohol. 
In some patients an idiosyncrasy to alcohol 
is noticed almost from the very beginning of 
their drinking history. Susceptibility to the 
noxious effects of alcohol may in some cases 
be even more important in the development 
of alcoholism than the severity of the drink 
ing or the associated personality disorders. 


CONCLUSIONS 


I. Prolonged heavy drinking can produce 
permanent brain damage. : 

2. This brain damage is responsible, in 
many cases, for the permanent loss of control 
over alcohol that is pathognomonic of alco- 
holism. 
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the last 20 years many reports have 
m published concerning the effects of 
ping” the cerebrospinal fluid (CSF) in 
diseases, e.g. rheumatoid arthritis and 
imatic fever(1-7), various surgical dis- 
B), tetanus(10), gynecological inflam- 
bry diseases(Q), Feer’s disease(11), etc. 
€ 1049 various authors have reported 
kperiences with different modifications 
lal pumping methods in the treatment 
fal disorders (12-14). 
tic considerations leading to 
trial in various fields of pathology 
ed on Speransky’s (16) theory stress- 
neurologic factors in the patho- 
of disease. Speransky’s technic con- 
Of the withdrawal of 10-20 cc. of CSF 
puncture and reinjection of the 
quickly under a certain pressure. 
= dure (“pumping”) was repeated 
out To times, after which about 8 cc. of 
= Were bil in order to prevent 
ye meningeal reaction accompanied by 
l increase of intracranial pressure. 
ming applied this method to a compara- 
number of psychotic patients, 
id found it free of serious dangers. 
Eoee this author listed marked 
ve reactions, particularly sympathic- 
(mydriasis, eaii blotching, 
a, and elevated temperature) and 
. ingeal reactions (headache, nausea, 
18, tiredness, stiff neck, slight Kernig, 
“ased number of cells and albumin 
of the CSF). In order to avoid even 
transient untoward effects of Speran- 
Original method, Rey-Ardid modified 
anic by omitting the reinjection of the 
tawn CSF, This author withdraws 
‘cc. of CSF replacing it by the same 
h rak fluid which has similar 
chemical properties to normal 
xcept for its lack of protein, Using 
nic called “transfusion pump,” Rey- 
Was able considerably to decrease the 
and intensity of the side-effects. He 
the Hospital for Mental Diseases, Bran- 
Canada, 
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applied both the original method and his 
modification for the treatment of recent and 
chronic schizophrenic psychoses and in a few 
other disturbed psychotic cases. In a con- 
siderable percentage of his cases Rey-Ardid 
saw far-reaching improvement in the man- 
ageability and sociability of his patients, and 
in some cases even remissions. 

Rey-Ardid listed the following advantages 
of the method: (1) perfect harmlessness; 
(2) quick effect—result visible within 10 
days; (3) no contraindications except in- 
creased intracranial pressure; (4) short du- 
ration, permitting choice of other therapeutic 
measures in case of failure; (5) no specially 
trained nursing staff required. 

The aim of my investigation was to find 
out if the above methods could be considered 
a useful contribution to the treatment of dis- 
turbed psychotic patients, particularly chronic 
schizophrenias. 

A group of 50 chronically disturbed male 
and female patients who had not responded, 
or only insufficiently responded to insulin 
shock therapy, electroconvulsive therapy, and 
to the newer drugs (reserpine, chlorproma- 
zine) were selected. Of this group, 5 were 
submitted to spinal pumping, 7 to spinal 
pumping with addition of Elliot's fluid, and 
the remainder received transfusion pumping. 
In 10 cases it was necessary to sedate the pa- 
tients prior to lumbar puncture. 

The investigation was conducted as a 
“blind trial” since I had not known the pa- 
tients on whom I performed the treatment, 
the assessment of results and side-effects 
being left to the physicians and nursing staff 
in charge of the patients. 

Side-effects similar to those described by 
Rey-Ardid were noticed in 9 patients re- 
gardless of the method used. One patient 
who had had epileptic seizures before de- 
veloped a seizure shortly after the treatment. 
No lasting untoward effects were noticed. 
Only 3 patients of the whole group showed 
a noticeable improvement in their behavior. 
However, all of these 3 patients had side- 
effects and had shown temporary spontaneous 
improvement prior to this trial. 
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Discussion 


In the present investigation the encourag- 
ing results published by Rey-Ardid cannot 
be confirmed, Our results were very poor. 
The pathophysiological mechanism of the 
method remains obscure. Speransky thought 
the effects were due to a true “massage” of 
the brain; Rey-Ardid hypothesizes mobiliza- 
tion of subarachnoidal and ventricular fluid 
with elimination of hypothetical toxic sub- 
stances from certain areas of the central 
nervous system, with the possibility that the 
pituitary and pineal glands are influenced 
by the induced movement of the CSF, with 
an increased production of ACTH, and in- 
fluences on the vegetative-hormonal centers 
due to changes in the dynamics of the CSF. 
Since the percentage of improvements in 
my series was negligible, I shall not try to 
discuss the possible mode of action of the 
pumping procedures. However, the improve- 
ment of behavior could/be connected with 
the general effects of a systemic disease 
(meningeal reaction and disturbance of the 
vegetative system), similar to that which used 
to be seen when pyretotherapy and protein 
therapy were used on a large scale. The re- 
sults obtained by pumping procedures cannot 
be compared with those of the newly used 
drugs and therefore should be discarded from 
the therapeutic arsenal in psychiatry. 


CONCLUSION 


No noticeable therapeutic results were ob- 
tained in a series of 50 psychotic patients 
treated with spinal pumping procedures 


(Speransky’s method). This method can- 
not be recommended for the treatment of 
psychiatric disorders. 
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CLINICAL NOTES 


CHIATRIC ADMISSIONS TO A GENERAL HOSPITAL 


ROBERT J. MEARIN, M.D,» anp LAURETTA A. BLAKE, M.D. 
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facilities. If this plan proves not feasible 
then the general hospital will set up a unit for 
the care and study of these patients, 


TABLE 1 

Resutts 
Emergency Psychiatric Admissions for 1953 
Diagnosis Number of cases 
Psychoses 


Manic-depress 
Schizophrenia ..... 
Toxic psychosis ... 
Involutional psychosis 
Alcoholic psychosis 
Undifferentiated ..... 
Total psychotic admis 
Psychoneuroses 
Hysterical reactions .....++++++++++ 2 
Depressive reactions . ae 
Acute anxiety .....-++++++ seteeeees I 
Total psychoneurotic admissions. ...-. 6 
Drug addicts .....+++ ae ut 
Acute Aoroa A s 8 
Attem: uicides «oes ecereresecccnes e 
T emergency psychiatric admis- 
sions, 1953 -+++-++++ OE aes aay romances 
Disposition of above cases 
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Emergency Psychiatric Admissions for 1954 


Psychoses 
Manic-depressive -- 
Schizophrenia ...--++++ 
Senile psychosis ...+++++-+++ 
Involutional psychosis Mics tach 
Alcoholic psychosis age Siaa Diets 
Reactive depression .. 
Undifferentiated ...+.+++++-+++ OF) 

Total psychotic admissions. ..-.-+-+++ 14 

Psychoneuroses 
Hysterical reactions ..-...+++++++++ 2 
Acute anxiety ....-- seen peusteees 3 

Total psychoneurotic admissions 
Acute alcoholism ..... -eretet p 
Attempted stiicides -seese tentera me 43 

Total emergency psychiatric admis- A 

sions; 1954 sesser e et sets tr anesre nsien 7 

Disposition me above cases 
Disc! 

Paar to mental hospital.....- 23 
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CHRONIC MENTAL PATIENTS’ REACTIONS TO OPENING 
THEIR WARD 


DOROTHY SCOTT, Laxetanp, Ky. 


Liberalization of custodial policies at men- 
tal hospitals has gained impetus during re- 
cent years. Increasingly, one hears of the 
establishment of patient government and 
“open wards.” 

It appears to us that some of the most 
energetic advocates of the open ward (par- 
ticularly persons not having much contact 
with patients) believe that mental patients’ 
reactions will be rather uniformly enthusi- 
astic or favorable to unlocking the ward. 
However, when one reviews the predominat- 
ing characteristics of continued-care patients, 
he will hesitate to predict in them an over- 
whelmingly favorable response to extending 

their freedom in this way, Chronicity too 
often involves reduced ability to change or 
adapt; increased dependency; diminished 
ability to respond emotionally ; and impaired 
judgment and perception—of which the 
patient is frequently more or less aware. 

We surveyed the reactions of 35 women 
patients some 3 weeks after their ward had 
been changed from closed to open status, 
Diagnostic categories were in the following 
proportions : schizophrenia, 71% ; mental de- 
ficiency, with psychosis, 11%; chronic brain 
syndrome, with psychosis, 11%; and manic- 
depressive psychosis, 6%. Ages ranged from 
22 to 69 years, (mean age 46). Mean dura- 
tion of confinement was 12.8 years. These 
patients had been reviewed by staff physi- 
cians and pronounced suitable for the open 
ward. They may be described as quiet, 
rather predictable, comparatively well-pre- 
served chronic mental patients. 

We asked each patient whether things on 
the ward had changed in any way during the 
past few weeks. Twenty subjects (57%) 
had noticed no change, 14 patients (30%) 
reported having noticed change, and one 
patient was uncertain, 

Asked specifically whether or not they 
like the open ward, 22 (63%) replied that 


1 Central State Hospital, Lakeland, Ky. 


they like the change. Nine patients (26%) 
said they prefer a locked ward ; and 4 (12%) 
expressed indifference. 

In discussing possible gains from opening 
the ward, no patient referred to a sense of 
increased freedom. Several mentioned in- 
creased convenience to the nursing person- 
nel, and a few who have yard privileges 
stated that they preferred the new arrange- 
ment because it eliminated standing in line 
when entering and leaving the ward. 

All 9 patients who expressed objections 
to the open ward indicated that they sensed 
the new situation as less secure. They com- 
mented that “just anybody could walk in” 
now that the door is unlocked. One patient 
said her persecutors outside the hospital 
could now get into the ward to do her addi- 
tional harm. A few patients said they feared 
harm at the hands of other patients since, 
they assumed, the nursing personnel might 
be less watchful or sometimes absent under 
the new plan. It is noteworthy that no pa- 
tient mentioned any connection between the 
change and his chances of going home. 

Low interest in ward conditions appears 
to be more prevalent than our figures might 
suggest. It is interesting that during rather 
extensive rearrangement of parts of the ward 
in question, only 2 patients verbalized any 
interest in what was being done. 

It was the impression of ward personnel 
that patients had become dependent upon 
close supervision during their years 0n 
closed wards and that many felt inadequate 
to make decisions now. The employees re- 
ported that about one-half of the patients 
had told them of fears and misgivings con- 
nected with opening the wards. 

The data suggest these tentative conclu- 
sions: (1) many chronic mental patients 
may be expected to react negatively © 
apathetically to opening their ward ; and a 
in general, chronic psychotic patients tend 
view freedom with considerable. difference 
from the way well persons view it. 
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IMAGINATION AS A FACTOR IN HYPNOSIS 
W. EARL BIDDLE, M.D. PHILADELPHIA, PA. 


Hypnotic phenomena have been known 
since ancient times but the nature of the 
trance is still debated. There are numerous 
theories presented in the literature, some 
bordering on the ridiculous. It is surprising, 
however, that attention has not been given to 
the one factor in the trance which appears 
to be most obvious: the operation of the 
imagination of the hypnotic subject. 

Hypnosis is not an abnormal or supernatu- 
ral process. Normal people spontaneously 
experience hypnotic phenomena in situations 
such as listening to a symphony, driving on 
a long trip, fishing or daydreaming, when 
reality testing is temporarily suspended. Any 
Person can be taught to develop a deep trance 
if he has a facile imagination, sufficient will 
to Concentrate, intelligence to understand and 
follow instructions, and confidence in the 
ability and trustworthiness of the hypnotist. 
Contrary to general opinion, weak-willed, 
indecisive, oversuggestible persons do not 
= Sood hypnotic subjects. The ability in 
i ce induction lies not so much with the 

Ypnotist as with the subject. 
An € trance is a state in which deliberately 
nduced false perceptions become so vivid 
i are accepted by the hypnotic subject 
3 eality itself, This state is similar to that 
Saad while he is experiencing the 
p et or the psychotic person while 

: lucinating. The common factor is 

. Presence of false perceptions which are 
© result of distortions of imagination. It 
ten known that psychotic and neurotic 
i, Poms can be produced by hypnosis. 


wen lies the greatest danger in the use of 
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hypnosis by nonprofessional and inexperi- 
enced persons. There might be a moral risk 
if the motives of the hypnotist are question- 
able, but even the most righteous amateur 
may be responsible for the precipitation of 
a neurosis or a psychosis if he brings fright- 
ening unconscious experiences close to con- 
sciousness. 

It seems that in some areas of psychiatry, 
imagination has been placed under a taboo as 
rigid as the Victorian restrictions against 
sex. Many psychiatrists do not use the word 
out of deference to the feelings of their pa- 
tients. However, the scientist is expected to 
be objective. Imagination is an important 
cognitive function which must operate either 
consciously or unconsciously before any be- 
havior is possible, The imagination presents 
the picture of the goal toward which the 
organism moves. Without it there could be 
no action, no behavior. 

The research scientist needs to use his own 
imagination as a prerequisite to every re- 
search project, yet there has been very little 
research done on the function of imagination 
itself. The writer has successfully treated 
neurotic and psychotic symptoms by the con- 
structive manipulation of imagination by 
means of hypnosis. It is also noteworthy 
that hypnosis provides a safe hallucinogen 
for the experiential study of mental symp- 
toms. There is an interrelationship between 
imagination and hypnosis which deserves 
more research. Hypnosis offers a key to a 
better understanding of imagination, and 
more knowledge of imagination promises to 
give some answers to the questions about the 


nature of hypnosis. 


CORRESPONDENCE 


ON THE APPRAISAL OF CLINICAL DATA 


Editor, THE American JOURNAL oF Psy- 
CHIATRY : 


Sir: That clinical data may sometimes 
lend themselves to a variety of interpreta- 
tions is well recognized. Sampling or ex- 
perimental errors, bias, placebo effects, ig- 
norance or disregard of the natural history 
of the untreated illness, as well as ignorance 
or disregard of the relative effectiveness of 
other and competing methods of treatment, 
are the most important intruders. (Gold, H., 
ed. How to Evaluate a New Drug. Cornell 
Conferences on Therapy. New York: Mac- 
millan, 1955; Beecher, H. K. J.A.M.A,, 
159: 1602 (Dec. 24) 1955.) This ambiguity 
in the interpretation of clinical facts is a 
serious and unsolved problem in psychiatric 
investigation, and is now aggravated by the 
oncoming of the “ataractic” or “tranquiliz- 
ing” drugs. 

A recent Preliminary Clinical Report 
(Denber, H. C. B., and Bird, E. G. Am, K 
Psychiat., 112: 1021, June 1956) can serve 
well to illustrate the contradictory conclu- 
sions which are reached from the same data, 
and raises the question of the desirability in 
some instances for the appraisal of clinical 
data separately by qualified outsiders as well 
as by the reporting investigators. The par- 
ticular report to which I refer dealt with the 
result of chlorpromazine treatment of 45 de- 
pressed state hospital patients, many of 
whom were hospitalized for many months. 
On the basis of their published data, the au- 

thors concluded that “the drug [chlorproma- 
zine] is most effective when the depressive 
state is accompanied by psychomotor agita- 
tion.” Since 39 (87%) of their 45 patients 
suffered from depression accompanied by 
agitation, their report can fairly be described 


as an uncontrolled clinical study of chlor- 
promazine treatment of depression with agi- 
tation in certain state hospital patients. 

Now the main facts upon which the au- 
thors based their conclusion that chlorproma- 
zine is “most effective” in the treatment of 
depression accompanied by agitation are 
these: “Fifteen patients were discharged, 
22 showed varying degree of improvement, 
and 8 were unchanged.” (The criteria for 
discharge are not given, but it would seem 
to be a fair inference that these discharged 
patients were recovered or much improved.) 
It should also be brought out that their pa- 
tients were treated with chlorpromazine in- 
tensively and for an extended period. 
“Twenty-four patients were treated up to 
5 months, with the remainder for periods as 
long as 14 months.” Also 14 of their pa- 
tients had been hospitalized for more than a 
year before chlorpromazine treatment was 
begun. 

On the basis of the above data, the present 
writer comes to the directly opposite conclu- 
sion; these data indicate that chlorpromazine 
is ineffective in the treatment of depression 
accompanied by agitation. It is our opinion 
that the above results are essentially those 
which would be expected from untreated or 
placebo-treated controls. Finally, we should 
like to point out that nowhere in the report 
is mentioned the very high effectiveness of 
electroconvulsive therapy of depression with 
agitation. Since electroconvulsive treatment 
of depression is the most generally accepted, 
a comparison of the results of treatment with 
ECT and with chlorpromazine is at least 
relevant. 


Lawrence H. Ganacan, M. D., PH. D., 
New York City. 


REPLY TO THE FOREGOING 


Sir: A brilliant dialectic maneuver of 
considerable magnitude has permitted Dr, 
Gahagan to establish that depression with 
agitation does not respond to chlorpromazine. 
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It is the opinion of investigators throughout 
the world that chlorpromazine is effective © 
this disorder, although the evidence is a 
controversial for the adynamic or retarde 
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Within a few weeks after a course of 
convulsive treatments. .. .” (Italics 
Dr. Gahagan bases his evaluation of 
al history of the untreated illness” 
al experiences which do not include 
ital work. We are treating psy- 
hospital patients and he has an office 
Can we really compare a neurotic 
with a schizophrenic depression 
c-depressive psychosis? 
of our paper was clear-cut, and 
offered was relevant to the main 
What happened to those patients 
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‘unexpected findings in 45 patients 
ression (of 1,523 cases treated with 
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f sufficient interest to report, par- 
Since most investigators (including 
igned) have felt that chlorproma- 
ineffective in this disorder. 
difficult to believe that these results 
€ been achieved with “placebos” or 
. treatment. The latter frequently 
‘Suicide, or a state of chronicity that 
Tefractory to further therapy. Spon- 
Temission of a depression with psy- 
y and does occur. If the duration 
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with benign rapidly recovering 
ders (psychosis due to alcohol), one 
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could say that time was the therapeutic agent. 
The contrary was true. Two patients were 
treated 30 days or less, 4 from I to 2 months, 
3 from 2 to 3 months, 2 from 3 to 4 months, 
and 4 from 5 to rr months. The long hos- 
pitalization of some patients was indicative 
of the gravity of their illness. Previous ECT 
in some had produced only a slight improve- 
ment or was without effect. After 5 years of 
hospitalization, there is only a very remote 
possibility of improvement without treat- 
ment. Yet, 8 of our ro patients, ill 5 years 
or more, were improved with chlorproma- 
zine. Some psychotic symptoms still re- 
mained, although the depression had lifted. 
Weare at present analyzing the failures with 
drug treatment. This material will be re- 
ported later, 

I agree that electroconvulsive treatment is 
effective in the treatment of depression with 
agitation; chemotherapy is much simpler to 
administer and does not produce confusion 
or amnesia, Psychotherapy can be given 
concomitantly. 

The unparalleled results obtained with 
chlorpromazine and Rauwolfia in most state 
hospitals have not been held by us or others 
to be applicable to office practice. Dr. Gaha- 
gan was able to observe these changes at 
Manhattan State Hospital, yet wrote of “the 
state hospital fanfare” (February 1956). 

We have simply reported the facts as they 
appeared in the data sheets. 


Herman C, B. Denner, M. D., 
Director of Psychiatric Research, 
Manhattan State Hospital. 


PUBLICITY 


night centers, hypnotism, insulin, and every 
other kind of treatment. Many of us have 
been distressed for years by this publicity, 
indulged in more by those who should lead 
our profession than by the rank and file. It 
hardly needs a psychiatric training to recog- 
nize that behind the advertisement lie in- 
security and inadequacy. Where we have 
effective treatments we do not have to ad- 
vertise them. 

The assumption behind this sham of self- 
advertisement masquerading as public edu- 
cation is that “anything goes” provided it 
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serves ‘The Cause,” that the world is so sunk 
in its prejudices and resistances and we have 
such an urgent and world-reforming message 
that a type of publicity is permissible that is 
unthinkable in any other branch of medicine. 

The men we have to convince about our 
methods are our medical colleagues, and on 
the whole they remain unconvinced, perhaps 
because of their scientific training and their 
contact with their patients over long periods, 
The attempt to appeal over their heads to the 
public may seem attractive to some, but is, 


CORRESPONDENCE 


[Oct. 


You may say that this type of “public rela- 
tions,” though often unedifying and shame- 
ful, does no harm. But is it not harmful to 
add to the public’s confusion, to divert funds 
and interest from areas where they are 
desperately needed, and to bring an honor- 
able specialty into disrepute with the rest of 
the profession? 

It is really very simple. Physicians should 
not advertise—themselves, their methods, or 
their institutions. 


Extiotr EmManueEt, M. D, 


in the long run, unwise. Dorval, Que, 


EPHEBIATRICS 


_ The division of medicine for specialist study may be vertical or horizontal. Vertical 
division takes for study and practice one organ, such as the heart or eye, one system, 
such as the genito-urinary, locomotor, or central nervous system; one tissue, such as the 
skin; or one disease, such as tuberculosis or syphilis. 

The horizontal sections of medical practice hitherto selected for special study are two 
only,—the diseases of childhood, pediatrics, and the diseases of old age, geriatrics. 

The diseases and injuries of youth present an equally important problem because of 
their rarity [sic], because of their special features, and because of the importance of 
their early recognition and effective treatment. They constitute a further subject for 
special study, a specialty that I have called Ephebiatrics (Lancet 1954, 267, 395). The 
Ephebos was an Athenian youth who, at the age of 18, was called up for a period of 
military service, The name was applied also to those attending the gymnasia and the 
academies of the philosophers, what we should now call undergraduates. Ephebiatrics is 
the study of the ailments of Epheboi, of young people liable to serve in the armed forces, 
that is, between the ages of 18 and 25. 


—Sir Heneace Oonvr, K. B. E., F. R. C. S. 


PRESIDENT’S PAGE 


There is little question but that the cur- 
mula of U.S. medical schools, at present 
tnder careful scrutiny, will undergo marked 
changes in the next decade. It is probable 
ilo that, with these changes, psychiatry will 
be called upon to play a much greater role 
both in medical education and in practice. 
This likelihood is almost inevitable because 
oi the nature and trends to modern medical 
Mactice and the fact that psychiatry has so 
much that is valuable of offer. It is im- 
Portant, therefore, that psychiatry be pre- 

hated for its expanded role and not be found 
Wanting, 
ptculties of communication. still seem 
the main stumbling block against a 
broader acceptance of this discipline. 
es still complain of inability to 
page nd our presentations and, while ad- 
ag some of the difficulty is “in the 
i i, our task is to give as little justifica- 
i T complaint as possible. 
= Sing the writings of psychiatrists 
ii, unite favorably with those of spe- 
EA Fa other fields, aided often by the 
S uman interest” of their material. 
‘ te fashions in writing and public 
: sl poweres, and presently the idea 
‘entific “ip gained credence that, to be 
tem and a Papers must conform to a pat- 
isa aE T dull, weighty, and involved. It 
‘te e X at residency training programs 
tthe ete that they cannot give time 
ot thes S of Writing scientific papers and 
„Presentation at meetings. 
i wag the important work of learn- 
omplishe readable prose should have been 
liges, aan z in our high schools and col- 

} ale fact remains that often it was 

edical students, for example, were 


Ma) Only liberty... . 


overloaded with science courses, most of 
which were repeated in preclinical medical 
school years. A portion of this time in col- 
lege might have been spent in acquiring a 
liberal education. 

Sir Benjamin Ward Richardson, com- 
menting upon Morgagni’s De Sedibus, com- 
pared it with the masterpieces of world 
literature. He saw it as a relief from the 
usual repetition of old ideas told in hack- 
neyed terms, and found it a refreshing set 
of descriptions “from nature’s treasury.” It 
is only given to a few writers to reach these 
heights, but it is probable that most of us 
can learn to avoid the pitfalls, the hackneyed 
terms, and the incessant repetitions. 

The objection might arise here that psychi- 
atric papers, like other scientific works, are 
written not as examples of “deathless prose” 
but, rather, to present scientific facts and 
concepts. The content, not the form, is im- 
portant. Granted, this is true, but the fact 
remains that readability and scientific verity 
are not mutually antagonistic, and that 
writers who can avoid being dull, obscure, 
and prolix have much more likelihood of 
gaining attention. One of the great medical 
institutions of this country has met the prob- 
lem part way. It insists that papers which 
emanate from it be literate and intelligible, 
that satistical tables be tabulated correctly, 
that x-rays really show what they purport to 
show, and, if slides are to be exhibited, that 
they be legible and uncrowded. This is a 
step in the right direction and psychiatric 
institutions that chose to emulate it would 
enhance their repuations and improve their 
lines of communication. 

Francis J. BRACELAND 


A t is a liberty connected with order; that not only exists along 
er and virtue, but which cannot exist at all without them. 


—Epmunp Burke 


COMMENT 


PSYCHIATRY, PSYCHOLOGY, AND THE NEW YORK LAW 


Two years ago, groups of psychologists 
and psychiatrists in New York State were 
embroiled in a vigorous public dispute, State- 
ments issued to the press by psychiatrists 
and other medical men accused psychologists 
of seeking to practice medicine. In reply, 
psychologists, social workers, clergymen and 
others charged that psychiatry was seeking 
a kind of monopoly over a limitless domain, 
to the end that teachers and ministers, among 
others, would be denied many traditional 
functions. 

The immediate cause of the conflict was 
a proposed amendment to the medical prac- 
tice act in New York, which would have 
made diagnosis and treatment of mental 
conditions an exclusively medical function. 
Opponents charged that the definitions were 
too sweeping. The amendment was ulti- 
mately withdrawn by its sponsor. Another 
bill, which would have licensed psychologists 
to practice, also was withdrawn. 

This year a bill providing certification for 
qualified psychologists became law in New 
York. It was supported by spokesmen for 
psychology and psychiatry. The state medi- 
cal society was recorded as “not opposed.” 

Thus, on the legal front, interprofessional 
agreement was reached, in the state where, 
some months ago, it seemed most distant. 
Further, the New York law promises to 
serve as a model for other states. 

The New York law does not codify fun- 
damental accord between psychology and 
psychiatry on the numerous professional 
questions which have been at issue. It does 
not, for example, define the areas of prac- 
tice for each and draw a boundary line be- 
tween them. The law, like any true certifi- 
cation law, merely sets standards which a 
person must meet before he can say publicly, 
“I am a psychologist.” 

The law does not, specifically or by in- 
ference, sanction any kind of practice. Nor 
does it forbid any. A “disclaimer clause” 
declares that nothing in the law permits 
anyone to practice medicine as defined in 
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the laws of the state—a declaration which 
leaves questions of practice exactly where 
they were before, 

The Committee on Relations with Psy- 
chology has consistently held to the view 
that one profession should not meddle in the 
internal affairs of another. The Committee 
has advocated opposition to laws that would 
license psychologists, either because such 
laws—which must define an area of prac- 
tice—contained definitions which invaded the 
area of medical practice or because the defi- 
nitions were so general as to sanction al- 
most anything. A certification law, however, 
merely confers on qualified psychologists 
the exclusive right to a title. In giving gen- 
eral approval to such laws, the Council an 
Executive Committee of The American Psy- 
chiatric Association have refrained from 
considering the standards of qualification, 
believing that psychologists should set the 
standards for their own profession. 

Over the years that the Committee 
been studying interprofessional relations, 1 
has become amply evident that psychologists 
differ among themselves, as do psychiatrists, 
on what constitutes proper practice. F 

Few psychiatrists have expressed any as 
sire to control the activities of psychologist 
in testing, market research, scientific i 
search, personnel selection, teaching of PY 
chology, and so on—activities in which M 
psychologists are engaged. The conflict a 
arisen only because some psychologists, 
varying degrees, engage in pey cietis a 

A very few psychologists have age 
frankly that they consider themselves, ia 
qualified as psychotherapists—perhaps me 
than most psychiatrists, and that they Fe Be 
nize no need for medical collaboratie", 
supervision. In this group, a few, a ents" 
they are not responsible for their © ris = 
in a total sense, that the client se ae 
medical problem will and should ea o Tê- 
physician just as he would if he had ” 
lationship with the psychologist. 


: m of 
From this extreme, there is a spect™™ 
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beliefs. Many psychologists say that col- 
laboration with a qualified physician is es- 
sential, Some accept patients only by re- 
ferral from physicians. Some want and 
accept medical supervision—a term which 
can have a variety of meanings but defi- 
nitely involves the physician’s medical re- 
sponsibility. 

On the other side of the fence, a very 
few psychiatrists would like to exclude psy- 
chologists entirely from any contact with the 
mentally ill. A larger number want them in 
the picture, but limited to testing and re- 
search, Still others believe psychologists 
are useful as therapists in a medical setting 
under medical supervision. There are also 
afew Psychiatrists who refer patients to psy- 
thologists for treatment, maintaining only 
Nominal or no contact with the patient. 

Probably a majority of psychiatrists sub- 
scribe to the principles of the joint state- 
ment issued by The American Psychiatric 

Ssociation, American Psychoanalytic As- 
hig and American Medical Association 

1954. (“Psychotherapy is a form of medi- 
; treatment and does not form the basis for 

Separate profession.” ) 
pan a majority of psychologists sub- 
their Meee eet 1955 resolution of 
ten. Poyo ee are the question 
ie th i gists, genera y, seem to be- 

a cy are not ready either to assert 

i: roy the boundaries of their profes- 

io eed accept boundaries fixed by other 
tons or by law. 

thology former on Relations with Psy- 
that tor 5 onaitenitiy held to the position 
E Rn fessional conflicts are inherently 
| Sonal de js that the arena of interprofes- 

Oresa oo has been the source of much 
Song ra 1S 18 especially true of profes- 

“Which eh "neh 5 ti and psychiatry 
iness, the first en concerned with mental 
tribution : St because of its potential con- 
its prs. Search, the second because of 

ty “il eg = oe ba 
e menta ill, and the 
in oo belief in the inoepasalility of 

i and “body,” 

Committe PPTOpriate and undignified, the 
Wislatong as said, for professions to ask 


teir -Saed the public at large to settle 
| 
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But what about the nonmedical psycho- 
therapists, some of them psychologists, some 
with little or no professional training, who 
are, today, treating the mentally ill without 
medical supervision or collaboration? Is it 
not necessary, we are often asked, to seek 
strengthening amendments to state medical 
practice acts? 

In some states, this would seem desirable, 
states where the acts define practice in terms 
limited to organic illness and physical meth- 
ods of treatment. But, in fact, there are few 
such states, And the hard fact is that in 
many states where the medical practice acts 
specifically encompass diagnosis and treat- 
ment of mental illness, there have been vir- 
tually no cases where nonmedical psycho- 
therapists have been prosecuted or even 
deterred. 

Passing a law doesn’t mean that it can or 
will be enforced. It may have a deterrent 
effect on a few, but not on those whose ac- 
tivities are most dangerous. A moment’s 
reflection will suggest why it is so difficult 
to assemble legal evidence against a non- 
medical psychotherapist. The transaction be- 
tween him and his “client” is private and 
verbal, If the “client” indeed is mentally 
ill, his testimony may not be impressive. And 
it is not enough to prove that a mentally ill 
person was closeted with a person—who 
may call himself a “psychological advisor” 
or any of a dozen other titles; it must be 
shown that an attempt was made to treat the 
illness. 

The medical profession as a whole has 
succeeded in prosecuting flagrant quacks, 
who were seldom seriously hurt by the small 
fines imposed. But, generally speaking, medi- 
cine has established its position by public 
understanding. The vast majority of people 
go to doctors because they have confidence 
in them; they do not go to quacks. 

So the Committee on Relations with Psy- 
chology believes that vigilance is wise and 
sound medical practice acts desirable. But 
these will not eliminate the quacks, nor will 
prosecution of reputable psychologists. 

From recent legislative experiences in a 
number of states, we have learned that legis- 
lators have no desire to become involved in 
a dispute between reputable professions. It 
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is almost, but not quite, unthinkable that a bill kind to be enacted, offers a promising basis 
supported by one of the professions could for interprofessional accord. 
be passed over the opposition of the other. For some time legislative matters have 
For all of these reasons, we welcome the preoccupied members of both professions 
New York law. It will give psychologists concerned with interprofessional relations. 
legal recognition of their professional status. We hope that it will now be possible to turn 
It does not settle the question of who may our attention to the question of substance: 
do what, but that question will not soon be How can medicine and psychology best work 


settled by law. together for the welfare of the public? 
In 1957, 44 state legislatures will meet. PauL E. Huston, M.D, 
In at least 16 of those states psychologists Iowa City, Ia. 
have expressed some desire for legal recog- Jonn Perry, 
nition. The New York law, the first of its Washington, D. C. 
OLD AGE 


Socrates questions the aged Cephalus.—Is life harder towards the end, or what report 
do you give of it? 

I will tell you, Socrates, he said, what my own feeling is. Men of my age flock to- 
gether; we are birds of a feather, as the old proverb says,—and at our meetings the tale 
of my acquaintance commonly is—I cannot eat, I cannot drink; the pleasures of youth 
and love are fled away: there was a good time once, but now that is gone, and life is no 
longer life. Some complain of the slights which are put upon them by relations, and they 
will tell you sadly of how many evils their old age is the cause. But to me, Socrates, 
these complainers seem to blame that which is not really in fault, For if old age were 
the cause, I too being old, and every other old man, would have felt as they do. But this 
is not my own experience, nor that of others whom I have known. How well I remember 
the aged poet Sophocles, when in answer to the question, How does love suit with age, 
Sophocles,—are you still the man you were? Peace, he replied; most gladly have I 
escaped the thing of which you speak; I feel as if I had escaped from a mad and furious 
master. His words have often occurred to my mind since, and they seem as good to me 
now as at the time when he uttered them. For certainly old age has a great sense of calm 
and freedom; when the passions relax their hold, then, as Sophocles says, we are freed 
from the grasp not of one mad master only, but of many. The truth is, Socrates, that 
these regrets, and also the complaints about relations, are to be attributed to the same 
cause, which is not old age, but men’s characters and tempers; for he who is of a calm 
and happy nature will hardly feel the pressure of age, but to him who is of an opposite 
disposition youth and age are equally a burden, 


—PLato 
(The Republic. Book I, 
Jowett translation) 


Dr. Bowman's RETIREMENT.—On June 
1956, Dr. Karl M. Bowman retired as 
irman of the department of psychiatry 
the University of California School of 
dicine, and superintendent and medical 
ector of The Langley Porter Clinic, Cali- 
nia Department of Mental Hygiene. Prior 
lis retirement, the staff of The Langley 
ter Clinic held a reception for him which 
attended by 400 of his friends, former 
s and colleagues, and following this 
faculty of the department of psychiatry 
fanother reception to honor him. 
Bowman has had a long and illustrious 
er. After graduation from the Uni- 
sity of California School of Medicine in 
he worked at Bloomingdale Hospital, 
ork, and the New York Neurological 
al, and from 1921 to 1936 was chief 
officer at the Boston Psychopathic 
under Macfie Campbell. During 
cars he taught at the Boston Univer- 
College of Medicine, at Harvard Medical 
“2 at Simmons College School of Social 
and the Smith College School of So- 
ork, and carried out many research 
» In 1936 he assumed the directorship 
division of psychiatry at Bellevue 
al, New York, and during this period 
ny fundamental investigations in the 
i of alcoholism and shock therapy were 
aken, He was professor of psychiatry 
s New York University College of 
F €, where he remained until his ap- 
ey ent as the medical superintendent of 
oA gley Porter Clinic and the chairman 
+, partment of psychiatry at the Uni- 
of California School of Medicine in 
is broad vision and indefatigable ef- 
e~ to develop The Langley Porter 
io O one of the first-class psychiatric 
and > dn the country, Under his direc- 


am, wsPiration teaching and research 
s flourished, 


Bowman has held many important 


fe his very active professional 
oe his unique distinction to have 
A ent of The American Psychiatric 

On for two years, from 1944-1946. 
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He has been a director of the American 
Board of Psychiatry and Neurology, a mem- 
ber of the editorial boards of several journals, 
including THE AMERICAN JOURNAL or Psy- 
CHIATRY, and continues to be a consultant to 
the Surgeon General of the United States 
Army, Navy and Air Force, as well as an 
area consultant in psychiatry to the Veterans 
Administration, In 1947 he was sent as a 
representative of the World Health Organi- 
zation of the United Nations to assist in set- 
ting up the National Neuropsychiatric Insti- 
tute in Nanking, In July 1950 he made a tour 
of the Far East Command at the request of 
the Surgeon General of the Army, asa special 
consultant in psychiatry, and from October 
1954 to April 1955, under the sponsorship of 
the China Medical Board of New York, Inc., 
he taught at the University of the Philippines 

and at the Unigersity of Indonesia at Dja- 
karta. While at the University of the Philip- 

pines Dr. Bowman was made an Honorary 

Fellow of the College of Physicians of the 

Philippines, and, “in recognition of his dis- 

tinguished services for the promotion of the 

cause of mental health in the Philippines,” 

was made an Honorary Life Member of the 

Philippine Mental Health Association. He 

was also awarded the degree of Doctor of 

Science (Honorary) by Washburn College, 

Topeka, Kansas, on May 30, 1953. At the 

present time he is an active, working member 

of the Northern California Citizens’ Ad- 

visory Committee to the Attorney General on 

Crime Prevention, His record of public 

service on a national, state, and local level has 

been outstanding. His frank and straight 

forward presentation of facts has brought 
distinction to the practice of psychiatry. 

Dr. Bowman’s research work has covered 
many areas, in particular the fields of schizo- 
phrenia, alcoholism, geriatrics, and sexual 
problems, Upon his so-called retirement he 
will continue teaching half-time at the Uni- 
versity of California School of Medicine and 
his research in the fields of alcoholism and 
geriatrics, as well as compiling the material 
collected during the several years of the sex 
research project directed by him. His “re- 
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tirement” will indeed be an active one and his 


friends and colleagues are looking forward to 
his continued professional guidance and en- 
couragement. 

ALEXANDER Simon, M.D. 


THE NATIONAL LIBRARY OF Mepicine.— 
President Eisenhower, on August 3, signed 
a bill establishing a National Library of 
Medicine in the Public Health Service and 
transferring to the Service all of the func- 
tions of the Armed Forces Medical Library 
(See the June issue of this Journal, p. 1032). 
A Board of Regents for the administration 
of the Library will consist of 7 ex officio 
members—the Surgeons General of the 
Public Health Service, the Army, Navy, and 
Air Force, the Chief Medical Director of the 
Department of Medicine and Surgery of the 
Veterans Administration, the Assistant Di- 
rector for Biological and Medical Sciences 
of the National Science Foundation, and the 
Librarian of Congress, together with 10 ad- 
ditional members appointed by the President 
with the consent of the Senate. The appoin- 
tive members will serve 4 years. 

A site for the new institution will be 
selected by the Surgeon General of the Public 
Health Service after consultation with the 
Board of Regents. 


84TH CONGRESS Appropriates RECORD 
Sum ror Mentat HeaLrH.—The 84th 
Congress voted over $35,000,000 to the Na- 
tional Institute of Mental Health for the 
coming year, as well as large sums to match 
state monies for the construction and re- 
search laboratories in the psychiatric field, 
and $12,500,000 for the construction and 
maintenance over a decade of a mental hospi- 
tal in Alaska. 

The breakdown of the N.I.M.H. appro- 
priation is as follows: over $12,000,000 for 
training grants and scholarships ; $10,000,000 
in research grants; and $6,000,000 in match- 
ing grants for community clinics and pre- 
ventive services; $2,000,000 will be devoted 
to a nationwide evaluation of the new tran- 
quilizing drugs, a project for which a perma- 
nent staff is now being recruited. 

Apart from the monies voted to the 
N.I.M.H., the 84th Congress also : authorized 
appropriation of $90,000,000 to be spent over 
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the next 3 years for the construction of re- 
search laboratories, $18,000,000 of which will 
go to psychiatric research construction ; voted 
$1,500,000 for a program of federal grants 
to support pilot projects in new ways of 
handling the mentally ill; voted $2,400,000 
to retarded children’s programs; and finally, 
voted $500,000 for the continuing support 
of the Joint Commission on Mental Illness 
and Health. 

One of the most important acts of the 84th 
Congress in the general health field was the 
passing of the Hill-Kennedy Bill authorizing 
the establishment of the National Library of 
Medicine (see Comment, American Journal 
of Psychiatry, July, 1956). The success of 
this legislation is owing largely to the per- 
sistent efforts of Dr, Alan Gregg, vice-presi- 
dent of the Rockefeller Foundation, and 
American medicine will be profoundly grate- 
ful to the 84th Congress for thus assuring 
that the National Library of Medicine will 
become a reality. 


Sare Dosace Levers IN RESERPINE.— 
Dr. Ralph G. Smith, Chief of the New-Drug 
Branch of the Bureau of Medicine, U. S. 
Department of Health, Education and Wel- 
fare, in a letter to all pharmaceutical firms 
producing new-drug preparations containing 
reserpine, asks that, in the labeling of these 
compounds, a lower safe dosage level be 
recommended and that additional „warning 
statements regarding contraindications and 
potential hazards be incorporated into their 
literature to physicians. - f 

In the treatment of hypertension, OF 0 
anxiety states on an outpatient basis, 
present consensus is that the usual recom 
mended maintenance dose should be 0.25 i 
daily. While doses of up to 1.0 MẸ: dal ag 
may safely be recommended for the ee ii 
of therapy, they usually should not be ¢ 
tinued for longer than a week. An RETE 3 
patient may require up to 0.5 mg. daily is 
maintenance dose, but if adequate nner rd 
not obtained from this dosage, it is W t 
consider adding another hypotensive agen 
rather than increase the dose of reep 

Continued use of reserpine in doses 0*" = 
mg. daily has been shown to increase ‘cath 
secretion and gastric acidity in a sig” mg 
number of cases, whereas doses of 0.25 


NEWS AND NOTES 


been shown to do so. Doses of 0.5 
ly for as short a time as 2 wecks pro- 
his effect in most individuals tested 
e resulted in massive gastro-intestinal 
age or perforation of an ulcer. More 
fant, reserpine in daily doses of 0.5 or 
g- produces severe depression in a 
cant number of cases, and has precipi- 


essful. Many of these depressions 
i severe enough to necessitate long- 
italization. Therefore reserpine in 
above 0.25 mg. is contraindicated 
er doses should be used with cau- 
ts with a history of mental de- 
b Peptic ulcer, or ulcerative colitis. 
Caution is necessary with respect to 

and physicians should follow 
fully their patients who are on reserpine 

Rauwolfia preparations. 

Fe is no general agreement as to the 
dosages higher than 5 mg. daily, 
ionalized psychotic patients, and 
maintenance dose should probably 
as 2.0 mg. daily. Reserpine should 
nued for 1 week before instituting 
py, since it may result in increased 
f convulsions, respiratory difficulty, 
complications. The possible dangers 
fnsion and fluid retention should 
in mind when large doses are used 
tated patients or those with cardiac 


Of 0.1, 0.25, or 0.5 mg. are suitable 
treatment of hypotension and mild 
tes. Tablets of 0.75 mg. or higher 
only for treatment of hospitalized 
patients under carefully con- 
nditions. The declaration of 
“ion the label of these drugs, Dr. 
2 Cautions, should stand out prominently 
ume rest of the label; and on tablets of 


Of more, should state “for neuropsy- 
only,” 


T oF Huncartan Docrors.—The 
edical Association has called at- 
the dire plight of professional 
Hungary, who, prior to the current 
ment regime, elected private practice 
‘than government employment as a 
farning their living. A typical case 
pi ot an 83-year-old doctor who put his 
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savings, earned through free enterprise, into 
an apartment building and insurance in U.S, 
currency. Both these investments have been 
“nationalized” by the current regime, with no 
compensation to the doctor who, with his 74- 
year-old wife, lives in one room on fare pro- 
vided by the local poor house (one meal a 
day consisting of soup and one vegetable). 

The World Medical Association in and by 
itself is powerless to bring pressure to bear 
on the Hungarian government to alleviate 
such conditions. However it hopes that medi- 
cal associations in the U. S. will be suffi- 
ciently moved to instigate their government 
to act through the United Nations to make 
the Hungarian government cease its gross 
violation of the International Covenant on 
Human Rights. 


VOLUNTEER SERVICES IN MENTAL Hospi- 
TALS.—A program to increase volunteer serv- 
ices in the hospitals of New York State was 
inaugurated last August with the appoint- 
ment of a statewide director of volunteers, 
Commissioner Paul H. Hoch has announced. 

Barbara Griffiths, former director of vol- 
unteers at Hudson River State Hospital, has 
assumed the new post and will aid the de- 
partment of mental hygiene in organizing 
volunteer services in each of its 21 institu- 
tions. 

The effect of a volunteer program on 
hospital-community relationships already has 
been successfully proved in the experimental 
project at the Hudson River State Hospital. 
The expanded volunteer program is being 
initiated under a grant obtained from the 
Doris Duke Foundation, New York City, by 
the New York State Society for Mental 
Health. 


REHABILITATION IN INFANTILE PARALY- 
sis.—The National Foundation for Infantile 
Paralysis has made a grant of $78,553 to the 
National League for Nursing to support the 
NLN’s efforts to improve nursing care for 
patients with polio and other diseases which 
lead to a need for rehabilitation. 


Dr. Eucene Davivorr.—The death of 
Dr. Davidoff, at the age of 55, occurred at 
Ellis Hospital, Schenectady, New York, 
where he had been in charge of the psychi- 
atric service since 1949. 
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Dr. Davidoff received his A. B. degree 
from Columbia, and M. D. from the Uni- 
versity of Iowa College of Medicine in 1927. 
He went at once into the N. Y. State mental 
hospital service and had a widely varied ex- 
perience at several centers. From 1937 to 
1942 he was assistant professor of psychiatry 
at Syracuse University. During World War 
IT he was on duty at Fort Leonard Wood in 
Missouri as consultant in mental hygiene 
with rank of Lieutenant Colonel. He con- 
tributed frequently to the psychiatric litera- 
ture, and wrote chapters in Failures in Treat- 
ment edited by Hoch, and in Mental Disease 
in Later Life edited by Kaplan. He was a 
Diplomate of the American Board of Psy- 
chiatry and Neurology and had been a Fellow 
of The American Psychiatric Association 
since 1934. 


Dr. WOLFSON DIRECTOR or LETCHWORTH 
VLAGE.—Commissioner Paul Hoch has ap- 
pointed Dr. Isaac N. Wolfson senior director 
of Letchworth Village at Thiells, N. Y., to 
succeed Dr. Harry C. Storrs, who retired 
June 30, 1956. Dr. Wolfson, director of 
Newark State School since 1950, took over 
the new post September 1. 

Dr. Wolfson has been in state service for 
25 years, and before assuming the post at 
Newark State School he had been assistant 
director of Manhattan State Hospital. 


EXPERT COMMITTEE ON PSYCHIATRIC 
Nurstnc.—The World Health Organization 
has published the first report of the Expert 
Committee on Psychiatric Nursing, The re- 
port traces the various stages of psychiatric 
care from the confinement of the patient to 
his reestablishment in the community, and 
emphasizes the role the psychiatric nurse 
plays throughout. Current trends depict her 
role as less custodial than in the past and 
more therapeutic. One section of the pamph- 
let deals with the education of psychiatric 
nursing personnel, the shortage of which 
today has led to a near-crisis in some state 
hospitals. 

Copies of the report may be obtained from 
World Health Organization, Palais Des Na- 
tions, Geneva, Switzerland, for 30 cents each. 
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ResearcH RELATING TO CHILDREN — 
This twice-yearly publication of the Depart- 
ment of Health, Education, and Welfare is 
now soliciting reports of research on pro- 
grams and services for children in the health 
and welfare fields. Only those studies of 
physical health which are of interest to in- 
vestigators in fields other than the strictly 
medical sciences, e.g, studies on physical 
growth, psychosomatic illness, emotional or 
social factors in health and disease, will be 
accepted. 

Copies of Research Relating to Children 
may be purchased through the Government 
Printing Office at whatever price covers the 
cost of printing the individual issue. The 
present issue is 60 cents. Inquiries and re- 
ports of research should be directed to the 
Clearinghouse for Research in Child Life, 
Children’s Bureau, Social Security Adminis- 
tration, U.S. Department of Health, Edu- 
cation, and Welfare, Washington 25, D.C. 


AMERICAN ELECTROENCEPHALOGRAPHIC 
Sociery.—At the roth annual meeting of the 
American Electroencephalographic Society 
held in Atlantic City, June 15-17, 1956, the 
following were elected to office: president, 
Dr. John R. Knott, Iowa City, Iowa; prest- 
dent-elect, Dr. Robert S. Dow, Portland, 
Oregon; secretary, Dr. J. K. Merlis, Boston, 
Massachusetts; treasurer, Dr. Peter Kella- 
way, Houston, Texas. 


Correcrion.—In a note on Egypto 
Medicine in the August Journal, P- E 
Etaoin Shrdlu was at work on the ae 
words. The two Greek words, from y 
the word psychiatry may have been beeps 
correctly spelt are: yrxis *arpeiov. The q 5 
tation was from A History of Medicine, y 
Henry E. Sigerist. 

fa the eins issue of the Journal, P- ie 
by an inadvertent slip in transcribing @ ie K 
item, the Washington University Sa 
Medicine located in St. Louis, was ta 
ported to Chicago. We regret this ra s 
Washington University still remains ! 
Louis. 
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Connecticut SEMINAR IN PSYCH iate 


AND NeuRroLocy.—The roth postgra 
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seminar in psychiatry and neurology extends 
from September 1956 to May 1957. It is 
sponsored by the Department of Mental 
Health of the State of Connecticut and the 
Department of Mental Health of Yale Uni- 
versity, in cooperation with various hospitals 
and institutions in the State. 

This is a comprehensive course covering all 
aspects of clinical neurology, neuro-anatomy, 
neurophysiology, neuropathology, clinical 
psychology, basic psychiatry, child psychi- 
| atry, and related subjects. 

There are no fees for any of the courses, 
For copies of the program, apply to the 
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Office of the Assistant Dean, Yale University 
School of Medicine, New Haven, Connec- 
ticut. 


Music THerapy.—The seventh annual 
conference of the National Association for 
Music Therapy will be held at the Hotel Jay- 
hawk, Topeka, Kansas, October 18-20, 1956. 
Members of allied professions may attend by 
paying a registration of 5 dollars. For fur- 
ther information, write to Margaret Sears, 
Chairman, Publicity Committee, Topeka 
State Hospital, Topeka, Kansas. 


In one of his well-known addresses, Wilfred Trotter, that sage, philosopher, and sur- 
Seon, discussed the relative roles of reason and observation in medicine, and stressed the 
necessity of a due mixture of both and the evils of either when not balanced by its natural 
complement. Today, perhaps, observation is in the saddle, but not always with both its 
feet in the stirrups of reason, and the frequent and misguided reiteration of J ohn Hunter's 
famous question to the young Jenner, “Why think, why not try the experiment?” that we 
encounter in Hunterian addresses and articles on medical history, has become a foolish and 
tiresome cliché. We cannot think that Hunter wished to imply an antithesis between 
these two activities, yet some of the platitudinous quoters of his historic remark write as 
though they believed that to make an experiment would relieve Jenner from the cutesy 
of thinking: from the iron necessity of sound intellectual method. Perhaps Harvey’s brief 
comment upon his own labours, that they were the fruit of “reason and experiment, 
though now forgotten by us, was an aphorism far better worth preserving. mie Sa 
will note which of these pronouncements came from the physician and nai irom Ha 
surgeon, recalling that the latter did not enjoy for some centuries that close relation wi 

university which from the beginning was the advantage of the physician. 

—Sm Francis WALSHE A 
(The First Arthur Hall Memorial Lecture, 
University of Sheffield, March 22, 1956) 


BOOK REVIEWS 


Tae SusnormaL Mino. Tumo Epition. By Sir 
Cyril Burt, D. Sc., Hon. Litt. D., Hon. LL.D. 
(New York: Oxford University Press, 1955. 
$5.00.) 


This is a third edition of the book first published 
in 1935, and is similar to the previous editions ex- 
cept for the addition of very brief notes at the end 
of each chapter and of a new appendix. 

The first edition consisted of a series of lectures 
given under the terms of Mr. Charles Heath Clark’s 
bequest to the University of London, which were 
slightly expanded and revised for publication, 
Since the first edition was published, the author has 
observed that the interest in clinical psychology, 
particularly as applied to school children, has rapidly 
expanded and attracted increased public interest, 

In preparing this edition the author has tried to 
make it useful to the general practitioner as well as 
to all others who are interested in the welfare 
of the child, such as teachers, educational officials, 
clinical psychologists, and others, 

In the first chapter, “The Normal Mind,” he de- 
scribes his concept of the normal mind and the 
methods available for investigating the more normal 
characteristics. He observes that “most forms of 
mental subnormality turn out to be little else than 
exaggerated deviations in one or more of these 
characteristics. Certain symptoms and certain dis- 
orders are definitely pathological, and are found 
only in the mentally diseased; but these are com- 
paratively rare.” He then takes up in turn the vari- 
ous forms of mental subnormality—those that affect 
the intellectual aspect of the mind followed by the 
moral and temperamental disorders. These are pre- 
sented in turn by chapters on the mentally deficient, 
the dull or backward, the delinquent, the neurotic, 
and by a chapter in which he describes what he 
terms the “asthenic” and another on the “sthenic 
neuroses.” There follows a chapter entitled “As- 
certainment and Incidence,” in which he first con- 
siders how far systematic observation and experi- 
mental methods will carry us in the diagnoses of 
psychoneurotic disturbances and then discusses the 
frequency of neurotic conditions among adults. 

The section on mental deficiency and the defini- 
tion of the defective seem quite adequate for pre- 
sentation to general practitioners though there is 
too little said about the social and behavioral con- 
sequences of this defect. Much of the book deals 
with the British social scene, particularly the edu- 
cational system, and derives the bulk of its ma- 
terial from British workers. Burt does recognize, 
however, that the importance of heredity and rare 
types of disease processes has been overemphasized 
in mental deficiency. The material on psychological 
tests and on the concept of mental age and intelli- 
gence quotient is good. 

We all can join Burt in the hope he expresses 
in his concluding sentence of the preface, “May I 
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hope that one outcome of this book will be to stimu- 
late research on what are some of the most impor- 
tant problems of the day?” 
E. J. Encperc, M. D, 
Minnesota School and Colony. 


INTERPRETATION oF SCHIZOPHRENIA. By Silvano 
Arieti, M.D. (New York: Robert Brunner, 
1955. $6.75.) 


In this monumental volume Dr, Arieti accepts the 
challenge that schizophrenia has long constituted 
for students of psychological illness. He makes an 
inspired and penetrating attempt to understand and 
reveal the processes underlying this mysterious and 
perplexing mental phenomenon. 

The work is unusually broad in its scope. The 
author obviously has drawn on extensive clinical 
experience and exhaustive familiarity with the 
literature as a basis for painstaking reflection. Ap- 
propriately, the reader is immediately oriented by 
a review of the historical development of the con- 
cepts of schizophrenia. Kraepelin, Bleuler, Meyer, 
Freud, Jung, and Sullivan are designated as the 
principal contributors with a critique of the con- 
tribution of each. It is evident that the author i 
strongly influenced by Sullivan’s interpersona: 
theories, f one 

In “The Psychodynamics of Schizophrenia, e 
etiological basis of the process is traced pirati 
the anxiety producing interpersonal ger 
early childhood to general primary defenses, ‘ re 
Dr. Arieti names the schizoid personality an a 
stormy personality. In his opinion these a ts 
defenses are so inadequate for dealing with t a di 
creasing complications of later life that han 
vidual may have to turn eventually to the psy ita 
solution. The elements of the psychotic ne s 
are presented in, “The Psychological eire 
Schizophrenia.” These Dr. Arieti calls the T 
mechanisms. They are mechanisms, which are ! P 
mon to both the normal and the neurotic pg 
and represent evolutionary psychological e a 
ment steps by which ancient primitive man g a 
ually became the man of today. These pro for 
considered to become teleologically availa iy 
regression when the individual finds his pars ng 
intergration inadequate to meet the overwhe 
anxiety produced by current living. | 

This principle of teleologic regression 
return to archaic form of rationality or P 
thinking is undoubtedly one of the most $ 7s 
and thought-provoking parts of the book. heading’ 
thor enlarges on this concept under the fons 
“The Retreat of Reason,” co nate r 
ciety,” and “The Retreat from Emotions., ja 

Dr, Arieti believes that although sch le 
has been studied rather thoroughly from neto 
scriptive point of view very little has been 


with a 
logic 


elucidate the details of its regression phase, He 
undertakes this in a section called, “The Longi- 
tudinal View of Schizophrenia.” He divides this 
phenomenon into an initial stage, an advanced 
stage, a pre-terminal stage, and a terminal stage. 
In each stage he finds strong corroboratory proof 
for his theory of teleological regression, He il- 
lustrates how the archaic mechanisms as they are 
utilized prove inadequate for adaptation and result 
in the schizophrenic seeking constantly more archaic 
mechanisms, and thereby, ever continuing to a lower 
level of adjustment. 

In “The Psychosomatic Aspect of Schizophrenia,” 
the author reviews the literature regarding somatic 

anges in the illness. He concludes this discussion 
with some most intriguing speculations in regard to 
the part that the central nervous system and the 
autonomic nervous systems may play in the phe- 
nomenon of teleological regression. 

The final section deals with treatment of schizo- 
prenia, While Dr, Arieti is prejudiced in favor 
ined chotherapeutic methods in dealing with the 

S, and regards the somatic therapies as simply 
symptomatic treatment, he finds, nevertheless, that 

e latter are useful, and advocates that they be 
used for whatever they are worth, Regarding 

otherapy he thinks that one of the most im- 
| Paet Considerations is that the patient must feel 

_ enevolent, sincere effort is being made to reach 

m, with no demand being made on him, From 
j beans of view it is evident, he believes, that the 
offers ality of the therapist is very important. He 
i ali Suggestions in regard to the thera- 
tortanoe a gclationship, and points out the im- 
ie of ts : therapist's participating in the whole 

This ee 
Kire a H an extremely valuable one for the 

bles os ent of psychiatry. It compactly as- 
at the Se “i knowledge of schizophrenia, and, 
ing Question, foa introduces a number of tantaliz- 
all Worker s for investigation, This isa book that 

S interested in psychotic illness will want 
© à part of their libraries, 
WALTER L, Granam, M. D., 
Henry Ford Hospital. 


: MorrmoLocy anp Function. Paul 
: M.A., D.Ph, M, D., (Springfield: 
arles C. Thomas, 1955. $6.00.) 


T T 

ay, ctthor's historical introduction reminds us 
oli ine ucidation of the structure of astrocytes, 
tetely a Foglia, and microglia cells is almost com- 
Robertson out of the present century, Although 
i : > in Edinburgh, undoubtedly stained mi- 
Years if bl in 1900, it took him another 10 
co ed ‘ome convinced of their mesoblastic 
tedi ia christen them “mesoglia.” Hortega 
ad in the these cells, by silver Staining, in 1921, 
named Same classical paper he first described 

Ie ig, oligodendroglia. 
Glee shoarefore, very valuable that Professor 
Mtr kroj d have written this good summary of 
edge of the neuroglia to date. The magni- 
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tude of his task is shown by his bibliography of 
nearly 300 references. 

The known special functions of the different 
neuroglial cells are conservatively and well dis- 
cussed, and speculations for future research are 
hazarded. 

This is a very satisfactory little book to have 
handy for all who are interested in the structure 
and functions of the nervous system. 

Eric A. Lietz, M. D., 
Toronto, Canada. 


Current THeraPy—l956. Edited by Howard F. 
Conn, M.D, (Philadelphia and London: Saun- 
ders, 1956. $11.00.) 


This latest volume follows the characteristics of 
its predecessors, but is not as bulky, being about 
200 pages smaller. It has been shortened by not 
having as many articles duplicated by various au- 
thors, and by smaller type in places. There are a 
large number of new contributors and those who 
own the previous volumes will thus have available 
a large experience as well as improvements in 
treatment over the years. 

There are many new subjects covered. Among 
these are: a new survey of the drugs for hyper- 
tension; the tranquilizing drugs in some mental 
diseases; the problem of poliomyelitis vaccination 
and schedules for immunization to common infec- 
tious diseases. 

In a reference book of this sort there may be a 
tendency to take for granted that the reader knows 
already the details of dosage of even common drugs, 
but this should be avoided unless a clear reference, 
with the page, is given. 

Where younger physicians contribute, the ten- 
dency to make a list of treatment procedures, rather 
than a description of the therapeutic measures and 
the reason for them, should be avoided where 
possible, é 

The index is good and the listing of the new 
pharmaceutical names with their ingredients is an 
excellent feature. The publishing is excellent. 

Trevor Owen, M. D., 
Toronto, Canada. 


ICAL TREATMENT OF MENTAL Disease. By 

bar N, McCarthy, M.D., and K. M. Corrin, 
M. D. (Philadelphia: Lippincott, 1955. $12.00.) 
The book is noteworthy because of the vividness, 
accuracy and completeness of the descriptions of 
various clinical syndromes, as for example alco- 
holism, psychopathic personality, and the adolescent 
psychoses, It is timely because of the attention 
given to the art of the practice of medicine result- 
ing in practical guidance which I find unequaled 
aket with Weir Mitchell whose pupil he 
was, Dr. McCarthy early developed an intense in- 
terest in the art of the practice of medicine as ap- 
plied to nervous and mental diseases. This gives 
the book its unique flavor; it comes as close as 
can be to handing down to young doctors or those 
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unfamiliar with the care of the mentally ill, the 
necessary skill in applying knowledge and ability 
to their every-day care. 

The book is drawn from experiences beginning 
in times when far fewer therapeutic weapons were 
available, when the physician had to rely more on 
diagnostic acumen, and spent much more time 
understanding the patient and the factors in his 
environment responsible for the development or 
distortion of his personality. To him “total push” 
included altering and strengthening the patient’s 
purpose, devising ways and means of improving his 
physical health (such as regimens to insure con- 
stancy of cooperation and guidance) and inspiration 
in helping him to acquire new interests. It also 
included knowing and influencing those about the 
patient, and understanding the benign and perni- 
cious forces responsible for his health or disease, 
Reading the case histories and therapeutic discus- 
sions of these factors will inspire admiration for 
the authors’ wisdom, and for their energy and de- 

termination in using every single force available for 

recovery. 

The advances in the more technical and physical 
fields of medicine are much more likely to become 
a part of permanent knowledge than the advances in 
the art, accumulated by keen observation over long 
years of general practice. All of us know many 
wise and able physicians whose wisdom and expe- 
rience are lost to their successors, because of their 
neglect or inability to write in this most difficult 
area, 

WutaM L. Lone, M. D. 
Philadelphia, Pa. 


Srress. Fifth Annual Report, 1055-56. Edited by 
Hans Selye, M. D., and Gannar Heuser, M. D. 
(New York: M. D. Publications, 1956. $20.00.) 


This is the fifth of the annual reports which 
represent supplements to the book Stress published 
in 1950. The extensive bibliography and cross- 
referenced system of indexing, according to subject, 
has been continued. This bibliography covers most 
of the world’s literature in the broad field of interest 
encompassed by the book. The Annual Reports 
plus the original Stress thus make a unique source 
of reference material for the period 1950-55. 

The series of special articles by authorities such 
as Jerome Conn, Dwight Ingle, Thomas Dougherty, 
Ernst Scharrer, Herbert Stoeck, include “Primary 
Aldosteronism—A new Clinical Entity”; “Hor- 
monal Influences on Inflammation and Detoxifica- 
tion”; “The Role of the Adrenal Cortex in the 
Etiology of Disease”; “Neurosecretion.” These 
articles contribute very greatly to the balance and 
value of the book, presenting as they do divergent 
views on stress and allied topics. For those who 

already own earlier volumes of the series, the book 
is highly recommended. 
E, A. Seters, M. D, 
Defence Research Medical Laboratories, 
Toronto, Canada. 
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Tue Concert or Scuizopnrenta. By W. F, Me- 
Auley. New York: Philosophical Library, 
1954. $3.75.) 


Schizophrenia is a complex disorder which has 
constituted one of the most challenging problems 
for research during the past 50 years. To date it 
has apparently eluded any verifiable knowledge as 
to its cause or causes, but some of the investigations 
have revealed considerable information regarding 
the expressions, the diagnosis, the course and the 
outcome of the disorder, although there is a rather 
wide divergence of opinions concerning the interpre- 
tation of even these findings and their practical 
applications, 

This book attempts to estimate and evaluate the 
concepts and opinions that have accumulated on 
schizophrenia including the historical background 
and the modern attitudes. The eternal pseudo- 
question of the relative importance of heredity and 
environment comes in for discussion. 

The first chapter presents the “scientific recog- 
nition of schizophrenia” with due consideration of 
the high points and of the contributors from Plato 
to Cannon, Kretschmer, and Sheldon. One finds a 
quotation from Kraepelin that is seldom mentioned 
anywhere these days. Kraepelin concluded “that 
we must seek the real cause of dementia precox in 
conditions which are spread all over the world, 
which thus do not lie either in race or in climate, 
in food or in any other general circumstances of 
life.” In short, the disorder is similar in framework 
wherever it is found. y 

The second chapter offers a survey of dynamic 
concepts of schizophrenia including Adolf Meyers 
reaction types and the experimental approach 
with drugs. Chapter 3 is devoted to heredity wit 
a discussion of the literature revealing the ust 
pro-and-con attitudes toward the role of hergai 
Here we find the same old sloppy diagnostic won, 
and the substitution of wishes for facts—the “har vA 
facts of heredity. Apparently many opposi H 
accepting hereditary factors as being operative 
man accept it willingly when applied to anima’ 
Chapter 4 in discussing the impingement of saii 
and environmental conditions upon the perso: a 
fails to present verifiable evidence that the env! ‘aos 
ment is particularly important in causing ei 
phrenia. Obviously what is “stress” to one m e 
is not to another, regardless of the age © 
individual. h 

Chapter 5 describes a portion of the work being 
done in neurophysiology and metabolism, an osis 
remainder of the book is concerned with diagh be 
and a survey of modern therapy. According Sizo- 


“ i igin o 
author “Although the psychogenic orig! bis book. i 


i is.” Some might want to express pe on 
tionship differently since it is possible on condatY 
evidence offered to assume that only the seer ori- 
symptoms of the disorder are “psychogem where: 
gin but that the primary ones originate bat cannot 

Although there is much in the book ti 


Valuable he 
logiaj «Poetical, the biochemical and physio- 
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be accepted, at least in the light of present scien- 
tific knowledge, it does reveal the dire need for a 
philosophy of research, a method, and for a con- 
sistent follow-up study to determine what happens 
in thousands of cases. It provides a brief survey 
of the present knowledge, and offers a useful bibli- 
ography on the subject. It can be read with interest 
and profit, 
Noran D. C. Lewis, M. D., 
Princeton, N., J. 


Stupies IN SCHIZOPHRENIA: A MULTIDISCIPLINARY 
APPROACH TO MIND-BRAIN RELATIONSHIPS, Re- 
Ported by Robert G. Heath, M. D. (Cambridge: 
Harvard University Press for Commonwealth 
Fund, 1954. $8.50.) 


Dr. Robert Heath and twenty-two collaborators, 
representing a number of research disciplines, re- 
Port in detail the results from a study of the effects 
of stimulation and destruction of parts of the septal 
fegion of the animal and human brain. They at- 
tempt a multidisciplinary approach to some aspects 
a schizophrenia, with the techniques of psychiatry, 
ay Psychology, biochemistry, and neurophysi- 

The presentation begins with an introduction by 
tae eath on the theoretical concepts, which postu- 
the 5 possible relationship between patterns of 
ee and physiological processes in different 

8 of the nervous system and that the septal 
fi ìs an area of major importance in the acti- 
ng and inhibitory circuits. 
hd second section deals with acute and chronic 

‘one experiments some of which indicate that 
S of the septal region initiate an Addisonian- 
ai om Several changes of metabolic sig- 
the bok are described in detail. A large part of 

i J8 included in section 3 which describes 
a mental procedures with 20 schizophrenics 
Sekar ae stimulation was applied with sub- 
tendons sn This part represents a tre- 
deed haga of careful work which has pro- 

prm interesting data obtained in physiologi- 

emical, and psychological categories, 
01 25 Oa 2 sections are devoted to case reports 
ma, with critical evaluations by a group 
; ka s on the project, Section 5 presents brief 

+ g discussions by 10 distinguished scien- 
Metion o centing the areas studied, and finally 
discusses ae out improvements in the techniques, 

al sd experiments and shows a follow-up 
treated Valuate improvement in some of the cases 

It we 

Would Seem that these workers have made a 
ginning toward bringing into one focus 
ti 


pects of the major mental disorder of our 
Ng must be read for a comprehensive 
aoe 10 brief review can convey the scope, 
Significance of such research. 
Noras D. C, Lewrs, M. D., 
Princeton, N. J. 
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Procress iN CuinicaL PsycHoLocy. VoLuMme II. 
Edited by Daniel Brower and Lawrence E. Abi. 
(New York: Grune & Stratton, 1956. $6.00.) 


Since the publication of Volume I a number of 
years ago, clinical psychology has undergone tre- 
mendous changes, having widened its scope of 
research and clinical activities, and has come to a 
turning point where gains are being consolidated 
and an evaluation being attempted. In fact, it is 
this reviewer’s impression that the tenor of almost 
all the contributors to this volume is directed to- 
ward consolidation and evaluation of “progress.” 

The volume is divided into five parts, the first 
consisting of but an introductory statement of one 
of the coeditors, Abt, a statement historical as 
well as empirical. Of the other four, it seems to 
this reviewer a slight of “progress” that the second 
part, “Assessment and Appraisal Processes,” deal- 
ing primarily with Rorschach and TAT tests, con- 
tains but three contributions and constitutes in 
quantity the smallest of the whole volume. This 
reviewer has always been of the opinion that there 
was something more to psychology than testing 
and, particularly, research in the Rorschach 
methods, which, to the best of my knowledge, are 
overrated in this country, as compared with the 
Old World where the Rorschach originated. 

The third and fourth parts seem to contain the 
meat of the progress made in clinical psychology— 
the psychotherapeutic, counseling, and special ap- 
plication processes, such as the various schools 
(psychoanalytic and Rogerian), tools (play, music, 
art, bibliotherapies, and the psychodrama), special 
disabilities (reading, speech disorders, cerebral 
damage, and the physically handicapped), special 
aspects and special items (hypnosis, research on 
dreams, statistics), and some of the settings, in 
which clinical psychology is practised (correctional 
and mental institutions). In view of the breadth of 
this volume, I would briefly like to review a few 
contributions. x5 

One paper was written by Kogan on statistical 
methods in psychology, a subject one rarely finds 
in the medical or nonmedical literature of psy- 
chology. The author is a well-known social scien- 
tist and demonstrates how therapists can “borrow 
constructively a method to be used by an allied dis- 
cipline. A selected, but ample, bibliography is ap- 
pended from which the interested reader may choose 
additional material if he desires to delve deeper into 
this subject. i ils cas : 

The other paper to be singled out for commen 
here is George R. Bach's “Current Trends in Group 
Psychotherapy.” In aim and scope as well as in 
length it is the longest of the entire volume, in re- 
search one of the most extensive (containing no 
less than 167 bibliographical references), and pre- 
senting a host of many theories in group psycho- 
therapy. Bach, although admittedly favoring his 
school, the dynamicist school of Kurt Lewin, never- 
theless has preserved the cool detachment of the 
true scientist and researcher in discussing contro- 
versial issues, such as the place of Moreno or Jung 
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in group psychotherapy, and particularly while re- 
futing a large segment of that school of psycho- 
analysis, which, like the late Otto Fenichel, feels 
that only “for an analytic working through the situ- 
ation of intimacy with the doctor alone seems in- 
dispensable.” Yet, it is psychoanalysis, which, seem- 
ingly more than any other school of thought, has 
contributed to real progress in group psychotherapy, 
not only as evidenced by the late Paul Schilder, but 
by such recent contributions as those of Martin 
Grotjahn, Nathan Ackerman, Saul Scheidlinger, 
and S. R. Slavson. It also is evidence of Bach's 
scientific atmosphere that he refrains from hero 
worship whether he speaks of his own teacher, Kurt 
Lewin, or of such contemporaries as S. R. Slayson, 
Leary, Coffey, Maslow, Durkin, or Welch. Every- 
body simply has his place in one methodology, that 
of group psychotherapy, which unites them all. 

This reviewer would like to raise one question 
pertaining to the selection of the writers. With the 
exception of two writers (who are psychiatrists), 
the other 22 contributors are clinical psychologists. 
It might have been appropriate for some of the 
progress in clinical psychology to be evaluated by 
representatives of other disciplines, even if in their 
points of view the progress in clinical psychology 
did not always appear to be as shiny as psycholo- 
gists themselves like to believe. 

All told, this second volume is not only a “must” 
for all psychologists regardless of their school of 
thought but also a rich experience for their col- 
leagues in other disciplines, particularly in psy- 
chiatry and psychiatric social work. 

Hans A. Itnc, Pa. D, 
Los Angeles, Calif. 


Year BooK or Neuroocy, PSYCHIATRY AND NEURO- 
SURGERY (1955-1956 Series). Edited by Roland 
P. Mackay, M.D. (Neurology), S. Bernard 
Wortis, M.D. (Psychiatry), Percival Bailey, 
M.D., and Oscar Sugar, M.D. (Neurosur- 
gery). (Chicago: The Year Book Publishers, 
1956. $7.00.) 


The editor of the neurology section notes that 
the “outstanding neurologic event of 1955, 
all doubt,” was the production of the polio vaccine. 
After public release, the use of vaccine from one 
laboratory had been followed by attacks of polio- 
myelitis in 79 children, of whom 11 died and three- 
fourths were paralyzed. There were also 125 contact 
cases. After testing methods were perfected no fur- 
ther complications occurred, and the Salk vaccine 
came into use in many countries. Mackay records 
that in the U.S. in 1955 the vaccine “was about 75% 
effective in preventing paralytic poliomyelitis among 
those vaccinated.” 

He also calls attention to continuing work on the 
functions of the temporal lobes, their reception of 
a variety of sensory impulses which evoke visceral 
circuits and would thus appear “to offer the dynamic 
for extrinsic behavior.” Further, “the temporal 


lobes, and in particular their inferior and medial 
portions, become indispensable to memory, but not 
its sole repository.” 

Many valuable contributions to our knowledge of 
the degenerative diseases are also cited. Further 
studies of the convulsive disorders emphasize “that 
EEG patterns are not readily translatable into clin- 
ical terms. ... The current lazy appeal to the 
EEG for the answer to all questions of diagnosis, 
prognosis and therapy is more than ever to be 
deprecated.” 

In introducing the psychiatric section, Wortis 
notes that the present period in psychiatric history 
is likely to be remembered as the era of psycho- 
pharmacology. While warning against the panacea 
obsession, he conservatively records that the newer 
drugs “are often remarkably helpful in the treat- 
ment of some neurotic and psychotic reactions.” 

Intensive work is being carried out in the field 
of experimental psychiatry—the production of psy- 
chosis-like reactions by ingestion of lysergic acid 
and related substances and their resolution by the 
use of other drugs. ; 

“Advances . . . in the physical and pharmacologic 
therapies have done much to move psychiatry closer 
to medicine in its broadest and best application, and 
have also shown that the psychiatrist needs to be | 
a physician with many skills, biologic, psychologic | 
and social.” 

The editor forsees the advent of “newer and better 
anxiety- and tension-relieving drugs,” the perform- 
ance of “fewer total lobotomies,” and more effective 
treatment by “newer electric and ultrasonic pro- 
cedures.” : 

Bailey and Sugar, in their introduction to the 
section on neurosurgery, devote most of their re- 
marks to severe criticism of the operation of lobot- 
omy in the treatment of mental illness. They quote 
with approval the assaults on this procedure by the 
Belgian, J. Ley. They seem to accept this author's 
concession that there is only one justification for 
lobotomy—the relief of violent suffering, either 
moral or physical. They recall with emphasis the 
Hippocratic maxim, Primum non nocere. 7 

Welcome is the finding that with the use of t i 4 
newer drugs “the temptation to use it [lobotomy 
early in the course of a mental illness bas been 
practically eliminated.” ; 

Among other neurosurgical procedures the EE 
refer to temporal lobectomy introduced by Beu 
and Gibbs for psychomotor epilepsy. These author: 
warning against bilateral invasion of the medial wat 
of the temporal lobe has not always been heede 
with disastrous results. : 

Since Cushing opened the doors to brain an 
ever wider and deeper areas of that organ a 
been made accessible to remedial techniques oF be 
posed to experimental interference. R 
Sugar sum it up: “By all means let us conți 6 
to search for new methods of alleviation of arises 
ailments, but always mindful of ouf responst 
as physicians.” CBF. 
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INTRODUCTION OF DR. PERCIVAL BAILEY, ACADEMIC LECTURER 
Tue AmericAN PSYCHIATRIC Association 112TH ANNUAL MEETING 


FRANCIS J. GERTY, M.D, Cxicaco, ILL. 


My acquaintance with the man who is to 
deliver the 1956 Academic Lecture of The 
American Psychiatric Association began 
over 30 years ago. For the last 15 of these 
years, he has been a colleague and a valued 
friend on the faculty of our medical college 
atthe University of Illinois. When he comes 
before you, you see the assistant, the associ- 
ate, and a major scientific successor of 
Harvey Cushing. His classification of the 

fain tumors in Cushing’s collection on an 
embryologic basis is our standard classifica- 
tion of these tumors. We cannot overesti- 
mate the impetus given to Cushing’s work 
when he became Cushing’s first postwar as- 
sistant, He studied the case histories of pa- 
a with brain tumors and was the first 

a out the very high incidence of emo- 

~ denne in tumors of the third 

ich im - 
aly pinged upon the hypotha: 
es a when still a very young man, he 

i cs osen for the high honor of reading 

hag in French for Cushing at the Troi- 

«ae Reunione Neurologique Internationale 

a sent with Babinski and Monrad-Krohn 
| sd ance, In 1939 Cushing, at his birth- 

3 Sol had this to say early in the course 

tribute age to the many addresses of 

Eei a at were made: _“So you see I’ve 

oh. x neurosurgical li fe leaning heavily 
A z on Percival Bailey and his pupil, 

isenhardt,” and then went on to 


€ a long seri i i 
: es o $ 
Seiates, f his assistants and as 


1928 he r O- 
In he becam 
f e neurosurgeon and Pr 


eurology at the University of 

Eee, voe he became a member of the 
lt was with e University of Illinois in 1939, 
Sor of Ne the title of Distinguished Profes- 
Bere urology and Neurological Surgery. 
» at the Neuropsychiatric Institute, 
“loch, ee and also with Oldberg, McCul- 
Valuable gu Gibbs and others, he did much 
and neur ae upon the neurophysiological 
its dist a ological bases of behavior and 


he : 
i nces, To the whole medical and 


scientific world he is known and honored as 
a great neuropathologist, clinical neurologist, 
and neurological surgeon, and few living 
neurologists could justly advance a better 
claim to lasting fame. 

Nevertheless, were I to cease at this point, 
your minds might justly question the wisdom 
of inviting him to give this Academic Lec- 
ture. I might well turn to him and say: Don 
Quixote, valiantly charge the heights before 
you where sit the psychiatric windmills, They 
can unhorse a man! r 

But the picture is not complete. Our 
speaker has had something to do with psychi- 
atry, too. In 1920, he served as a resident in 
psychiatry in the Cook County Psychopathic 
Hospital. During the 2 years he spent in 
Paris, he was a close attendant upon Pierre 
Janet’s clinical work and lectures, and, on 
occasion, can be persuaded to give a talk on 
his experiences under Janet’s tutelage. He is 
a charter member of the Illinois Psychiatric 
Society. He has always collaborated fully 
and closely with the work of the psychiatric 
division of the Illinois Neuropsychiatric In- 
stitute. When he was appointed Director of 
the State Psychopathic Laboratory of the De- 
partment of Public Welfare of Illinois in 
1951, he set about vigorously to reorganize 
its training and research program. 

As Chairman of the Psychiatric Advisory 
Council of the Department of Public Wel- 
fare, he has worked closely with the 7 psy- 
chiatrists appointed to that body by the 
Governor. With them, he has initiated many 
undertakings important for mental health 
in the State of Illinois. Among these are 
the making of grants for psychiatric research 
from the state mental health funds; the 
establishment of a Psychiatric Institute upon 
which construction will soon begin ; and prob- 
ably most important of all, the creation ofa 
Psychiatric Training and Research Authority 
which will provide $1,000,000 a year for 
grants for continuing psychiatric research 
and training programs in the State of Illinois. 
The Psychiatric Institute and the Authority 
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have become facts through statutory estab- 
lishment. 
Perchance, and this I do not certainly 
know, though I know his general trend of 
mind, his remarks to us this day may be 
somewhat critical of some aspects of psy- 
chiatry. If so, remember that the critic has 
also been a performer. It is not again the 
case of English bards and Scotch reviewers, 
He has not scorned to work and help us in 
our field. Should he speak of lobotomy, ob- 
serve that he is a skilled brain surgeon. 
Should it be the tranquilizing drugs, bear in 
mind that he has encouraged research with 
them at the Galesburg State Research Hospi- 
tal. If he chooses to speak of the training of 
psychiatrists, it is to be noted that he has lived 
in close touch with training programs as a 
resident physician and teacher, and has borne 
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partial responsibility for the conduct of some 
of them. It is possible that he will ignore 
neither shock treatment nor psychoanalysis, 
He has worked with Meduna, originator of 
convulsive therapy of the psychoses, and has 
spent many long hours with psychoanalysts, 
such as Alexander, Grinker, and Carmichael, 
though these hours have been to plan in- 
corporation of analytic training in residency 
programs and to design hospital facilities 
and promote research, not for personal 
analysis, 

If his name were not printed in the pro- 
gram and I had not mentioned it earlier, it 
would have ceased to be a mystery after my 
first few sentences. I introduce to you an 
Honorary Fellow of this Association who 
will deliver the Academic Lecture—Dr. 
Percival Bailey. 


THE ACADEMIC LECTURE 


THE GREAT PSYCHIATRIC REVOLUTION! 
PERCIVAL BAILEY, M.D.2 Curcaco, Int. 


Be his stuff begged, borrowed, or stolen, or of his own domestic manufacture, 
he is an uncommon man, Swear he is a humbug—then he is no common humbug. 
... The truth is that we are all sons, grandsons, or nephews or greatnephews of 
those who go before us. No man is his own sire. 


In my youth I was greatly interested in 
Psychiatry and thought seriously of entering 
the field as my life’s work, For reasons which 
are here irrelevant, I went instead into brain 
Surgery. Now, more than 30 years later, for 
Teasons equally irrelevant on this occasion, I 
find myself abandoning surgery and preoc- 
cupied with the problems of psychiatry, In 
my long absence from the field, I had heard 

ta great revolution had taken place (169), 
sol Was all eagerness to plunge into the new 
era, Since I still remained a physician, I never 
doubted that the poor patients, who had 
TO my interest in the first place, were 
A much better off. After 3 years of read- 

8, listening, and observing, I find myself in 
a state of grievous bewilderment’, I had for- 
ga that revolutions bring change but not 
b oid „Progress. Today I propose to 
oa O grips with many of the recent de- 
a ata in psychiatry, both physical and 

a ological, not forgetting, as Oberndorf 
aaa that “psychoanalysis began to 
wonize psychiatry fifty years ago.” 
Marat come from the surgical clinic I 

a bie, began first to assess the results of 
4 a treatment of psychiatric disor- 
aris ( new, of course, that many psychi- 
ere 14) had grave doubts of the advisabil- 

ese interventions, but it seemed to me 

ok eir objections rested mainly on theo- 
= grounds, derived either from theologi- 
siderations or perhaps from vague un- 


~ous memories of the teaching of Franz 


*Read at 
e the 112th annual meeting of The 
American Psychiatric Association, Chkago, m. 
Disc ay 4, 1956. 
"Age rel Illinois State Psychopathic Institute. 
than any n Jakeh: “Surely I am more brutish 
a : an at the understanding of a 
i lear wisdom nor have the 
edge of the holy” (Proverbs 30:2, 3). 
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Josef Gall. I had done a few such operations 
myself, without scruples, feeling that there 
was no more reason to hesitate to remove 
part of the brain than part of the thyroid 
gland, if the patient stood to gain thereby. 
Nevertheless, the reaction of one of my own 
patients had disturbed me. After a lobotomy 
she turned to her husband and launched into 
a tirade so filthy that it would have made a 
sailor blush, then looked at me in glee and 
remarked, “I have been wanting to do that 
for 30 years,” Here was a way of bringing 
repressed material into the open with a 
vengeance, There was also that other patient 
who, after a frontal lobectomy, brought into 
his company, for which he was a salesman, 
so many orders that the company had to 
make a rapid merger with another in order 
to cope with them. Then the company made 
him executive vice-president; within a year 
the company was bankrupt. Such experi- 
ences gave me pause ; it may be true that the 
troubling of the intellect is difficult to detect 
by the usual tests of the psychologist(82) 
but it seems that Franz Josef Gall was not 
entirely wrong. 

Now, after the wave of psychosurgery has 
swept across the country, leaving hecatombs 
of mutilated frontal lobes behind it, I read 
many accounts of the results and am frankly 
appalled. Abusive and obscene language, dis- 
ability in long-time planning, uninhibited 
sexual drive, obnoxious mannerisms, stealing, 
suggestibility, laughing spells, convulsions, 
and other untoward symptoms are frequent 
(0, 128) and discouragingly persistent in spite 
of intensive reeducation. The most favorable 
result seems to be that the disturbed patients, 
after lobotomy, are easier to manage in the 
hospital, But, as Wiener (162) remarked, they 
would be still less trouble if taken to a gas 
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chamber as the Nazis recommended. Grave 
doubts have arisen(115) concerning the 
justifiability of using this substitute for 
better administration, more personnel and 
larger budgets. So that classical lobotomy has 
been forbidden in the Soviet Union (147), se- 
verely criticized by the Pope(136) and is 
rapidly disappearing from our practice. It 
relieves anxiety but at too heavy a cost. 
Does this mean that all forms of surgical 
intervention on psychiatric patients must be 
banned? As soon as untoward symptoms be- 
gan to appear after lobotomy, suggestions 
were made that perhaps they could be avoided 
by removing only parts of the frontal lobe, 
and still obtain the desirable transformations 
of character. But which parts? It was quite 
natural to think of the ubiquitous and sup- 
posedly precise chart of Brodmann, as in- 
triguing as the phrenological chart of which 
it was a lineal descendant. It rested on the 
belief, unconscious or avowed, that a differ- 
ence in structure means a difference in func- 
tion. It was necessary, therefore, to outline 
areas in the cerebral cortex which had dis- 
tinctive structure and then find out by ex- 
periment or observation what the functions 
of these areas were, The derivation of this 
program from Franz Josef Gall is obvious 
and it was so plausible that the surgeons, 
including myself, with their customary enter- 
prise, began enthusiastically to put it to the 
test. Everyone knew of the striate cortex and 
its relation to vision, and of the motor cortex 
and its relation to movement; it was easy to 
recognize them under the microscope. When, 
however, I began to try to check the accuracy 
of my extirpations from the frontal pole I 
found myself, in spite of years of experience 
with the microscope, unable to recognize the 
areas of Brodmann, When I went to the 
literature for help I found to my dismay that 
Brodmann(23) had published only a chart; 
the data on which it rested were unayailable, 
Of course, Economo had produced what 
Lorente de Nó called an unsystematic elabo- 
ration of Brodmann but now my suspicion 
was aroused, Therefore, I began a study of 
cytoarchitectonics which lasted for years and 
culminated in the publication, with Gerhardt 
von Bonin (g), of a monograph on the human 
cerebral cortex in which we reached the con- 
clusion that the subdivisions which Brod- 


mann had made in the frontal eulaminate 
cortex were inconstant and unimportant. 
Brodmann himself had said they were etwas 
willkiirlich, an understatement worthy of an 
Englishman. We rejected still more vigor- 
ously the infinite parcellations of the school 
of Oskar Vogt. Meanwhile, I had ploughed 
through all of the voluminous and compli- 
cated writings of the Vogt school—days 
and weeks and months of laborious cross- 
checking—suffering constantly from the 
symptom called by the French psychiatrists 
the phénomène du déjà vu as one meticulous 
description after another proved on analysis 
to be merely a paraphrase of the preceding. 
I am persuaded that I am the only man living 
who has performed that onerous task, and 
maintain that only three other men have cost 
me so much fruitless travail. They are, as 
we shall see, Franz Josef Gall, Thomas 
Aquinas, and Sigmund Freud. As a result 
of all this travail I have turned my attention 
away from the cortex to the subcortical struc- 
tures and now pin my hopes on Clarke’s 
stereotaxic instrument, At any rate, the great 
neurosurgical revolution has proven abor- 
tive; it has not emptied our state hospitals. 
Whether similar destructions in the deeper 
regions of the brain will prove any more help- 
ful remains to be seen, Remembering the 
results of the great epidemic of lethargic 
encephalitis, now largely forgotten by the 
psychiatric theorizers but of which Jelliffe 
(95) once said; “In the monumental strides 
made by neuropsychiatry during the past ten 
years no single advance has approached = 
importance that made through the study 0 
epidemic encephalitis,” we may be sure that 
deep lesions of the brainstem will produce 
alterations in behavior. Whether these va 
be helpful to the patients may be doubte 
when one thinks of the findings of Kliivet 
and Bucy(105) in monkeys and the pore 
tunate results of those(153) who have rashly 
reproduced them in human beings. ly 

In the development of his method of trea 
ing psychiatric disorders by frontal Joboto 
Egas Moniz(124) was prodded by the i 
servations of Jacobsen and Fulton on the a 
sults of experimental lesions of the ae 
lobes in chimpanzees. Other methods 5 
treatment have developed from the EEN it 
tion of natural experiments in man. 
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was noted that psychiatric symptoms were 
often relieved by intercurrent infection and 
this led to the treatment of syphilis of the 
brain with malaria. It was also known that 
shocks of various kinds might bring relief. 
In 1787 a German physician, Scheidemantel 
(145), wrote a book entitled, Die Leiden- 
schaften als Heilmittel betrachtet. This is, 
therefore, no new idea but, after the work of 
Sakel, Meduna, and Cerletti, the modern 
vogue of shock therapy spread like an epi- 
demic across the face of the globe. At first 
the reports were very enthusiastic, In read- 
ing them I suffer again from the phénomène 
du déjà vu which, I begin to suspect, will be 
one of the Leitmotive of this lecture. Much 
the same panegyrics attended the spread of 
the shock gospel as had the spread of lobot- 
omy and, I might add, as attended, in a pre- 
vious generation, the spread of phrenology.* 

However that may be, criticisms(14) of 
shock therapy were not long in arising, just 
as happened with lobotomy, These did not 
arise from the occasional physical accidents 
— 


l: "It will be recalled(36) how Amariah Brigham, 
one of the founders of this Association, was so 
aes by that movement that he had lectures 
P e subject given to the staff in his institution 
Eoo that they listened with rapt attention. 
oe ay (133) translated the great work of Gall 
purzheim and remarked(36) that “no story- 
sie ever devoured with such abandon of 
tions.” pet as Gall’s great work Sur les Fonc- 
as the Orace Mann(36) “regarded phrenology 
ie the Breatest discovery of the ages and built all 
by ories of mental and moral improvement upon 
Seat eas which it furnished him. .., Upon the 
‘Ysiological studies of Gall had been erected a 


mi 
ZAARA Superstructure variously termed a social 
itself” It universal philosophy, a guide to life 


invaded the fields of penolo , health 
ea Melville, Whitman), penis (Mor- 
ine Le ore psychiatry, religion, and sociology. 
Peas ( I avoid the phénomène du déjà vu when 
ing ps 439) recently : “By founding and develop- 
ere oanalysis Sigmund Freud inaugurated a 
many eid which has penetrated and enriched so 
be dificult : of thought and endeavor that it would 
lice to list them all. Some of those fields are, 
thropoige tology and psychiatry, sociology ? an- 
religion ey (142), mythology, the various fine arts, 
Cab ilosophy, education.” In spite of Franz 

: aed Aki had certain scientific scruples and 
studies we sts against such wilde Phrenologie, 
then “* Published of the characters of prom- 
Ther is ng since dead as well as of those living. 


on extant a phrenological chart of the 


is Count: 


literatur 
ton) 


< Stanley Hall, who brought Freud to 
Ty, if anyone is interested in consulting it. 
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such as broken backs. They arose from more 
theoretical considerations. In the first place, 
no one knew how the method worked, when 
it did. In the case of general paresis it was 
possible to demonstrate that the malarial 
infection destroyed the spirochetes which 
caused the disease. But the diseases treated 
by shock therapy, of whatever variety, had 
no known etiology. It was, therefore, a blind 
empirical treatment. Also, it was too liable 
to abuse; its use saves much time which 
would otherwise have to be spent in inter- 
views and therapeutic sessions. 

There is also a punitive aspect(15) which 
cannot be denied. It brings memories of 
older psychiatrists who intentionally pun- 
ished their patients as a means of therapy.* 
Aulus Cornelius Celsus said that they must 
be chastised by hunger, chains, and fetters. 
Patients dread electric shock, if they have 
not seen it administered to others, less than 
they do metrazol shock but there is, never- 
theless, an unconscious memory(15) which 
becomes apparent in panic reactions at the 
sight of certain apparatus, Moreover, it does 
not produce permanent therapeutic results. 
Long experience seems to have reduced the 
use of electric shock to melancholia, espe- 
cially the involutional type, in which it some- 
times cuts short the attack in spectacular 
fashion. 

Insulin therapy is less dramatic and bru- 
tal but its effects are also transitory in 
schizophrenics and there is a temptation to 
use it, as is the case with lobotomy, as another 
substitute for better administration, more 
personnel and larger budgets. Moreover, 
this treatment sometimes leaves organic syn- 
dromes more serious than broken backs, such 
as loss of memory translating diffuse destruc- 
tion of brain tissue, or impulsive and violent 
behavior. All of these considerations again 
bring echoes from the past. Esquirol (43) re- 


2 Sasz(143) : “Does it not follow, then, that when 
we propose to apply psychiatry [read psychoan- 
alysis] to social change the relevance of the alleged 
theoretical ereer for change rests on €x- 

aiy elie ” 
af a en tele) recommended, “If all these 
modes of punishment should fail in their intended 
effects, it will be proper to resort to the fear of 
death. By the proper application of these mild and 
terrifying modes of punishment chains will seldom, 
and the whip never, be required to govern mad 


people.” 
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marked that “Van Helmont advises that one 
leave the patient under water until he loses 
the use of his senses.” * It would seem that 
the renaissance of shock therapy is not the 
answer to our problems. 

Lately, the crowd has rushed to a new 
series of drugs. Rauwolfia and chlorproma- 
zine are the watchwords of the hour. They 
are driving lobotomy and shock therapy 
from our hospitals. Enthusiastic reports ap- 
pear weekly.? But there have been previous 
similar enthusiasms concerning other drugs. 
A good example is that of William Wright 
(168) for sodium bromide which he praised 
in essentially the same words a quarter of a 
century ago. It seems then that neither the 
bromides, Rauwolfia, chlorpromazine, nor any 
other drug will solve our problems. They 
may calm the agitated patient long enough to 
make him more accessible to other forms of 
therapy, or long enough to let nature take her 

course, and so make him easier to care 
for while he remains in the service, but they 
have also deleterious effects and cannot be 


1 Pinel(135) remarked thereupon: “The bizarre 
idea of Vanhelmont was to destroy, to their very 
roots, the ideas of the patients which, according to 
him, could be accomplished only by obliterating, 
one might say, these ideas by a state near to death, 
But one should blush to insist on this medical de- 
lirium, perhaps still worse than that of the patient 
whose troubled reason one wishes to restore,” 

2 Noce, Williams, and Rapaport(128): “From 
our experience to date we believe that about 80% 
of psychiatric patients show improvement that is 
attributable to the alkaloid, Depressed patients be- 
come alert and sociable, while the hyperactive, 
noisy, assaultive group becomes tranquil. The use 
of restraints, seclusion, and electro-convulsive ther- 
apy has decreased by at least 80% since this study 
began. Remissions have been produced in 20 
patients, and 8 have been discharged. In the near 
future, leave of absence for all patients in remission 
is contemplated. As reserpine is used for longer 
periods of time, we expect remissions to occur in a 
higher percentage of patients.” 

Compare Wright(168): “It is seen, therefore, 
that while 50% of the cases showed a decided 
improvement, 75% benefited to some extent... . 
Patients showing marked habit deterioration, such 
as soiling, wetting, and destructiveness, become 
cleanly, less destructive and better able to care for 
themselves; and patients given to outbreaks of 
violence, with a tendency to assault, become much 

better adjusted to their environment, and their 
activities are more easily directed into useful chan- 
nels, following treatment. Agitated, depressed states 
show much less agitation and take food more will- 
ingly; some gain in weight ... some recover, 
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given indefinitely, They are not replacement 
therapies. 

Now I hear you say to yourselves, all this 
is but demolishing straw men. We had long 
since abandoned such anachronistic empirical 
organicist practices. The twentieth century 
has seen the coming of a triumphant new 
era based solidly on etiology—the era of 
psychogenesis.* I wish that it were so! 

Recently I was consulted by the head of 
the department of internal medicine, who 
wanted my advice as to what the relationship 
should be between the psychiatric service and 
the service of internal medicine. So I rushed 
to the library and got out a big book(158) on 
the subject. I did not want to appear to my 
eminent colleague to be completely ignorant. 
I began, as is my wont, with the preface. I 
am not one of those who believe that prefaces 
are written but not read. Sometimes the pref- 
ace suffices. It did so in this case because, 
believe it or not, this is what I read: “No 
work on psychosomatic medicine could have 
been attempted without the biologically ori- 
ented psychology of Freud.” That did it! 
How could anybody make such a statement 
who had read Dejerine(37) and Hack Tuke 
(155), or even Dr. William Sweetser (152) 
who, in his book on mental hygiene published 
in New York in 1843, remarked, “Few, we 
imagine, have formed any adequate estimate 
of the sum of bodily ills which originate 1m 
the mind.” Psychosomatic medicine is as old 
as the hills. a 3 

If I had not, like Aurelius Augustine, mis- 
spent my youth in reading, and had not been 
cursed with a retentive conscious memory, 
how much simpler life would be. a migi 
even enter a gleichgeschaltet environment 
with enthusiastic faith and become a suecan 
ful psychotherapist.* The younger pene 
tion suffers from no such handicap. Ina r 
of psychiatric residents, recently conduc he 
in New York, an appalling ignorance of 
history of psychiatry was uncovered. as 
should be pointed out that they cannot i 
pend on histories of psychiatry; they mt 
go to the original texts. As Charles Bear 

® Whitehorn (161a) “Many now talk about, the 
psyshogenic diseases, a trouble-making term w a to 
pernicious implications will plague us for yea 


Dificile est satiram non scribere (Juvenal). 
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said, any historian must select his material 
because the space available is limited and 
“The moment you select, you begin to inter- 
pret.” Any history of psychiatry(169) at the 
present day is apt to be slanted heavily in 
favor of Freud. One of the brighter of the 
younger men recently confessed to me that he 
could read no other language than English. 
What a frustrating handicap to have to over- 
come! If he had had a classical education he 
might have run across the id and superego in 
Ovid? whose Medea cries (132), 
Tf he had had a good Christian upbringing 
he might have run across the cry of St. Paul : 
‘For the good that I would I do not, but the 
evil which I would not, that I do (Rom. 
7:19). Even in translations he might, as 
Mullahy ( 126) says, “have found something 
of the insights of the Greeks and something 
of their wisdom, which we are rediscovering 
at last, twenty-three hundred years later,” 
Of such a half-educated generation what 
can be expected? Unless one adopt the atti- 
tude of another of the starry-eyed youngsters 
who, when I asked him whether he had read 
pe tiling of Janet, replied, “Why do I need 
os peed: all that stuff? Have I not been ana- 
yzed?” He reminded me of the eminent 
neurosurgeon who remarked to me, “What 
eh I of neurology ? Have I not air and 
aS oh Such people leave me speechless, 
T det € people whom I detest, those whom 
$ est the most are the ones who believe 
they have already entered into Paradise 


and see all things face to face and not through 


sige glass. But, to return to psycho- 
i ic medicine, the most unkindest cut of 
A came recently when I read in a small book 
friaa attic therapy written in Paris by my 

» Henri Baruk(15) : “Freudian psy- 
Ees whose influence has been con- 
iid e, has given birth to narcoanalysis 
Aat Piychosomatic medicine.” Is it any won- 
tag I am bewildered? I remember a 
ont that great explorer, Daniel Boone. 
Na i close of a long life of wandering 
mildere € trackless wastes of the western 
= sss someone asked him if he had ever 


1 
++ Gliudque cupido, M. i i 
X 0, Mens aliud suadet. Vid 
elior, Proboque; Deteriora sequor (132). af 
I ried desire say Yes, and reason No; 
ins See with open eyes the better cause, 
Own it better, yet pursue the worse. 
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been lost. “No,” he replied, “but I was a bit 
bewildered once or twice.” I have not been 
so fortunate. For a long time I have been 
wandering around the tangled thickets of 
psychoanalytical literature and I have been 
often bewildered. I have perhaps only this 
advantage, that I am no Hanns Sachs(141) 
to be brought to heel-by a frown from my 
Master, 

Although I have read a great deal of psy- 
chiatric literature, I never in my wildest 
dreams imagined that I should one day be 
invited to deliver this Lecture, so I made no 
notes. I was given very short notice, there- 
fore I have had to construct it out of the 
waifs and strays of my recollection, and have 
spent most of my time trying to identify their 
parentage. When I had completed it I sub- 
mitted it to three of my friends, all pro- 
fessors and eminent psychiatrists. One said 
it was excellent, another said he would enjoy 
the reactions of the audience, and the third 
said it would leave me without friends. Do 
you still wonder that I am bewildered? Well, 
since psychiatry seems to be largely a matter 
of faith I can only stand up and bear witness 
to the faith that is in me. I should not have 
chosen this moment to do so, but perhaps it 
is for the best. The time of presentation is 
also short so I shall spend most of it on Sig- 
mund Freud ? who is most in vogue at pres- 
ent. But you can refer to my recent study of 
Janet(11). 


2I do this in the same spirit as Julius Wagner, 
Ritter von Jauregg. On the occasion of his seventy- 
fifth birthday Freud wrote to him on behalf of the 
Vienna Psychoanalytical Society, offering their 
congratulations. In the course of the letter Freud 
took occasion to complain of criticism by some of 
the assistants in the psychiatric department, im- 
plying that they had done so at his instigation or, 
at least, with his connivance. Jauregg replied as 
follows (see Kolle(107)): l 

“I seize this opportunity to defend myself against 
the title of adversary of psychoanalysis. I have for 
the first and only time, so far as I know, in the 
year 1930 written something about psychoanalysis 
and that in a newspaper article in speaking of a 
work by Alexander and Staub on psychoanalysis 
in the criminal law. ; : 

I believe that whoever may read this essay will 
not be able to assert that I have acted as an “ad- 
versary” of psychoanalytic teaching; I claimed only 
the right of a critic. For the psychoanalytic teach- 
ing created by you is, after all, not a dogma, which 
depends on faith, but a scientific work which, with 
all its magnificence, can still be vulnerable in its 
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Let us begin with Jones’ biography (100) 
which is appearing these days. In its prepara- 
tion he was obliged to read a great deal. Re- 
cently he(99) wrote, “Freud has been re- 
garded as a revolutionary genius who intro- 
duced novel and disturbing ideas. The first 
half of the sentence is undoubtedly true, but 
the second half needs qualification. As a 
result of my researches I came to the un- 
expected conclusion that hardly any of 
Freud’s early ideas were completely new.” 
Then he gives a long list and adds, “This is 
a formidable list, which I cannot discuss here 

in detail, and yet it can be shown that there 
are broad hints + of all of them in the writ- 
ings of previous workers with which Freud 
was thoroughly familiar.” Why was this 
conclusion unexpected by Jones? Obviously 
because he had not read of them previously, 

But there is another aspect of the matter, 

Why had Freud left a faithful devoted dis- 

ciple in such ignorance? Freud tells us, in 

one of his letters to Fliess(63), that he 
stopped reading because he found his own 

ideas expressed better than he could. Did 

he wish to save his disciple Jones from such 

a deception? Or had he forgotten? If so, 

what motive had he for forgetting? You will 

pardon me for asking such a question, but I 

am told that I must learn to think dynami- 

cally—that is, in terms of motives. I leave 
you to speculate on the answers. I remember 
only that Freud was a very ambitious man. 
In his preface to the first volume of his 
biography (p. xiii) Jones remarks, “Im- 
measurably great as was my respect and ad- 
miration for both the personality and achieve- 
ments of Freud, my own hero-worshipping 
propensities had been worked through before 
I encountered him.” How little even the most 
eminent psychoanalyst knows of himself! 
Maybe they had been worked through but 
they had surely not been worked out. His 
biography is one long paean of hero-worship. 
This was evident even to Time magazine. Its 
very language is evidence enough—‘divine 


details, For what former students have written 
against psychoanalysis, I accept no responsibility. 
I point out only that other gentlemen in my clinic, 
I name only Poetzl, Schilder and Hartman, have 
written in the sense of psychoanalytic teaching 
without my looking askance at them.” 

1 See also Brandt(22). 
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passion, true genius, indomitable courage, 
imperturbable composure, Herculean labor, 
extraordinary power, absolute integrity, etc., 
etc., etcetera” as the King of Siam would 
have said.? Its Leitmotiv is clearly apparent 
on page 53(vol. I) where he turns Freud’s 
passivity into strength. In this astounding 
passage one perceives, in the dim dark re- 
cesses of Jones’ unconscious, the vague out- 
line of a hill in Palestine. Not for nothing 
does Jones come from a race of preachers, 
I remember also that it was in the mind of 
Jones, the only goy in Freud’s entourage, that 
there was hatched the idea of organizing a 
band of faithful disciples.* Of course, there 
were only six instead of twelve, but the idea 
was the same. Jesus of Nazareth was more 
fortunate because only one of his disciples 
betrayed him. Nevertheless, the remaining 
disciples spread Freud’s gospel far and wide. 

What was the nature of this gospel? Jones 
remarks (I, 220) that up to 1893, at the age 
of 37, “there was little to foretell the exist- 
ence of a genius,” Thus far we can follow 
him. He further says that “the devising of 
this method [of ‘free association’ ] was one 
of the two great deeds of Freud’s scientific 
life, the other being his self-analysis through 
which he learned to explore the child’s early 
sexual life, including the famous Oedipus 
complex.” He further remarks, “he was on 
the verge of exploring the whole range of in- 
fantile sexuality and of completing his theory 
of dream psychology—his two mightiest 
achievements.’ Eighteen ninety-seven was 
the acme of Freud’s life.” We shall remark 
later on Jones’ strange omission of psycho- 
analytic therapy. 


“Tf one discusses Aristotle, he is the geniu 2 
nature. If one writes about Plato, he is the be 
Plato, One does not comment simply ps at 
works of these men; they are always the igre 
men vertitably divine, men who were the a light 
tion of their century and who received special pich 
from God. It is the same with the subject W ‘he 
one treats: it is always the most beautitu, 
most noble, that which it is the most secon ja 
know.” (Malebranche, De la recherche 
vérité, II, 6. í 

3 Easter (306) : “Every closed system must © 
necessity develop an apostolic hierarchy. 

‘Cf. Fromm’s(68) list of “the most vaethod, 
parts of Freud's esi his aee the un- 
his evolutionary concept, his con as 
conscious as a truly ai force rather than 
a sum total of erroneous ideas.” 


valuable 
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Well, I gather from the literature that the 
theory of infantile sexuality is badly battered. 
I remember when I first came across the 
Oedipus complex, Although I thoroughly 
detested my father, I could not then, or since, 
find any trace in my unconscious of a desire 
tomurder him in order to replace him in my 
mother’s bed. Others, like William Ellery 
Leonard(112), in spite of persistent effort, 
could find no sexual factor in their neuroses. 
When I lately returned to my interest in 
matters of pathological psychology, I was 
much puzzled by this complex. It did not 
seem to me to fit the Greek myth. Oedipus 
Rex used to be one of my favorite tragedies, 
During my student days in Paris, I went 
often to see it played at the Comédie fran- 
çaise, just as Freud did. So I got a big book 
by Mullahy(126) from the library and 
ploughed laboriously through it. 

Tt was clear as mud but it cover de groun’ 
An’ de confusion made me brain go roun’. 


So, like Belafonte’s Man Piaba, I sought 
further and found that not only Horney and 
Fromm(67) had doubts about the Oedipus 
complex, but also many others(7r). F. A. 
€iss(159) lists it as one of the erroneous 
Concepts which must be given up. Even 
teud admitted that he had overestimated 
€ primacy of the sexual instinct (66a). 
Freud’s ideas were often launched with 
ae enthusiasm, like scare headlines in a 
aided and then quietly dropped without 
Taction, A good example is the seduction 
ag of hysteria which is not mentioned in 
ife o tification of investigating the sexual 
of neurotic patients( Jones, I, 265). Or 
retraction may be on the sixteenth page in 
Print, such as the retraction of the 
_ dumatic etiology of neuroses which is bur- 
i in the Civilisation and Its Discontents 
tee in a strangely tortured phrase. 
ten ig See neurosis as the outcome of a 
vation © between the interests of self-preser- 
"Ry and the claims of libido he says, 
Re analyst will admit that none of this 
i ‘Ow reads like a statement long since 
Shized as erroneous.” 1 


1 . 

as a itchorn (160a) ; “I respect Freud greatly 
sin ist, for his hard victory over himself, in 

Wate,” shelve this [libido] theory or at least 
ts k something additional in the light of 

tåget wledge and insight.” (Cf. also the Nacht- 


° Hemmung, Symptom und Angst.) 
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It now seems strange to me that I did not 
realize earlier that many of Freud’s psycho- 
logical writings are not scientific treatises, 
but rather reveries—a sort of chirographic 
rumination. From what he told Abraham, it 
would seem that Freud was the first of the 
“writing” psychoanalysts who fill the jour- 
nals with their meditations as a relief from 
listening to those of their patients (Jones, II, 
396). Could much of Freud’s writing have 
been a sort of occupational therapy? He 
said that he wrote mostly when he had a de- 
gree of discomfort of which to rid himself; 
when he was feeling well he found it difficult 
to write(Jones, II, 396; I, 305, 346, 356). 
He wrote, “at high pressure the very few 
hours he could [ Jones, II, 395] spare at the 
end of a day of toil.” There were also 
months of apathy when he wrote nothing 
(Jones, I, 306, 344). He could have had 
little time for revision and correction. If 
this idea had become evident to me earlier it 
would have saved me much cudgeling of my 
brains in an attempt to find in Freudian 
writings logic and method.? 

What of the theory of dream psychology? 
I gather that it, also, is severely battered. 
Oberndorf(129) writes, “Thirty years later 
the function and interpretation of the dream 
remains something of an enigma.” Gerard 
(73), in the last Academic Lecture, ex- 
pressed some doubt: “Freud’s assumption 
that dreams exist to preserve sleep is not 
only unnecessary to his important interpreta- 
tions of latent and manifest dream content 
and of the nature of dream work; it also 
seems unsound physiologically.” That dreams 
are wish-fulfillments seems also doubtful to 
many people.’ That their symbolism is not 


2 Freud (64) : “Since we have good grounds for 
being distrustful, our attitude towards the results 
of our own deliberations cannot be other than one 
of cool benevolence.” A 

Freud (65): “This insight sounds plausible, but 
it is in the first place too uncertain and lets in the 
second place more new questions and doubts emerge 
than we can answer.” 

Not for nothing was Bérne (Jones, I. 246) one 
of his favorite authors. In his “Art of Becoming 
an Original Writer in Three Days,” Borne con- 
cludes: “Here follows the practical prescription I 
promised, Take a few sheets of paper and for three 
days in succession write down, without any falsifi- 
cation or hypocrisy, everything that comes into 
your head.” Sounds like James Joyce.  — 

® Hoche(84): “From a scientific prosaic view- 
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established anyone may prove to his own 
satisfaction by submitting the same dream to 
several analyzed psychiatrists and comparing 
the different interpretations That one’s 
preoccupations appear in dreams in distorted 
form I can well believe; and that the analyst 
can make use of this material as a starting 
point in an analysis just as one can use pa- 
tients’ paintings or creative writing. But this 
is a far cry from the Traumdeutung. I think 
Jesus ben Sirach(30) was nearer to the truth 
when he wrote: 


He who seeketh vanity findeth delusion 
And dreams elate fools; 

As one watching a shadow and pursuing the wind 
So is he that trusteth in dreams. 


This is obviously no place to attempt an 
appraisal of Freud’s psychology, even if I 
thought myself capable of doing it. Besides, 
I have no desire either to bury Freud or to 
praise him, only to protest(79) against his 
apotheosis. I may ask only why Freud be- 
littled ? Janet on every possible occasion, 
though accepting his fundamental hypothe- 
sis*—a constitutional peculiarity predispos- 
a ZED RESTS A S 


point, however, we are dealing with the perform- 
ance of a play written by no one, which runs off 
without a stage-manager and without a prompter, 
and in such a way that some one steps forward 
from behind the scenes—now from the right and 
now from the left—and propounds this or that.” 

1 Freud (64): “This would seen to be the place, 
then, at which to admit for the first time, an excep- 
tion to the proposition that dreams are fulfilments 
of wishes.” 

Freud(66) : “The old dream-interpreter Artemi- 
doros was certainly right in his contention that the 
dream changes its sense according to the person of 
the dreamer.” 

Freud: “I must, therefore, resort to my own 
dreams ...I shall certainly be confronted with 
doubts as to the trustworthiness of these ‘self- 
analyses’ and it will be said that arbitrariness is 
by no means excluded in such analyses.” (Basic 
Writings, p. 195 Modern Library, 1938.) 

2 Freud(50): “Psychoanalysis soon put itself in 
sharp antagonism with Janet’s opinions baecuse 
[sic] (a) it refused to trace hysteria directly to a 

congenital hereditary disposition, (b) it offered 
instead of a mere description a dynamic explanation 
by a play of psychic forces, and (c) it referred 
psychic dissociation [the importance of which had 
also been recognized by Janct] not to a psychic 
synthesis arising from a congenital disability but 
to a special psychic process called “repression” 
(Verdrangung].” 
3 Freud(s55): “As a matter of fact they are 
serious, constitutionally determined affections. . . .” 
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ing to neurotic breakdown? Even Jones(98), 
in his recent Valedictory Address, is forced 
to admit in neurotic patients what he calls 
“An innate factor akin to General Intelligence 
G. It may have to havea physical basis which 
will bring us back to the often neglected 
problems of heredity.” This comes danger- 
ously near to accepting the ideas of a power- 
ful rival of his Master. Also Freud(57), in 
his Analysis Terminable and Interminable 
talks pure Janet without, of course, giving 
credit, The analysts begin only now to do 
grudging justice to Janet. S. Nacht (127) of 
the Psychoanalytical Institute in Paris says, 
“Psychic causality is only a causality of 
second degree ; the psychic conflict does not 
acquire a pathogenic value except on certain 
terrains.” P. Male(117) also places emphasis 
on the neurological terrain.* 

That many of Freud’s theories were ill- 
founded * and have been abandoned, partly 
by the founder himself and more by his dis- 
ciples, is now well known. F. A. Weiss (159) 
lists, as ideas which must be given up, the 
following: The priority of sexual events in 
childhood, the castration complex, penis envy, 
the Oedipus complex and cure by Abreaction 
of old trauma. How could it be otherwise 
when we remember how Freud built up his 
theories?(Jones, I, 45). Just before his 
seventieth birthday he remarked that he had 
spent his life guessing how the mental ap- 
paratus is constructed, He sat in his study, 
pondered on these matters and scribbled his 
ruminations. Unfortunately that is all he did. 
Thrice in his early life he essayed the experi- 
mental method and thrice he failed (Jones, I, 


4Jung(101): “Disturbances in the sphere of the 
unconscious drives are not primary, but secondary 
disturbances.” he 
“A neurosis is a dissociation of the personality: 
*Freud(66): “The deficiencies of this sma 
more preparatory than finished, essay are ae 
in small part excusable if I give them out as ii 
avoidable. In a few sentences about psychic ed 
sequences of the adaptation to the reality pringe 
I must announce meanings that I should rat ; 
have retained and whose establishment certain 
will cost much effort.” Amit 
Freud (66): “But I am myself ready to 2°) 
willingly that such wide-ranging conclusions as 
above should be built on a wider basis. ae 
Freud (66a): “It is almost shameful that, eu 
so much labor, we should still find difficulty m $ 
ceiving of the most fundamental matters. - » * 
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54). These are the failures which Jones says 
laid the foundation of his genius. 

I know that there are attempts to prove 
that psychoanalysis is a science.1 They do 
not convince me and have convinced very 
few objective observers(146). Even Freud 
(56) admitted that it is only a sort of post- 
dictive science, lacking in power of synthesis 
and prediction. Science cannot be built on the 
insights of visionaries or on the mutual 
titillation of interdisciplinary minds at Palo 
Alto, or elsewhere. Science can be built only 
by the cautious, laborious verification, step 
by step, of one’s hypotheses, establishing 
each one solidly before passing on to the next 
and, as Jones says(I, 34, 40), Freud had no 
patience with such a method. It is not a 
glamorous process. I remember one day sit- 
ting in the front row at a meeting of the 

erican Neurological Association when 
Smith Ely Jelliffe came in, listened for a few 
moments, then turned to me and remarked, 

Oh, Bailey, I’m sick of this deadhouse stuff. 
I wish a pretty woman would come in and 
tell a dream,” 

: In his Totem and Taboo Freud (58) says: 

Though my arguments have led to a high 
degree of convergence upon a single compre- 

ensive nexus of ideas, this fact cannot blind 
us to the uncertainties of my premises or the 
difficulties involved in my conclusions ... . 
It Must be admitted that these are grave diffi- 
culties, and any explanation that could avoid 
Presumptions of such a kind would seem to 

Preferable.” We can agree with that one 
too. In another place(54) he said, “One 
might ask me whether and how far I am con- 
of the correctness of the assumptions 

o roped: My answer would read that 
oo Neither myself convinced nor do I ask 


iy: 
vidoes (171) : “Psychoanalysis rests on indi- 
M Rane empiricism, and the inductive method. 


uch in the libido theory will be revised, but its 
ao Postulates will remain.” 
the Mak In an authoritative scientific work 
Ether is a” I read not long since the sentence, 
oe, : fundamental postulate of physics’. 
Physics Tan y authoritative work upon modern 
‘ethe a iis it a not find the word 
; the ’ di 

Ere cecur ir ira Hene onsas postulate’ did not 
scrutin Postulates of any science are as subject to 

y as the conclusions derived from them. In 


Present case the result 


analysis but may not be psycho- 


it might be nearer the truth. 
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that others shall believe them; or, better 
stated, I don’t know how far I believe them.” 

It has become a habit, in beginning a psy- 
chiatric lecture, to pay tribute to Freud’s 
genius. Thus Montagu(125), in his dinner 
address to this Association, remarked: “This 
general [pessimistic] viewpoint has received 
what is perhaps its most striking reinforce- 
ment from a source which undoubtedly rep- 
resents the most insightful contribution to 
our understanding of human nature in the 
history of humanity. I refer to the psycho- 
analytic theories of Sigmund Freud.” He 
then proceeds to demolish the viewpoint. 
This is an old procedure; Freud(166) com- 
plained bitterly of it. Still, his teachings con- 
tinue to arise like a phoenix from its ashes. 
Lately a psychologist was overheard at the 
Chicago State Hospital expounding for the 
delectation of the affiliate nursing students, 
on whom we spend thousands of dollars 
every year to bring them to our hospitals, the 
discredited theory of infantile parental incest 
in all its pristine ndievity. When one remem- 
bers how the teaching of Franz Josef Gall 
still colors all our neurological thinking one 
wonders how long the hoary errors of Freud 
will continue to plague psychiatry.” 

In my youth I read a great deal in the 
writings of Thomas Aquinas. I was greatly 
intrigued by the apparent geometrical solidity 
of his argumentation. In those days I could 
read it in the original Latin. It was beauti- 
fully constructed and seemed to me logically 
conclusive until one day I read how Siger of 
Brabant(118) pointed out to him that no 
amount of logical argumentation could reach 
any conclusions which were not embedded in 
the premises. Poor Thomas bellowed like a 
great Sicilian ox at the thrust and never re- 
covered, I stopped reading the Summa The- 
ologiae. Why then should I occupy my time 
in reading the writings of a man who doubts 
his own premises and chooses * from a mass 


2 Whitehorn(160a): “I sometimes wish that 
aoe tlk sonal who have a talent for popular 
exposition would not have perpetuated so intermin- 

bly and so widely some of his wrong guesses.” 
> a She (i45) “Thus, for the sake of making his 
point about psychoanalysis, Freud chose to stress 
the similarities between it and certain purposes of 
ieni p “Even the account I have just given, 
derived from the book published by Frazer in 1887, 
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of data of observation those items which sup- 
port his thesis? This is the procedure of a 
lawyer or propagandist, not of a scientist. 
St. Thomas never doubted his premises(4). 
He regretted only the years he had spent 
trying to prove what was a matter for faith 
not logic. On his deathbed he asked(31) to 
have read to him the Song of Songs Which 
is Solomon’s, much to the scandal of his 
faithful friend, Reginald. 
Psychoanalysis is called a science. So have 
I read books on the science of metaphysics. 
There is also a Christian Science(156). This 
comes of confusing incompatible things, just 
as St. Thomas confused faith and logic. If 
psychoanalysis were a science, the analysts 
would, ere this, have merged into the aca- 
demic community where there are numerous 
intelligent men as tolerant and sincere as 
themselves. But if, as I fear, they have only 
a faith to defend they will make every effort 
to maintain their separate institutes in which 
they can mutually reinforce their conviction 
of uniquity. Of course, in this withdrawal 
they are only following the example of their 
Master. Could Freud have feared that he 
might encounter a Siger of Brabant? Or was 
Krafft-Ebing his Siger? (Jones, 1, 263). 
Even the term psychoanalysis cannot be 
defined in such a way as to please a majority 
(33). Oberndorf (129) says: “The difficulty 
of exact definition must be bewildering to 
the general public.” I reckon I belong to the 
general public. Yet those who call themselves 
psychoanalysts have moved into the seats of 
the mighty.t Gone are the days when 


is open to the criticism that it expresses the present 
writer’s arbitrary preferences; and indeed it would 
be contested to-day by Frazer himself, who has 
repeatedly changed his opinions on the subject.” 

Freud(59): “It was my good right to select 
from ethnological data what would serve me for 
my analytic work.” 

1 Lawrence(113): “Psychoanalysts know what 
the end will be. They have crept in amongst us as 
healers and physicians; growing bolder they have 
asserted their authority as scientists; two more 
minutes and they will appear as apostles,” 

Jones(98) : “How many years will pass before no 
Foreign Secretary can be appointed without first 
presenting a psychoanalytical report on his mental 
stability and freedom from complexes?” 

Laforgue(110) : “I need this freedom not to pro- 
test or to express but to support those young psy- 
choanalysts who wish to remove themselves from 
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analysts were segregated. The disdained have 
become more intolerant than their predeces- 
sors. They say they agree that a man can bea 
good psychiatrist without having been ana- 
lyzed. But they do not act as though they 
believed it. They have made the younger 
generation believe that, if you have not been 
analyzed, you belong to a lesser breed. The 
youngsters believe that, if they are not able to 
talk the special language of the system, they 
are apt to have trouble with some of the as- 
sociate examiners of the Board of Psychiatry. 
It is not enough to speak dynamically, I know 
at least two other dynamic systems(44, 93) 
besides the Freudian, and many heretical 
variants of the Freudian system, yet a 
candidate has a good chance to draw an ex- 
aminer to whom dynamic psychiatry and 
psychoanalysis are synonymous. “Verily, the 
stone which the builders refused has become 
the headstone of the corner” (Psalms 118: 
22). 

Yet there is no proof that the system is 
true. It is an intellectually closed world, but 
the argument that it is internally coherent 
is no proof, as we have just noted, and is, 
moreover, demonstrably false. Another proof 
sometimes adduced is its triumph over op- 
position. This is the proof theologians some- 
times use to prove the truth of Christianity 
which the analysts disdain. It can be used 
with equal cogency to prove the truth of 
Mohammedanism or Buddhism. Oberndorf 
(129) remarks on “The profuse number of 
new books, based upon psychoanalytic think- 
ing, which appear weekly.” Of the making 
of books there is no end ; Swedenborgian and 
Rosicrucian books are still written. John 
RAST pe all lee eg 


the power politics which goes on under cover of 
orthodox psychoanalysis.” 2 

Zilboorg(170) : “Power is always a rather un 
settling component of human functioning. As rey 
psychoanalyst knows, power is a corrupting sr 
ponent in human behavior . . . Psychoanalysts mus 
learn to give functioning with power. 

fc R.: “It must be recalled that pen 
had always serious fears about the excessive pr 
larity of psychoanalysis in America. He was afra a 
to see his essential goal diluted and compromi 
Many of us who practice psychiatry and gic 
analytic teaching have partaken of this fear ie i 
cent years although for different reasons. Dire 
chiatrie et psychanalyse. Pp. 82-4 in La Psyc Teal 
dans le monde. Encyclopédie médico-chirurg! 
Paris, 1955.) 
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Morley(36) noted that “The wholesome 
gospel [of phrenology] was circulated by 
scores of thousands of copies.” Another 
proof of which one hears is its therapeutic 
efficacy. This is the weakest proof of all. 
Freud(166) remarked toward the end of 
his life that psychoanalysis would be remem- 
bered as a psychology of the unconscious and 
not as a method of treatment. Brill(2r) 
said that psychoanalysis has a very limited 
therapeutic applicability. Horney(85) wrote, 
“My desire to make a critical revision of 
psychoanalytic theories had its origin in a dis- 
satisfaction with its therapeutic results.” * 

Horney perhaps did not realize that the 
effects of psychotherapy seem to be entirely 
independent of the ideational system on 
which it is based.? In the GAP report No. 
31 (March 1955) it is stated; “The subtle 
interpersonal experiences which make up the 
eC 


Ti Freud (66) : “Psychoanalysis gives nothing 
erapeutic in the severe forms of real mental dis- 
bances,” 
gs) : “You know that the theory of psy- 
a. has hitherto not been able to influence ob- 
; sions. Can psychoanalysis perhaps do so, thanks 
seat insight into the mechanism of these symp- 
‘tare 0... it cannot; for the present, at least, 
's Just as powerless in the face of these maladies 
as every other therapy.” 
nf Ba: “Its range of strict application as 
‘on s the gamut of mental illnesses is limited.” 
"sp es(98): “To achieve anything like complete 
is om and inner harmony by means of psycho- 
thing 1s even harder than we sometimes like to 
2 
the oe Meyer (32) said: “When the patient and 
hae tor agree as to the cause of the illness, the 
1s cured,” 
Bet): “Psychoanalysis was then first and 
solve th i art of interpreting, Since this did not 
came į e therapeutic problem, a further aim quickly 
in view: to oblige the patient to confirm the 
Yst's construction from his own memory.” 


eiculloch (120) “Where written words remain 
Wrong, woe recollections they often prove us 


it € rewrite history, inventing the past so 
Gisors to present needs. We forget, as our 
es forget, because entropic processes inces- 
EA corrupt retention and transmission of all 
ien = all signals. Partly because all men, 
ites tien ed, fill in the gaps of memory . . . find- 
lation. oe unconscious stuff rest on confabu- 
elamas (100) ; “Freud's memory, like everyone 
“es d be treacherous at times, and the con- 
oS ty data enable one to render more precise, 
sta to rectify, the accounts of events he de- 
Many decades later.” 
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psychotherapeutic processes are difficult to 
concretize and verbalize. Ordinary scientific 
scrutiny and assessment are not readily ap- 
plicable to the effects of psychotherapy. The 
many schools and methods of psychotherapy 
seem to achieve roughly comparable results.” 
In summarizing the great meeting on Psy- 
chiatric Treatment in 1953, S. Wortis(167) 
wrote: “It would also appear, as one looks 
over the data of the cause of personality ill- 
ness and the effectiveness of various thera- 
peutic procedures, that approximately one- 
third get well with treatment and one- 
third may be influenced to a greater or lesser 
degree by treatment. We have only meagre 
information concerning what happens to pa- 
tients who are not treated.” This checks 
with Oberndorf’s(130) statement that 30% 
of his patients have previously been analyzed 
without success, And Dr. Denker(38) re- 
ported that 72% of psychoneurotics recover 
within two years with no other assistance 
than that of a general practitioner of medi- 
cine, Esquirol reported identical results 120 
years ago, There seems little doubt that the 
results of psychotherapy are independent of 
ideology. The most successful psychothera- 
pist(87) whom I know relaxes his tense pa- 
tients on the basis of a purely physiological 
theory. : 
In the specific instance of psychoanalysis 
there has been a great reluctance, says 
Oberndorf (129), on the part of the analysts 
to submit data. This has been confirmed by 
the Psychoanalytical Association (33). iD. 
Levy(114) in his Academic Lecture tells of a 
social worker who was totally uninterested in 
the results of her therapy. This one may un- 
derstand of a social worker, but why should 
physicians react in that way? Since I am 
now trying to think in terms of motivation, 
I may change the question, “Why is the psy- 
choanalyst reluctant to check the results of 
his therapy?” Could it be that he fears defi- 
nite confrontation with failures would shatter 
his faith in his method and thus impair his 
efficiency? William Brown(25) wrote that 
he got good results with several methods so 
long as he had faith in them. Will any faith 
do, even faith in psychoanalysis? Freud (55) 
implied as much when he said, “As to that 
I may say that I do not think our successes 
can compete with those of Lourdes. There 
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are many more people who believe in the 
miracles of the Blessed Virgin than in the ex- 
istence of the unconscious.” That there is 
some lack of faith may be indicated by a slip 
of the tongue on the part of an eminent psy- 
chiatrist at the aforementioned meeting. He 
kept talking of “unrecovering” techniques. 
Freud has taught us that such slips have 
meaning. Recently Berman(18) has written 
that it is “necessary to understand the thera- 
peutic process more fully before very mean- 
ingful studies of the results of [psychoana- 
lytic] therapy can be expected. 

All this makes me wonder concerning the 
value of psychotherapy in general. Whenever 
a true experimental test is set up, as in the 
Cambridge experiment, the results have been 
disconcerting. Teuber(154) thinks that “the 
data yield one definite conclusion: That the 
burden of proof is on anyone who claims 
specific results for a given form of therapy.” 
Objective methods of evaluation are being 

sought(83) but are not yet available. Mean- 
while I do not wish to imply that psycho- 
therapy is of no value. An old medical adage 
says: It is a physician’s privilege to cure 
seldom, to relieve often, to comfort always. 

This is a matter of practical importance 
to me at present. Most of the psychotherapy 
in the state hospitals is done by psychologists. 
There is a great pressure to appoint more of 
them. Some psychiatrists disapprove of their 
doing psychotherapy ; the psychoanalytic as- 
sociation formally condemns the practice. 
Nevertheless, the present conflict over the 
right to do psychotherapy can be laid directly 
at the door of the psychoanalysts.* By their 
neglect of, and disdain for, the biological and 
medical aspects of mental disease, they have 
encouraged nonmedical people to enter the 
field who can call Freud to their support. He 
(52) wrote: “I strongly emphasize my de- 
mand that nobody should be permitted to 
practice psychoanalysis unless he has ob- 


1 “Unfortunately, neither [Freud nor Meyer] has 
fulfilled the original hopes, Further, in that psycho- 
analysis came to ignore the physical factors in men- 
tal illness, and both ignored, or almost ignored, the 
hereditary and constitutional factors, they succeeded 
in diverting attention from some very important 
aspects. By this shift of the emphasis some errone- 
ous conceptions have been fostered with the develop- 
ment of some popular fallacies.” (Curran and Part- 


ridge (32)). 
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tained this privilege on the basis of thorough 
training. Whether such a person is a quali- 
fied physician or not does not seem important 
to me.” 

The psychologists say that, if they are for- 
bidden, no psychotherapy will be done in the 
state hospitals. Would this be a calamity? 
How much does psychotherapy accomplish 
with psychotic patients?* The great prob- 
lem of the Mental Health Service, says John- 
son(97), is schizophrenia. What have the 
psychologists contributed to the solution of 
this problem ? The best that Whitehorn (160) 
could say for it was “The case is not wholly 
for or against psychodynamic principles.” 
I know of no direct data bearing on the 
question but perhaps we can get at it in an 
indirect way. If the results obtained by psy- 
chotherapy were spectacularly successful the 
superintendents of overcrowded asylums 
would make the rafters ring with their clamor 
for more psychotherapists. The conspicuous 
absence of such clamor indicates to me that 
psychotherapy is not apt to relieve our over- 
crowding significantly. There is a great need 
for more psychologists in our hospitals to do 
psychological work, but as therapists, I doubt 
that an increase of the number of psycholo- 
gists would accomplish any more than an 
equal number of occupational and recrea- 
tional therapists. This doubt is supported 
by the study of the State Charities Aid As- 
sociation of New York City. How could it 
be otherwise? The incidence of schizophrenia 
remains constant regardless of race, climate, 
creed, or mental hygiene. Whitehorn (161) 
says: “Much of the material disclosed is not 
inherently peculiar to schizophrenia, and it 
has only an indirect bearing on the schizo- 
phrenic illness.” Henri Ey(45) has Te 
marked to what banalities the psychoanalysts 
are reduced in their attempts to account for it 
by psychogenesis, 


2 Oberndorf (129) has summed up our progress 
to date very succinctly as follows: “One change ic 
noticeable. Then, among the notes of the ar 
patient's condition, one would be apt to find at ia 
too frequent intervals; ‘The patient is disinteresse? 
apathetic, sits alone, will not work and is deter! š 
ated.’ In contrast to this, in 1950, the notes Tety 
Eo patient is disinterested, apathetic, sits 
will not work and is regressed.’” js- 

Cf. also Alexander, L. Treatment of Mental A 
order, Chap. 12. Philadelphia: Saunders, 195% 
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The shortcomings of psychiatric therapy 
have been shrewdly analyzed by Alan Gregg 
(76). Freud never believed that psychother- 
apy could treat schizophrenia(55) success- 
fully but analysts use Freud’s writings as 
theologians use the Bible; they take from 
them only what suits their purposes. In this 
again they are only following their Master’s 
example. This squabble over psychotherapy 
arouses another echo from the past. There 
was published in 1845 by Baron Ernst von 
Feuchtersleben(46), Dean of the Medical 
Faculty of Vienna and Secretary of the 
Imperial and Royal Society of Physicians, 
adiscussion which sounds as if it might have 
been written yesterday. 

If the results of psychotherapy are inde- 
Pendent of the underlying ideology of the 
Cor 


1 Feuchtersleben (46) : “There is something in 
the ever-recurring squabbles between the best writ- 
ers on our subject which excites a compassionate 
smile in those who are in the habit of examining 
questions calmly and impartially. Who denies, who 
can deny that often, and independently of bodily 
causes, erroneous notions, unbridled passion, over- 
edie’ feelings, or a want of development may 
gd the regular course of psychical operations in 
a 4 manner, that it may justly be said that such 
K ind is diseased? Who can deny that such a dis- 

e is not to be removed by cold showerbaths, 

i iT emetic., etc., but wholly and solely by an in- 
th Fa on the mind? But, if we impartially weigh 
j Kia ject and extent of medical art and science, 
log not immediately perceive that every psycho- 
ee Physician, who treats the abovementioned 
aod in the abovementioned manner, is called 
iA ges only ina metaphorical sense? The ques- 
ck eg is, properly speaking, not whether 
of TEI can become diseased, but whether the task 
fon 4 ing independent states of the mind by educa- 

», Instruction, etc, is to be considered as be- 
Tans to the province of the physician or not? 
Sigg state of the world seems to reply in the 
eke iy because, since these moral influences are 
is <a Parents, teachers, the clergy, etc., and 
Matic are pare a non-figurative sense, only the $0- 

CA iti the physician has to do with 

Baa. e. But here, as in human knowledge in 

S eo cee that these moral and 
onditions, which, as well etiologically as 

pa apeutically, are wholly independent, trench on 
ia matic, and enter into the domain of the physi- 
FEA Whose rule, therefore extends over them. The 
nes, as in all human knowledge, touch without 

ng each other, and this is the main substance 
Dhysic sg of all medical psychology, so that the 
lations i who is wholly unacquainted with the re- 
intellectual to physical life will not be 


able to com: : 
Various ana haona and treat the latter in all its 
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therapist, what is the secret of its success? 
There seems to be a considerable body of 
convergent opinion on that question. Ferenczi 
said that the sympathy of the physician cures 
the patient(110), and over this matter di- 
verged from his Master and followed Dos- 
toevski who wrote “Only active love can 
secure faith for us,” Ross(139) said, “When 
belief is present in abundance then the theory 
works.” Charcot(29) said, “It is faith that 
heals.” Dejerine(37) said, “From my point 
of view, psychotherapy depends wholly and 
exclusively upon the beneficial influence of 
one person on another, . . . There is some- 
thing analogous to faith in this... .”? 


2Wm. Brown(24): “Turning now from these 
wide generalizations to the details of mental analy- 
sis, what one finds in analyzing patients is that prac- 
tically all cases need a philosophy of existence. 
Whilst they need help in regard to the individual 
problems of their lives, they need also to be shown 
that life is worthwhile and shown what its worth 
is or may be. Sooner or later in the course of the 
analysis the patient brings up the question of re- 
ligion, and my impression from the psychothera- 
peutic point of view is that religion is deep-seated in 
every mind,” 

“We are here dealing,” as Masserman(119) puts 
it, “with the deepest of dynamic insights about 
man’s own behavior. Modern psychiatry is, indeed, 
just beginning to accord proper recognition to the 
significance of these facts—for who can label as 
illusions concepts as nearly fundamental and uni- 
versal as those we have discussed? Perhaps only 
now can we really appreciate the unconscious depth 
and tragic, infinite yearning expressed in the Dos- 
toievskian maxim : ‘Man must believe in his gods, in 
his fellow man and in himself,’ for without these 
deepest of all Ur-defenses man, in intolerable 
anxiety, would indeed perish.” 

Freud wrote to the pastor Pfister “From a thera- 
peutic point of view I can only envy you the possi- 
bility of sublimation that religion affords” (Jones, II, 
199). 

pa, “The real theme, the sole and funda- 
mental theme of the hiato ot the we ae py 

the theme to which all others are subordinate, 
cone the conflict between belief and unbelief” 
(Quoted by Paulus Lenz-Médoc in Satan, Sheed 
and Ward, N.Y., 1952, pp. 495-96). 

Jung(101): “How can he [the physician] help 
the sufferer to attain the liberating experience which 
will bestow upon him the four great gifts of grace 
[faith, hope, love, and insight] and heal his sick- 
ness?” The greatest of these is not insight. [Now 
abideth faith, hope, love, these three, and the great- 
est of these is love (I Cor., 13, 13)]. 

“Freudian psychology] points no way that leads 
beyond the inexorable cycle of biological events. 
This hopelessness would drive one to exclaim with 
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If this be the case it is difficult for me to 

understand how a psychoanalyst can inspire 
faith. Ostow (131) asks : “Granting that psy- 
choanalysis can rid us of unconscious guilt 
and so usurp the old office of religion, what 
is there in psychoanalysis to inspire optimism 
and morality?’ Yet Jones(98) says he 
sought something which was “more likely 
than any other to yield the secrets that were 
perplexing me, about the nature of the soul, 
the purpose of life and the means of con- 
trolling our animal nature.” He seems to have 
found in psychoanalysis, if not answers, at 
least opiates, and Hanns Sachs(141) tells 
how “When I finished the Book [Trawm- 
deutung] I had found the one thing worth 
while for me to live for.” It is amazing what 
men find to live by! * 

Jung(1or) says that “Among all my pa- 
tients in the second half of life . . . there 
has not been one whose problem in the last 
resort was not that of finding a religious 
outlook on life.” This was one of the reasons 
for his separation from Freud. What sort of 
help could such a patient expect from a psy- 
choanalyst whose Master taught that religion 
is an illusion? Freud had no help to give 
such patients. Jones said that “He grew up 
devoid of any belief ina God or Immortality, 
and does not appear ever to have felt the need 
of it.” This is rank nonsense. In one of his 
letters Freud writes that these enigmas “sud- 
denly assail one in the morning and rob one 
of one’s composure and one’s spirit.” (Jones, 


Paul, ‘Wretched man that I am, who will deliver 
me from the body of this death?’” 

1What Hanns Sachs(141) was looking for is 
betrayed by his statement “All I want is not to pose 
as the disciple who leaned on the Lord’s breast,” a 
reference to the Apostle John, 

This reminds me of one young psychiatrist, to 
whom I had given Jones’ account of the fifteen 
theses of Freud which were not original to him, 
who said defiantly, “There is one thing you cannot 
take away from him—the discovery of the phenome- 
non of transference.” I smiled and said nothing but 
I reflected internally that the whole Christian re- 
ligion rests solidly on the phenomenon of trans- 
ference. “Verily I say unto you, Whosoever shall 
not receive the Kingdom of God as a little Child, 
he shall not enter therein.” (Mark 10:15). “Like as 
a father pitieth his children, so the Lord pitieth 
them that fear him.” (Psalms 103:13). “Come unto 
me all ye that labor and are heavy laden, and I will 
give you rest.” (Matthew 11:28). What is this but 
an invitation to transference? 
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I, 175). In his Moses and Monotheism he 
(59) remarked that he envied those who have 
a religious faith. Puner(137) says, “His 
concern and his lifelong preoccupation was as 
much with the mystical domain of the soul 
as any theologian’s or witch doctor’s, 

How little Sachs had to offer a troubled 
analysand is evident from his remark to 
Boring (20) at the end of the analysis when 
Boring expressed some apprehension about 
his ability to go on from there. “Where 
there’s a will, there’s a way.” The futility 
of such a statement would have been im- 
mediately apparent to Janet who had long 
ago shown that one of the characteristics of 
neurotic patients is their inability to synthe- 
size, It is not that they do not will, but that 
they can not will. This is why many keep 
coming back and the analysis ends only 
in mutual exhaustion, as Sullivan(151) says, 
of the two parties, Freud(141) was so an- 
noyed by this that, in a moment of exaspera- 
tion, he called them fools, In his New Intro- 
ductory Lectures he(55) wrote “As a matter 
of fact they [the neuroses] are serious, con- 
stitutionally determined affections, which are 
seldom restricted to a few outbreaks but 
make themselves felt as a rule over long 
periods of life, or even throughout its entire 
extent.” I wonder how many analysands go 
away from their séances with just such eva- 
sive advice, while their analysts, over their 
cocktails, argue about metapsychology.* 

Of course, Freud(s5) at first believed that 


2 Here comes another echo from the past. t 
Augustine(5) tells, in his treatise on the Mariin 
of the Soul, how he answered one of his pupils, who 
had asked him an embarrassing question, by teline 
the boy that he would understand better Sa 
had studied further. “But, what I said to the ee 
when they looked at me, eager for an explanatio 4 
I am afraid to say to you now, for we have we mf 
gone so far that, unless I give you a, di noe 
answer to support my case, our attention, @ F 
weathering the barrage of so many words, m Je 
appear to have succumbed to the bite of a ie 
worm. I advised the boys to continue their ee > 
as they had begun, and thus they would come S g 
right time to search out and learn the E 
these problems, if they warranted an answer. and 
what I said to Alypius, as the boys went away, a 
both of us, each in his own way, fell to sifting an- 
spinning out hypotheses in our search for id all 
swer, if I wished to explain all this, it wou logue 
for more words than we have used in this d tés 
from its start, with all its meanderings and dig 
sions,” 
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the patient, once he understood his difficul- 
ties, would be able to overcome them himself 
and many analysts still seem to believe that, 
if only they can probe deeply enough, all will 
be well. They talk hopefully about depth 
therapy. Yet experience has proven (80) that 
deep psychotherapy is as dangerous as deep 
surgery. The technic of deep analysis seems 
to be to lead the patient along the very brink 
of the abyss, hoping that he will not fall in; 
something like Dulles’ diplomacy. 

Th psychoanalysis I can find no vision * 
without which the people perish. Frustra de 
profundis ad psychoanalystes clamavimus. 
Then why does it flourish? It is all very be- 
wildering. It has been banned in the Soviet 
Union because it treats society not as some- 
thing which creates new forms of psychic 
life, but as a negative force which suppresses 
man’s basic needs(17). It has not yet been 
denounced by the Pope but the thunder be- 
gins to rumble along the Tiber(136). Its 
Master neglected and disdained women— 
half of the human race—and admitted that he 
never understood them(39). He never ap- 
Preciated the usefulness of music yet, as one 
analyst(119) puts it, “What better wings on 
which to soar from the pedestrian round of 
erty living?” He completely ignored all 
ou values(150). He neglected the social 

ure of mankind(69). He developed no 
System of values(170). He neglected the 
eo instinct of curiosity, so charac- 
a ic of all primates(27), as well as many 
amaS (157), more powerful in human mo- 
lites than the sexual instinct, which have 
TR us above the Bandar-log. He over- 
a zed the unconscious as compared 
SS es at G. H. Mead(121) called “that 

Shed intelligent conduct which is peculiarly 
an eristic of the higher forms of life, 

especially of human beings.” He taught 

53) that civilization decreases happiness 
Lameg the feeling of guilt; he had 
iene ived in a primitive society. As Mas- 
influ n puts it “He let his own formulations 
„ uence his therapy in the direction of pes- 


Simis; i 

a m, conservatism and, occasionally, even 
ert nihilism,” 

Taena 


1 

fea rader ( 1): “If we believe in this cultural 

aim can be our discipline and if we believe that our 

i ae reached, this will serve as a vision which 
ving power behind every productivity.” 
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When charged with some of the deficien- 
cies? in his work Freud(166) replied, 
“That’s the sort of criticism I often hear 
from the Bolsheviki. I can’t discuss every- 
thing.” True. We should remember the lop- 
sided * incompleteness of his work and not 
conclude, as many of the young psychiatrists 
seem to do(7o) that all else is unimportant. 
Freud(56a) summed up his work very well 
when he wrote, “I can say that I have made 
many beginnings and thrown out many sug- 
gestions. Something will come of them in 
the future. But I cannot tell myself whether 
it will be much or little.” Nor can we. At 
the end of his life, as the shades of eternal 
night gathered about him he made a pathetic 
attempt to sum up his work, playing the 
record over in the old well-worn grooves— 
the structure of the mind (which he spent 
his life guessing at), the meaning of dreams 


2 Fromm(69): “Freud observed three facts, and 
each of these observations was valid. We now pro- 
pose to show that the unified theoretical interpreta- 
tion which he gave to his three observations was 
fallacious and that the progress of psychological 
theory lies in the direction of seeing the observed 
phenomena afresh and of interpreting them differ- 
ently.” 

Deutsch (39) : “Women like her are a living refu- 
tation of Freud's assertion that a feminine woman 
does not love but lets herself be loved.” 

Piaget (134) : “The problem of intelligence is, in 
fact, absent from Freudism and it is too bad, because 
meditation on becoming conscious in the act of 
comprehension, as well as on relationships between 
the unconscious intellectual schemes and conscious 
reflection, would certainly have simplified the theory 
of the unconscious affect.” i 

Bauer (17), quoting Zalkind: “The Freudian can 
tell why a person is the way he is, but can give 
you little help in making him what he should be. 
Furthermore, Freudianism puts too much emphasis 
on internal, unconscious processes, and too Tittle 
on conscious processes and man’s relationship to 


society. = 

e 150): “It is the tragedy of psychoanalysis 
that it was evolved by a nineteenth-century scientist 
who was very careful to remain what one used to 
call ‘scientific. ” À 

Zilboorg (170) : “It [psychoanalysis] has precious 
little to do with regard to the essential fundamental 
issues of values, temporary and eternal, social and 
individual, public and persona a f 

3 Jung (10a) : “Freud’s teaching is definitely one- 
sided in that it generalizes from facts that, are 
relevant only to neurotic states oí mind; its validity 
is really confned to those states. 

What Freud has to say. - + can be taken as the 
truest expression of his own psychic make-up. 
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and the Oedipus complex (which Jones says 
are his most important contributions) and 
one brief section on technic, giving thus 
eloquent expression of his belief that psycho- 
analysis would be remembered as a psychol- 
ogy of the unconscious and not as a method 
of treatment (166). 

In spite of all this, I sometimes am sur- 
prised to find in my bosoma sort of grudging 
admiration for Sigmund Freud. Dr. Beep, 
professor of theology at the Catholic Uni- 
versity of Freiburg, stated: “Freud is a 
fanatical searcher for the truth and I believe 
he would not hesitate to unveil it though it 
should cost him his life,” 1 It takes courage 
of no mean order to continue to peer de- 
fiantly into the mysteries of life and death. 
Nothing is more difficult for a human being 
than to maintain an attitude of suspended 
judgment when the chips are down and 
eternity is at stake. Yet how many neurotic 
patients are capable of such a stoic attitude? 

Freud himself suffered from “a very con- 
siderable psychoneurosis” (Jones, I, 304) 
and was often on the verge of despair. Much 
as one may admire his courage, one need 
not follow his example. We are inclined now 
to disdain the Russian psychiatrists who 
idolize Pavlov(163). Must we bow down 
before dem goldenen Sigi (Jones, I, 3)? 

The great revolution in psychiatry has 
solved few problems(41), Revolutions do 
not necessarily bring progress, There has 
been a great revolution in Russia; are the 
people better off? Weare not convinced, Are 
the mental patients better off as a result of 
the great psychiatric revolution? I wonder, 
Myself when young did eagerly frequent 

Doctor and Saint, and heard great argument 
About it and about: but evermore 

Came out by the same door as in I went. 


I understand now why, in the last years, 
I have a recurrent dream that I am wander- 
ing through a dense pathless forest but never 
arrive anywhere before I finally awake. 
Lately I have another recurrent dream: A 
vine, seeking in vain a support on which to 
climb to higher things, twines around its own 
base. 


1 These are very like the words of a letter which 
Schopenhauer wrote to Goethe (see Guthrie(81)). 
“The philosopher must be like Oedipus—pursue his 
indefatigable inquiry regardless of the horror which 
the answer holds.” 
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Something further may follow of this 
soliloquy but it is not probable. Futile in- 
active contemplation of the mysteries of life 
is not part of the Western W eltanschauung, 
which was very succinctly epitomized for 
me by my master—Harvey Cushing. Shortly 
before his death I visited him. He was very 
busy with his bibliography of Vesalius. He 
looked very wan and frail and I remarked 
to him that, when the bibliography was fin- 
ished, he could relax and rest. “No, Bailey,” 
was his prompt reply, “the only way to en- 
dure life is always to have a task to com- 
plete.” The task for the psychiatrists,* it 
seems to me, is to get back into the asy- 
lums and laboratories(119a, 116) which 
they are so proud to have left behind them, 
and prove, by established criteria, that their 
concepts have scientific validity (138). 

When this Lecture began to take shape in 
my mind I feared that the spectacle of my 
bewilderment might have a tendency to cause 
dismay among the young psychiatrists and 
impair their effectiveness but I soon realized 
that this was a bit of unwarranted egotism 
on my part, for am I not a Child of the Dark- 
ness(42) whereas they are all enlightened? 
Yet out of the darkness of my bewilderment 
has come a faith that the problem of schizo- 
phrenia will be solved by the biochemist. 
I cannot work on this problem since, alas, 
Tam only a surgeon, I shall, therefore, con- 
tinue to spend my remaining years and 
strength at what Freud(166) told J. Wortis 
was an important problem for the future— 
the relation of the physical to mental states, 


2 Appel(3): “I believe this can best be accom- 
plished by a closer rapprochement between analysts 
and psychiatrists, as full-time men on medi 
school faculties. . . The isolation of analysis Eos 
medical clinics, hospital, and faculties hinders 1 
wholesome and effective development.” eat 

Jones (98): “The idea of an independent pro ng 
sion which some analysts cherished a quarter © 
century ago is one that belongs to the past. 

Whitehorn (Am. J, Psychiat. Aug. 195%, m 
81-88) : “In the main, however, the peychoans v 
institutes operate separately from the universiti i 
I am frank in stating my opinion that this arrange 
ment appears to me anomalous and unsound. first 

è McCulloch(120): “But Breuer, who we 4 
agreed with Freud, would not be persuad in 
Freud's elaborations. Freud felt rejected and be 
as with Bruecke, Meynert and Charcot, the fa! ted.” 
surrogate was finally rejected, despised, repuciater- 

It is interesting to find Freud returning tO 
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the problem on which his teacher, Meynert, 
gent his life(123), and I shall give all the 
support I can muster to the biochemists and 
biophysicists* In this determination I am 
supported by two of the most gifted probers 
into the unconscious. Pierre Janet(go) 
said that he expected the problem of schizo- 
phrenia to be solved by the chemist. When 
asked why he did not work on this prob- 
lem he replied that, alas, he was only a 
psychologist. That this is an insufficient ex- 
cuse is proven by Heinrich Kliiver(104), 
a distinguished psychologist, who has made 
significant contributions to the chemistry of 
the brain, You will remember also that Sig- 
mund Freud was a failure as a chemist but, 
at the end of his life, he(6r) said: “The fu- 
lure may teach us how to exercise a direct 
influence, by means of particular chemical 
substances, upon the amounts of energy and 
their distribution in the apparatus of the 
mind. It may be that there are other un- 
psi of possibilities of therapy. But for 
te moment we have nothing better at our 
sm than the technique of psychoanalysis 
and for that reason, in spite of its limitations, 
tis not to be despised.” ? 


ci Meynert expended all his abun- 


orgeeyBert (123) : “The main function of the central 
Kedal to transmit the fact of existence to an ego 
dl y shaping itself in the stream of the brain 
doris we look upon the cortex as an organ func- 
a ‘dl a whole then the information that it sub- 
said e processes of the mind is all that can be 
oon - To think further about the cortex is im- 
ie vad and unnecessary . . . But our hope to un- 
ini, eventually the functions of the hemispheres 
leads u again by the opposite assumption which 
s See to an organology of the central 
bilities A ipa ce theoretical possi- 
T er again the voice of Franz Josef Gall. 
at now from the standpoint of the physi- 
Mk : demonstration of a chemical factor in 
Serge of schizophrenia would not help us to 
just as r% the contents of schizophrenic delusions, 
Aa demonstration of the spirochaete in gen- 
= ag did not help us to understand the 
x Ran Boe pare of the 
Fr. ely e them superfluous. 
may apr ine : “They [the biological answers] 
Pas z kind which will blow away the whole 
Frend cial structure of hypotheses,” 
ud told Schilder, when he was starting to 
Aira he should hurry to study the psy- 
an ee e schizophrenic before someone found 
ection to give them and they become as rare 
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So the physician has, does, and ever will 
go devotedly about his appointed task of 
bringing comfort, aid, and sometimes, heal- 
ing to the populace while the organicists rav- 
age and brutalize and devastate the neighbor- 
hood, and the psychogeneticists continue to 
hurrah and haggle and recruit, and waste 
both valuable time and energy quarrelling 
with one another, but the citadel of the psy- 
choses will fall only when someone discovers 
the secret of the Greek fire which has so far 
enabled it to resist. Perhaps then we shall 
possess also the key to the neuroses. This is 
my faith. 
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THERAPEUTIC FORCES IN EARLY AMERICAN HOSPITALS * 
E. D. BOND, M.D.,? PHILADELPHIA, Pa. 


A look at the past seems useless unless it 
has bearing on the present and future. It is 
precisely now, in 1956, that we need the re- 
© vival of principles and practices, which were 
known long ago, to serve as a solid foundation 
for the employment of promising new thera- 
pies. Together old and new would justify a 
controlled but well-founded optimism. 

I confine my report to hospitals run by the 
13 (really 10 active) Founders of this As- 
Sociation in the years 1844 to 1856: this 
means, of course, that I report on hospitalized 
psychoses only. 

d A first therapeutic force was space ; that is, 

no overcrowding which becomes an apology 
for what otherwise would not be tolerated.” 
Space which allowed each individual to have 
Some privacy and to benefit from individual 
attention from doctors and attendants. All 
the century-old hospitals enjoyed space for 
awhile ; then came a tendency to crowd in pa- 
tients without expanding quarters or the 
number of doctors and attendants, until at 
Present there is the cry—not enough of any- 
thing except patients!” A century ago there 
Was usually 1 attendant to 4 or 8 patients. 

By space the Founders meant a proper pro- 
Portion between hospital space, measured in 
Cubic feet, attendants, employees, and physi- 
cians—a powerful therapeutic force in itself. 
aed ane „was classification or 
of ilinese or patients in different stages 

_A third and powerful force was promo- 
and protection, which to some extent was 
any by space and classification. Patients 

wey depressed, confused, and deluded were 
Placed in wards and rooms where they need 

€ no responsibility for themselves; as 
aoe. confusion cleared they were placed 
a they assumed small responsibilities ; 
led Sa pve to the convalescent ward 
sh a promotion to home and to all 
4 ibilities, A patient on a long trip to 
3 Psychiatric hospital in which she had been 
patient years before desperately attempted 


Suici : h A 
Micide again and again ; on going through the 
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ak annual meeting of The American Psychiatric 
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hospital gates she suddenly relaxed and said 
“Now I don’t need to do anything—the re- 
sponsibility is the hospital’s!” She wanted 
protection, the other side of promotion—pro- 
tection which was to be taken away as she 
became ready to take responsibility. The 
more promotion the less protection. 

A fourth therapeutic force was occupational 
therapy with recreation, music, lectures, li- 
braries, and school classes. Dr. Galt of Vir- 
ginia in 1846 wrote a book in which all of 
these methods were explored and described 
in operations in the different hospitals. The 
force of occupational therapy was stronger 
in 1850 than it is now, tremendous advance 
in techniques being nullified by “too many 
patients.” 

A fifth force then as now was the removal 
of a patient from the complications of life at 
home, where his disturbed conduct created 
widespread reverberations to a place that 
took his unusual behavior and remarks calmly 
and understandingly with tolerance—and 100 
years ago that place was better heated and 
ventilated than his home and offered more 
entertainment. 

There is a sixth and last therapeutic force 

that is expressed in words somewhat different 
from our own. Then there was deliberate 
psychotherapy which was called “moral treat- 
ment.” A sentence from Isaac Ray comes 
closest to present-day terminology : 
The good superintendent . . . carefully studies the 
mental movements of his patients. He never be- 
grudges the moments spent in quiet familiar dis- 
course with them for thereby he gaineth many 
glimpses of their inner life that may help him in his 
treatment. 

John Butler spoke for “individualized 
treatment.” Galt spoke for treating a mental 
patient “as every honorable, well-bred man 
treats another in the common intercourse of 
society.” “We meet patients as companions 
and equals.” Dr. Woodward accepted pa- 
tients’ pledges to return from a visit or from 
shopping: “give them your confidence ; re- 
spect them and they will respect themselves.” 
Dr. Kirkbride accepted suggestions from a 
patient returning for a visit. The Friend’s 
Hospital had a Restorative Society composed 
of patients who elected their own officers and 


407 


408 


ran their own meetings. Patients from other 
hospitals published their own newspapers or 
magazines, Inside the hospitals there was a 
general feeling that mental patients could be 
cured—in the enthusiasm the claims of cures 
were carried too far. In the old days doctors 
did not have the cold, objective poise in the 
presence of new ideas that we all possess 
now ! But they had psychotherapy more based 
on kindliness than is ours and directed to and 


influencing patients who were far less sophis- ; 


ticated than those we know now. 

Here is a statement from the American 
Journal of Insanity of 1857 : Any institutions 
where patients are “subjected to a machine- 
like, monotonous daily routine, denied the 
greatest freedom that their mental states will 
allow, and denied all the occupation and 
amusement they need, falls far behind the 
spirit of the age.” Such an institution was 
behind the times 100 years ago! 

At present, and in the near future, it is 
and will be more difficult to apply the old 
therapeutic forces than to use modern dis- 
coveries, and yet the new depend on the old, 
If we get rid of overcrowding, furnish ade- 
quate personnel, make it possible to show 
kindliness and respect for each individual pa- 
tient, we have a basis on which to apply new 
methods of therapy—new electrical, chemi- 
cal, or psychotherapeutic methods—with ef- 
fectiveness and discrimination and with 
proper records and controls. The old thera- 
peutic forces can make modern therapies 
effective. 

A practical point is this: the public and 
the legislatures should never be allowed to 
feel that promoting the promising new forces 
relieves them from the obligation to furnish 
to all psychiatric hospitals the therapeutic 
forces that were in common use in the year 
1856. 

As conclusion I read what Charles Dickens 
said about the Boston State Hospital in his 
American Notes, dated 1842. 


It is admirably conducted on those enlightened 
principles of conciliation and kindness. A thorough 
confidence [is] established between the physicians 
and the patients in respect to the nature and extent 
of their hallucinations—In the labor department 
every patient is trusted with the tools of his trade, 
For amusement they walk, run, fish, paint, read and 
ride out to take the air in carriages provided for 
the purpose. They have among themselves a sew- 
ing society to make clothes for the poor, which 
holds meetings, passes resolutions—and conducts all 
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its proceedings with the utmost decorum, Once a 
week they have a ball, [at which time] immense 
politeness and good breeding are observed through- 
out, 

It is obvious that one great feature of this system 
is the inculcation and encouragement, even among 
such unhappy persons, of a decent self-respect, 


And in the same year my predecessor, Dr. 
Kirkbride, wrote these fine sentences: 


The value of employment in treatment is now so 
universally conceded that no arguments are re- 
quired in this favor. Its value cannot be estimated 
in dollars and cents... . The object is to restore 
mental health and tranquillize the restlessness and 
mitigate the sorrows of disease. 


DISCUSSION 


Lucy D. Ozariy, M.D. (Washington, D. C.)— 
How the therapeutic forces were actually applied 
100 years ago, I have had an opportunity of learn- 
ing through the kindness of Dr. J. Butler Tompkins, 
Superintendent of the Brattleboro, Vermont, Re- 
treat, who lent me a volume of newspapers issued 
by the patients of the Retreat from 1842-1846. The 
4-page Asylum Journal, as it was named, was is- 
sued weekly for 2 years, and then monthly. Ar- 
rangements were made by the patients to exchange 
their Journal with more than 200 newspapers and 
periodicals in the United States. The Journal was 
also sent to postmasters with the request that it be 
given to families of insane persons, or other mar 
ested people. This is a remarkable example ol 
mental hygiene education for the public. Í 

The Journal provides excellent source material 
reflecting treatment in psychiatric hospitals at that 
time. Not only were the annual reports of the 
Brattleboro Retreat published, but also the be 
reports of most of then-existing mental hospitals, 
as well as legislative actions pertaining to the men- 
tally ill. Every issue contained stories or aie 
relating to psychiatry and mental illness, curren 
news, and humorous items. : te 

There were reports of current theories and va 
ments by such authorities as Esquirol and nen 
Ray, Dr. Bell, Dr, Galt, and others of the A! 
Founding Fathers, There were also contribution’ 
by clergymen and lay people and patients on war 
conceptions of mental illness. Many articles pag 
flected the therapeutic principles Dr. Bond has a 
lined: adequate and comfortable living wage a 
mane, kindly care that expressed respect Sbility 
patient, employment and progressive responsi! pe 
for patients, the use of patients to help 
patients. 

There are many articles in the Asylum J wa 
which state that mental illness is due to a oa 
tion of physical and mental causes. Hence adjes 
treatment alone is not enough but medical rera ihe 
must also be used. This is an affirmation, at, 
reverse, of Dr. Bond’s important statement ao 
despite the promising new forces, we m forces 
tinue to furnish to patients the therapeutic 
that have stood up for roo years. 


ON GOING BERSERK: A NEUROCHEMICAL INQUIRY * 
HOWARD D. FABING, M.D.,? Cincinnati, OHIO 


Berserk was a mighty hero in Norse 
mythology. Legend states that he was the 
grandson of the mythical 8-handed Starkad- 
der. He was renowned for his consummate 
bravery and for the fury of his attack in 
battle. He had 12 sons who were his equal 
in courage, He never fought in armor but 
in his ber sark, which means “bearskin” in 
the Nordic languages. Thus the term ber- 
serk became synonymous with reckless cour- 
age. During the Saga Time(1) in Iceland 
and in the Scandinavian countries (870-1030 
A.D.), and for some time prior to that period 
of careful historical recording, the Berserks, 
bearing the same name as the legendary 
warrior, arose as a predatory group of 
brawlers and killers who disrupted the peace 
of the Viking community repeatedly, Today 
in the United States we would probably use 
such slang terms as “mobsters” and “hood- 
lums” in classifying them. 

There is a fascinating theory that Ber- 
Serksgang, or the act of “going berserk,” 
Which was the hall-mark of their discordant 

avior, may not have been a psychogeni- 
cally determined habit pattern, but may 
rather have been due to the eating of toxic 
Mushrooms. This idea, fantastic though it 
may appear at first glance, has won general 
acceptance among Scandinavian scholars ac- 
oe to Larsen(2). It is the purpose of 
ite paton to review this theory in 
at ai of present-day studies on hallucino- 
ag Tugs which have chemical similarities 
hem te and LSD-25 (lysergic acid 
ea ylamide) and which are capable of pro- 

cing model psychoses, 
Sier members of the vast botanical 
= ion y of mushrooms have been among the 

; widely used “phantastica” throughout 

Story to produce temporary psychoses. 

mong these are the Amanita muscaria and 
£ Pontherina of Eurasia. The muscaria 


* Read at the 112th Annual Meeting of The 
Amer ican Psychiatric Association, Chicago, Il 
aA 30-May 4, 1956, Alar 
Ohio te? 2314 Auburn Avenue, Cincinnati 19, 


species ê is the more common. These are 
distinct from those species of the genus 
Amanita which kill the eater (phalloides, 
verna and virosa), and which contain a 
deadly hemolysin (3). 

The muscaria fungus is commonly known 
as fly-agaric. Albertus Magnus(4) noted be- 
fore 1256 A.D, that when it was freshly cut 
and placed in a dish of milk or water it killed 
flies (muscae) when they ingested its juice, 
and Linnaeus reported that it had been advo- 
cated for killing bedbugs(5). It has long 
been used orgiastically by Siberian tribes of 
the Kamchatka peninsula. The first Euro- 
pean to describe the practice was von Strahl- 
enberg(6) in 1730. Prodigious feats of 
physical strength are reported under its if- 
fluence. Vanderlip(7) wrote, “Curiously 
enough, after recovering from one of these 
debauches, they claim that all the antics per- 
formed were by command of the mushroom.” 
The myths of the Koryaks contain the be- 
lief which is held to this day that a person 
affected with fly-agaric is guided by the 
spirits of the Wapaq which live in the mush- 
room. If an old man would eat agaric and 
the Wapaq within the agaric should whisper, 
“you have just been born,” the old man would 
begin to cry like a baby. If the Wapaq should 
say, “go to the afterworld,” then the old man 
would die, according to their belief(8). 

Jochelsen(9), who travelled among the 
Koryaks in 1900-01, wrote: 


Fly-agaric produces intoxication, hallucinations, and 
delirium. Light forms of intoxication are accom- 
panied by a certain degree of animation and some 
spontaneity of movements. Many shamans, previous 
to their seances, eat fly-agaric to get into ecstatic 
states... . Under strong intoxication the senses 
become deranged ; surrounding objects appear either 
very large or very small, hallucinations set in, as 
do spontaneous movements and convulsions. So far 
as I could observe, attacks of great animation alter- 
nate with moments of deep depression, The person 
intoxicated by fly-agaric sits quietly rocking from 
side to side, even taking part in conversations with 


——_— 

8 This beautiful fungus crowned by a vivid red 
cap dotted with white spots was depicted by Walt 
Disney in the “Dance of the Mushrooms” with 
Tschaikowsky’s Nutcracker Suite music in Fantasia. 
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his family. Suddenly his eyes dilate, he begins 
to gesticulate convulsively, converses with persons 
whom he imagines he sees, sings, and dances, Then 
an interval of rest sets in again. However, to keep 
up the intoxication additional doses of fungi are 
necessary. . . . There is reason to think that the 
effect of fly-agaric would be stronger were not its 
alkaloid quickly taken out of the organism with the 
urine, The Koryak knows this by experience, and 
the urine of persons intoxicated with fly-agaric is 
not wasted. The drunkard himself drinks it to 
prolong his hallucinations, or he offers it to others 
as a treat. 


The drinking of the Siberian mushroom 

eater’s urine during these amanita debauches 
has been noted by many other travellers(10). 
An early satirical comment on this practice 
was made by Oliver Goldsmith(11) in 1762. 
It is reported that such urine can be drunk 
successively by as many as 5 people, passing 
in and out of one into the next, so that all 
of them can gain the hallucinogenic effect 
from one dose of mushrooms. It would be 
most revealing to know the chemical compo- 
sition of the hallucinogen which is passed 
around in the urine of these tribesmen, but 
this fact is not known. Studies looking to- 
ward the solution of this problem have been 
undertaken by Evan Horning and his associ- 
ates at the National Institutes of Health, 
Bethesda, Maryland. In 1953 Wieland and 
Motzel(12), employing paper chromato- 
graphic analysis, determined that this mush- 
room, Amanita muscaria, as well as A. 
mappa, and A. pantherina, all contained 
bufotenine, or n-n-dimethyl serotonin, an 
indole compound first isolated and defined 
chemically by Handoysky(13) in the skin 
of poisonous toads, 

I am indebted tó Dr. Arthur Drew (14) of 
the Department of Neurology of the Uni- 
versity of Michigan for his account of a 
modern version of A, muscaria poisoning. 


Dr. Drew reports that the patient, a middle-aged 
tavern keeper, picked some wild mushrooms and 
ate them at 10 o'clock one night in October 1955. 
These mushrooms were later identified by the bot- 
any department as A, muscaria. Two hours after 
ingestion the patient had an explosive onset of 
diarrhea, profuse sweating, excessive salivation and 
vertigo. He fell asleep and wakened at 2 a.m. com- 
pletely disoriented, irrational, and violent. On ad- 
mission to University Hospital, Ann Arbor, Michi- 
gan, his nail beds were dusky and he appeared 
cyanotic, B.P. was 150/90, pulse 120, respirations 
24/min., and the temperature 98.4°. He did not react 
to deep pain stimulation, but responded to pinprick. 
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He was disoriented in all 3 spheres. Somnolence 
alternated with periods of excitement. He thought 
that he was in hell and identified the interne, 
nurses, and attending physicians as Christ, Satan, 
God, or angels. Nursing notes on admission indi- 
cate that he was threshing about in bed, talking 
constantly and irrationally. 

As the day wore on the content of his hallu- 
cinatory and illusional output remained almost 
entirely religious. He constantly misidentified a 
tall resident physician as Christ. He kept referring 
to nurses and other attendants as God or angels. 
He felt that he was in the Garden of Eden, and 
then in hell. As evening came he cleared up men- 
tally, lost his motor excitement, and felt relaxed. 
All laboratory tests were within normal limits. He 
appeared to be recovered on the following morning 
and was discharged. 


Another mushroom eating practice de- 
serves mention. Ever since the time of the 
conquest of Mexico by the Spaniards in 1522 
there have been references(15) to a sacred 
fungus, teonanacatl, employed by the Aztecs 
and other Mexican Indians. Schultes(16) 
identified this as the Panaeolus campanulatus, 
var. sphinctrinus mushroom in 1938. This 
“fungus of the devil,” as the carly Spanish 
priests called it, is now under study by Mr. 
R. Gordon Wasson(17), and his wife, Dr. 
Valentina P, Wasson, of New, York City. 
The Wassons have eaten the mushrooms and 
report visual hallucinations in brilliant colors, 
an ecstatic state of heightened perception, 
loss of time and space perception and a 
serene feeling of inward peace while being 
drawn into an “other-worldly detachment 
during dissociation periods of at least 6 hours 
duration. 

Mr. Wasson reports that there are many 
colloquial names for the mushrooms at the 
present time. He writes: 

Every Indian language in Mexico has its own name 
for the divine mushrooms, and, as you would ex: 
with sacred growths, every village is apt to i 
evasive or euphemistic names as well. In Nanas 
(the language of the Aztecs) the name was te 
nanacatl, ‘God's flesh,’ but we find in a vila 
where classic Nahuatl is still used today that f3% 
word is apipiltsin, “little children of the waters. 


He has also noted the terms nti-si-tho, w 
muh, mbeydo’, etc, used by other a 
groups. He has identified species of 4 gene ; 
of Mexican mushrooms in use at this a 
for their hallucinatory properties—panae” ig 
stropharia, conocybe, and drosophila ez 
called psathyrella), Species identifica 
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among the genera has not been completed. 
The chemistry of these mushrooms is not 
known. It would be interesting to determine 
whether or not they contain bufotenine. 
There is no report of urine drinking among 
Mexican ritual mushroom eaters. 

Other evidence suggests the use of bufo- 
tenine as an hallucinogenic substance. Fra 
Ramon Pane, who came to America with 
Columbus on his second voyage, described 
the ceremonial use of cohoba(18), a snuff 
derived from the seeds of the piptadenia 
peregrina tree, as early as 1496, reporting 
that “it intoxicates them to such an extent 
that when they are under its influence they 
know not what they do.” This inhalant was so 
potent in producing temporary dissociation 
states that it became tribal custom for the 
women to tie up the Otomaco Indians when 
they used it. Stromberg(19) determined 
that bufotenine was the active indolic princi- 
ple of cohoba. Recently Horning et al.(20) 
were able to find a few milligrams of the 
snuff in the bottom of a Piaroa ceremonial 
snuff box in the Smithsonian Institution. 
Paper chromatographic analysis showed that 
fm snuff contained large quantities of bufo- 
i ine. Evarts(21) and Fabing(22) have 

so found that the effect of bufotenine in 
experimental animals is reminiscent of LSD- 
a Tt pews appear, then, that there is 
ENA experimental, and anthropologic 
i dence that bufotenine is one of the hal- 
ucinogenic indoles, that it is distributed 
widely in nature, and that one of its chief 
Sources of supply is the mushroom. i 
as to the Viking hoodlums, a vivid 
O Nea of their behavior is given by 

er(23), who relies on the renowned 

orse historian, Munch, in his account ; 
oo old Norwegian historical writings it is men- 
me? in many places, that in olden times there 
a specific kind of giants who were called 


erserks, that is, men who at certain times were 
Bana wild fury, which, at the moment, 
i boti cir strength and made them insensible 
manity y aun, but which also deadened their hu- 
‘fale T nd reason, and made them like wild ani- 
Smh is fury, which was called “Berserksgang,” 
as ki home only in the heat of battle, but also 
ot lew rious work, Men who were thus seized 
sible fa things which otherwise seemed impos- 
Fa bed human power. This condition is said to 
aad chi ~ with shivering, chattering of the teeth, 
nadi n the body, and then the face swelled and 
its color, With this was connected a great 


hotheadedness, which at last went over into a great 
rage, under which they howled as wild animals, bit 
the edge of their shields, and cut down everything 
they met, without discriminating between friend or 
foe. When this condition ceased, a great dulling 
of the mind and feebleness followed, which could 
last for one or several days (24). 


One of the curious aspects of Berserks- 
gang is that it disappeared abruptly in the 
twelfth century A.D., after plaguing Viking 
socio-political life for more than 3 centuries. 
In 1784, Samuel Lorenzo @dman(25), a 
theologian at the University of Upsala, un- 
dertook to explain the phenomenon of going 
berserk. He reviewed the Sagas for descrip- 
tions of the state. He found King Halfdan’s 
Berserks depicted in Rolf’s Saga in this 
manner : 

On these giants fell sometimes such a fury that 
they could not control themselves, but killed men 
or cattle, whatever came in their way and did not 
take care of itself, While this fury lasted they were 
afraid of nothing, but when it left them they were 
so powerless that they did not have half of their 


strength, and were as feeble as if they just came 
out of bed from a sickness. This fury lasted about 


one day. 


Ødman also recounted a tale from the 
Hervarar Saga. There were 12 brothers who 
lived on the island of Samsoe in Denmark. 
Orvar-Odd sailed to the island with his Vik- 
ing ships, debarked and went inland to visit 
his cousin, Hjalmar, The 12 Danish brothers 
went berserk and killed his crews to a man. 
When he returned to the shore with his 
cousin, they encountered the Berserks who 
were now in the enfeebled state after their 
fury. Hjalmar killed one and Orvar-Odd 
killed the other 11. Ødman saw m this fury 
followed by a state of exhaustion a par- 
oxysm, and stated : 

I am not of the opinion that these ecstasies can be 
explained as effects of a peculiar temperament or of 
auto-suggestion because » + + they were not able to 
keep up their hated arrogance between paroxysms. 


He argued further: 


Since the vegetable kingdom gives us various means 
to bring our power of imagination into chaos and 
to induce the most ferocious excesses of courage, 
I am inclined to believe that the Berserks had 
knowledge about such an intoxicating means, and 
that they made use of it and kept it secret so that 
their prestige would not be reduced by the general 
populace’s knowledge of the simplicity of the tech- 


nique. 
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He than reviewed the possible botanical 
products indigenous to Scandinavia which 
might have been used in this manner, and 
decided that “flugswamp,” the Amanita mus- 
caria mushroom, was the one which solved 
the riddle of the Berserks. 

He then compared the accounts of Ber- 

serksgang in the Sagas to the “amanita 
debauches” of the Koryaks and other far- 
Eastern Siberians, and found them to be al- 
most identical behavior patterns. In further- 
ance of his contention he turned to theologi- 
cal history. He stated: 
What in particular seems to me to argue for flug- 
swamp is the fact that to partake of it is a custom 
from that part of Asia from which the pagan god 
Odin, with his pantheon, made their migration to 
our North. ...Its [the mushroom’s] use was 
spread by these hordes who used them and travelled 
northward. The history of the Berserks in our 
North begins with Odin’s coming. Not only this, 
but it fits so well with the intentions of a con- 
queror who... could make himself feared and 
safe among foreign people. 


More than a century later, in 1885, F, C. 

Schitbeler, a physician and Norway’s great 
botanist, arrived at the same conclusion. He 
wrote (26) : 
I still have a vivid remembrance that, on confront- 
ing all the symptoms that appeared under the so- 
called “Berserksgang,” I came to the conviction 
that this paroxysm hardly could be anything but a 
kind of intoxication, the symptoms of which re- 
minded me of the effects of taking fluesop 4... . 
Some time after I had come so far in this matter, I 
happened to find, while looking for something else, 
that the Swedish professor, Samuel @dman had 
uttered the same opinion a hundred years ago. 


Schiibeler agreed with Ødman concerning 
the similarity between Berserksgang and the 
behavior of Siberian mushroom-eaters. He 
added that he could not agree with Munch 
that the condition was a “periodically return- 
ing insanity,” because the symptoms were of 
a peculiar sort not ordinarily seen by physi- 
cians, and because they were the same each 
time a man went berserk, He argued that 
the effects could not be those of malted 
beverages because they produced quite differ- 
ent behavior patterns, and that distilled 
spirits were not known in Norway before 
1531 A.D. In addition, opium and cannabis 
were unknown to the Nordics in Saga times. 


4 Norwegian equivalent for the Swedish “flug- 
swamp.” 
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He argued too, in favor of secrecy concern- 
ing mushroom eating among the Berserks, 
and that for this reason no accounts of the 
practice were written down. He wrote: 


The Berserks were feared by everyone, and they 
could, in a certain sense, enforce their pleasure. 
It is therefore in the nature of the case that they 
tried as best they could to keep this peculiar repu- 
tation in the eyes of the people. Hence, the knowl- 
edge of the intoxicant was probably transferred 
as a secret from individual to individual. 


It is worthy of note that the Wassons find 
a similar attitude of secrecy in the Mexican 
peons who use sacred mushrooms today. 
Shiibeler pointed out, too, that the more 
enlightened Viking leaders soon learned that 
the state was one which could be prevented, 
and therefore could be legislated against. 
He wrote: 
Before Erik Jarl left Norway he called together 
(in 1015 A.D.) the feudatories and the mightiest 
peasants in order to deliberate with them about the 
lawgiving and the rule of the country. At this 
meeting camp-fighting (holmgang) was abolished, 
and Berserks and robbers were outlawed. In Thor- 
lak’s and Ketil’s Icelandic Christian Law, which 
was adopted in 1123 A.D., there is the following 
decree: “Tf someone goes berserk, he is punished 
with three years of banishment (fjorbaugsgard), 
and the men who are present are also banish 1 
they do not bind him; but if they bind him, E 
are punished. If this is repeated, then the punish- 
ment occurs.” 


Schübeler regards this as proof that the Vik- 
ings came to know that the paroxysm was 
temporary and preventable. Berserksgang 
ceased after this law was passed. : 
Fredrik Grén(27) reviewed the an 
of the fury of the Berserks in 1929, and T 
not agree with the Ødman-Schübeler phi 
thesis. He points out that because of y ia 
general reliability of the historical Jcelan pi 
family sagas, none of the authors who ha 
written about Berserksgang have raised 
doubt about the reality of the pheno 
but the explanations for it have varied yi 
a wide range. Even in the more fantastic P af 
historic sagas there are enough common ita A 
in their descriptions to establish a bac 
ground of reality for the phenomenon. a 
feels, however, that the best explantion WO g 
be that of ecstatic fury psychogenically i5 
termined in a group of aggressive psy 
pathic personalities. , 
Recently we(28) have had the opportunity 
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study the effects of the intravenous in- 
tion of bufotenine * in the human during 
course of our inquiries into possible 
themical factors in the causation of schizo- 
threnia(29). The subjects were healthy 
yong long-term convicts at the Ohio State 
Penitentiary (30). All were well above the 
mmal intelligence level, all had been college 
‘udents, none were recidivist criminals, and 
dl were considered to be relatively stable 
‘motionally. Injections of one part bufo- 
dinine base in 1.8 parts creatinine sulfate 
“were given steadily over a 3-minute period. A 
‘ise of 1.0 mg. bufotenine produced only a 
‘sation of tightness in the chest and pa- 
Mesthesias of the face. Two mg. produced 
‘tightness in the stomach” plus flushing and 
4purplish hue of the skin of the face. Four 
‘tg, produced a sensation of tingling in the 
face and neck, a sense of chest oppression, 
Asubjective report that “a load is pressing 
down from above and my body feels heavy,” 
ad a “very pleasant Martini feeling.” This 
‘Was followed by a visual hallucinations of 
Vivid red and black blocks moving before the 
ee! field, inability to concentrate, and a 
med of great placidity and less anxiety 
than before the onset of the experiment. The 
ace appeared lividly purple for 13 minutes, 
geet mg. produced an immediate sensa- 
a of light-headedness, burning in the face, 
ikea deep purple facial color, and a 
ihe of calm. At the end of the injection, 
in Subject blurted, “I see white straight 
3 es with a black background. I can’t trace 
o Now there are red, green and 
M dots, like they were made out of 
ito Sipe cloth, moving like blood cells 
Se a capillaries.” Six minutes later he 
a ed that he felt relaxed and languid. In 
is Spect he said, “Even at the height of 
ae felt better and more pleasant 
ea mg. produced severe purpling of 
tion oi and facial sweating, tingling sensa- 
a toughout the body, a feeling that his 
NA was crushed, and the onset of hallucina- 
; of purple spots on the floor, all in rapid 
UCcession bef sos A 
pleted ore the injection was com- 
Eee, chee minutes later the visual phe- 
—_na were gone, but space perception was 


"The di í 
D rug was kindly supplied by the Research 
“partment of the Upjohn Co., Kalamazoo, Mich. 


impaired. He complained of difficulty in con- 
centration, and could not subtract serial 7’s 
from 100, saying that he was “all loused up.” 
During the next hour his face remained 
deeply purple, he was unable to express him- 
self in words, stating that his mind felt 
crowded, and he showed motor restlessness, 
stating that he wanted to “walk it off” and 
that “my body feels nervous.” Time and 
space perception were grossly impaired, and 
he expressed depersonalization feelings with 
such statements as “I am here and not here.” 

Nausea was an initial accompaniment of 
the syndrome as the injection began, and pro- 
ceeded to retching in the 16 mg. dose. 
Nystagmus and mydriasis occurred in all 
cases, and increased in magnitude and dura- 
tion as the dose increased. Pulse and blood 
pressure changes were minimal throughout. 
‘Another noteworthy finding was that of re- 
laxed placidity and languor which all sub- 
jects reported for as much as 6 hours after 
injection. They lay contentedly in bed, feel- 
ing pleasantly relaxed, stating that they felt 
a lack of drive rather than a sense of fatigue.® 
These observations were repeated on a later 
date(31) using 6 other convicts as subjects. 
The results were of similar type, except that 
lesser symptoms occurred if the injection was 
slowed to a 10-minute period rather than a 
3-minute one. 

It would appear then, that intravenous bu- 
fotenine is hallucinogenic for man, that its 
action is rapid and the duration of effects 
is fleeting except in higher dosages. As the 
dose increases distortion of time and space 
perception occurs, as does depersonalization 
and bodily restlessness. Mydriasis and nys- 
tagmus make one think that at least a portion 
of this drug’s action is in the brainstem teg- 
mentum, The picture which remains most 
vividly in the memory of the observers is 
the purple faces of these subjects. If the 
color of an eggplant were diluted, it would 
approximate the hue which they assumed, An 
artist could describe the color more accu- 
rately, but he would have to use the word 
“purple” in his description. 

Students of model psychoses are con- 
fronted constantly with the general “schizo- 


"E. L. Kropa and R. D. Morin of the Battelle 
Memorial Inst. kindly assisted in making these 
observations. 
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phrenic” response of subjects despite wide 
individual variations in behavioral activity. 
Much of this case-to-case variation may be 
dus to personality differences or may be cul- 
turally determined. In many Orientals, for 
instance, the use of cannabis provokes erotic 
ideation and behavior for the most part, 
whereas in our culture it is used primarily by 
devotees of music who do not become sex- 
ually stimulated by the drug in most cases. 
Within the dimensions of such variations 
there seems to be much in common between 
amanita mushroom-eating experiences and 
the response to intravenous bufotenine. 
When the purpling of the faces, as well as 
the hallucinations, the motor restlessness, the 
time and space distortion, the depersonaliza- 
tion, and the terminal languor of our experi- 
mental subjects are placed in juxtaposition 
with the accounts of the rage of the Berserks, 
the mushroom debauches of the Siberians, 
and Drew’s recent case, the general similarity 
is striking. 

It would appear, then, that recent observa- 
tions on the human tend to support the 
@dman-Schiibeler hypothesis that the Norse 
giants ate the Amanita muscaria mushroom 
to produce the ecstatic reckless rage for 
which they are renowned, and which was a 
culturally accepted temporary psychotic aber- 
ration in their group. Berserksgang ona hill 
in Iceland in 955 A.D. might well have had 
the same neurochemical basis as an injection 
of bufotenine under experimental conditions 
in Columbus, Ohio, a thousand years later 
and three thousand miles away. 


SuMMARY 


The ingestion of hallucinogenic mush- 
rooms by Siberian tribes of the Kamchatka 
peninsula and by Indians of the Mexican 
highlands has been carried out in ritual and 
orgy for centuries. Ødman and Schiibeler 
have advanced the hypothesis that the furious 
rage of the Berserks in the heyday of Viking 
culture a thousand years ago was brought 
about by the same agency, specifically the 
Amanita muscaria mushroom. A few years 
ago it was found that these fungi contain 
bufotenine, or n-n-dimethyl serotonin, a sub- 
stance which is under scrutiny at this time 
for its possible neurochemical role in the 
causation of schizophrenia. Recent observa- 
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tions on the intravenous injection of bufo- 
tenine in man disclose that it is an hallucino- 
gen, and that its psychophysiological effects 
bear a resemblance to the Berserksgang of 
the Norsemen in the time of the Sagas. 
These observations appear to offer support 
to the @dman-Schiibeler contention that the 
famed fury of the Berserks was what we 
would call a model psychosis today. 
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SOME FACTORS IN THE EMOTIONAL REACTION OF 
CHILDREN TO DISASTER *? 


DONALD A. BLOCH, M.D., EARLE SILBER, M.D., ano STEWART E. PERRY, A.B2 
BetuespA, Mp. 


INTRODUCTION 


On Saturday, December 5, 1953, at about 
5:35 p-m., a tornado hit Vicksburg, Missis- 
sippi. It was over in about ro minutes, but 
had caused considerable damage and loss of 
life. A motion picture theatre, filled with 
children attending a Saturday afternoon 
movie, was particularly affected. For this 
reason, the Committee on Disaster Studies of 
the National Research Council felt that an 
unusual opportunity existed to study selec- 
tively the effects of the disaster experience on 
children in the community. The National 
Institute of Mental Health was invited to par- 
ticipate in the study, and to supply profes- 

sional personnel, One week after the tornado 
had struck, Bloch and Silber were in Vicks- 
burg, where they spent 4 days interviewing 
parents, children, pediatricians, school of- 
ficials, teachers, and community leaders. Ar- 
rangements were made at that time for co- 
operation to test, with a more rigorous de- 
sign, certain specific hypotheses concerning 
emotional disturbance in children, as a re- 
sponse to the tornado. After the collection of 
the data, the third author, Perry, joined the 
project for the systematic study of the data. 

This paper covers 2 kinds of observations, 
In the first section we present the design as 
conceived and carried out and the resulting 
findings. The second section describes cer- 
tain over-all impressions growing out of the 
research experience. 


1Read at the 111th annual meeting of The 
American Psychiatric Association, Atlantic City, 
N. J., May 9-13, 1955. 

2 This report is part of a study supported by the 
Committee on Disaster Studies of the National Re- 
search Council, National Academy of Science, and 
the National Institute of Mental Health. The re- 
port of the entire study will be published in the 
monograph series by the Committee on Disaster 
Studies: Perry, S. E.; Silber, E.; Bloch, D, A.: 
The Child and his Parents in a Disaster, Mono- 
graph #5, Committee on Disaster Studies. 

8 Child Research Branch, National Institute of 
Mental Health, Bethesda, Md. 
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THE FORMAL STUDY 


Because of the immediacy of the situation, 
the formal study was necessarily conceived 
and executed in haste and suffered from this 
fact. Two general areas of interest were in- 
vestigated. 

What was the relationship between the 
child’s emotional disturbance and the extent 
to which the child was actually involved in the 
disaster itself?—(1) Spatial Involvement: 
Children could be placed in relation to their 
physical closeness to the tornado. Loose de- 
scription would divide them into the group 
who were in the impact zone and those who 
were not, (2) Interpersonal Involvement: 
This could be described in terms of personal 
ties with other children or adults who were 
seriously involved or injured in the tornado. 
(3) A third group of children had neither 
spatial nor interpersonal involvement. (4) 
A fourth group of children had both spatial 
and interpersonal involvement. z 

What was the relationship between the 
emotional disturbance of the child and the 
way in which parents handled the experience 
with him? 

It appeared obvious, clinically, that paf- 
ental handling of the disaster experience 1- 
fluenced the ability of the child to deal with 
it. Some children appeared to have more 
difficulty, not only because of the experience 
undergone, but also because of the way their 
parents dealt with it. It seemed important 
to know more of the nature of those parent- 
child interactions which facilitated healthy 
integration on the part of the child. In order 
to narrow the field here, we decided to focus 
on the area of emotional responsiveness 3" 
communication between parent and child rele- 
vant to the disaster itself. 


DESIGN OF THE STUDY 


Selection of the Sample-—One partigi 
school in the community was selected for 


ey because it provided groups of children 
ig from those who were seriously in- 
in the tornado to those who were not 


d 
z 


A questionnaire was distributed to all the 
of the children, together with a cover 
“supplying information about the pur- 
‘of the survey. The questionnaires were 
d to the school by the children. Ap- 
ately 520 questionnaires were thus 
buted, 427 of which were executed and 
better than 80%. The question- 
5 mainly served the purpose of case- 
ig, by which families could be selected 
i ‘interviews, On the basis of them, lists 
‘Fespondents were constructed according to 
ja: (1) the kind of involvement 
which the child had experienced in 
0; and (2) whether or not the 
comments on the questionnaire indi- 
the child was emotionally disturbed 
tore or after the tornado). 
estions answered by the parents as to 
Or not some friend of the child or 
Of the family was killed or injured 
$ tornado provided one category, tenta- 
belled “Interpersonai Involvement.” 
‘child himself was injured or trapped by 
do: wreckage or was generally in the 
d area, he fell into the category 
ed “Spatial Involvement.” With neither 
th types of involvement, “Neither” or 
Were the categories, F inally, the child 
» On the basis of the questionnaire 
3,88 suffering “Trouble” or “No 
€." The questionnaires were thus sepa- 
Into 8 groups. 
cling the Interviewees.—Prospective 
lewees were chosen by telephone con- 
e names of the questionnaire re- 
e that appeared on the 8 lists of 
‘ery few of those contacted refused 
viewed or cancelled their appoint- 
» In this manner, 88 parents were inter- 
7.8 were 3 families who had not re- 
auestionnaire, making a total of ot 
Interviews and the Reports.—Each 
Swer was furnished with a topical in- 
„Outline, The interviews were con- 
y Re relatively unstructured manner, 
; e interviewees to talk, for the most 
ut whatever they wanted to, and 
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lasted from about three-quarters of an hour to 
2 hours. The subjects discussed included: 
(1) the actual involvement or tornado ex- 
perience events; (2) behavior changes or 
symptoms in the child since the tornado ; (3) 
the way the parents responded to and handled 
the experience and the reaction of their chil- 
dren to it. General background informa- 
tion about family members and their relation- 
ships was obtained from most families—al- 
though this was not actually included in the 
interview schedule. Aside from the use of a 
common topical interview outline, no specific 
effort was made to achieve comparability in 
interview techniques, in information to be 
gathered, or in the way in which the inter- 
view would be reported. 

Methods Used for Analysis of Data.—The 
goal in the analysis of the data was to organ- 
ize them so they would meaningfully fall into 
the following categories: (1) tornado in- 
volvement events or experience undergone by 
the child; (2) the parents’ way of handling 
the experience; (3) the presence or absence 
of symptom formation of emotional disturb- 
ance in the child; and (4) predisposition to 
emotional disturbance. The analysts’ efforts 
to construct a set of subcategories that would 
allow the interview material to be coded 
showed that the individual items were too in- 
frequent for this, nor did condensation of the 
material permit it. 

We decided that the most effective means 
of analysis was the exploratory impression- 
istic overview of the interviews on a survey 
basis. Each interview was read by both psy- 
chiatrists, and immediately discussed on a 
free-associational basis, with the conclusions 
and certain pertinent facts noted. After about 
a third of the interviews were so analyzed, 
and a general consensus had grown up be- 
tween the 2 psychiatrists, the remaining in- 
terviews were divided and done individually 
by one or the other, together with the project 
analyst who posed the questions for each in- 
terview and recorded the ratings and obser- 
vations of the psychiatrist. The main con- 
clusions presented in the next section of this 
report are drawn from this procedure. Cer- 
tain quantitative measures were used, They 
do not yield uncontaminated descriptions of 
each variable singled out—that is, the meas- 
urement of one variable is, to some extent, 


418 


FACTORS IN EMOTIONAL REACTION OF CHILDREN TO DISASTER 


[Nov. 


influenced by measurements of other vari- 
ables—and so any correlations or significant- 
associations between variables may be some- 
what tautological. 

After the 2 psychiatrists had completed 
their assessments of the individual interviews, 
a greatly scaled-down content analysis code 
was used to describe certain items from the 
interviews so that they might be related to 
the psychiatrists’ assessments. This content 
material and the psychiatrists’ assessments of 
the emotional disturbance of the family and 
the individual child were entered on IBM 
cards for cross comparisons. 

Conclusions on the Basic Questions Asked. 
—The 88 families selected for interviews had 
a total of 120 of the 427 children on whom 
we had questionnaires. A child for whom we 
had an individual questionnaire, we here call 
a questionnaire-child. Fifty-nine of the fami- 
lies interviewed had 1 questionnaire-child ; 26 
had 2 each; and 3 had 3 each. In addition 
were the 3 other families, who had not filled 
out questionnaires, with 1 child each. 

Since the selection of families for inter- 
viewing was in the main based upon our 
classification of their children’s question- 
naires, it is pertinent to see how different 
children in the same family were classified. 
There were 12 families with 2 or 3 question- 
naire-children all classified identically. How- 
ever, there were 17 such families in which 
the children were classified differently. For 
example, one child might have been classified 
as “None-No Trouble” while his sibling was 
classified as “None-Trouble” or, say, “Spa- 
tial-No Trouble.” In other words, there was 
a sizable number of multiple-child families 
in which the children had different experi- 
ences or reactions, according to the classifica- 
tion of the questionnaires. In the final analy- 
sis, we had a total of 185 children on whom 

we had information and on whom we chose 


to focus our attention. Such children will * 


hereafter be termed interview-children to 
distinguish them from the less inclusive 
group of 120 questionnaire-children. The 
age distribution of the interview-children is 
shown in Table 1. 


EMOTIONAL DISTURBANCE 


The 2 psychiatrists’ ratings of the children 
are as follows: 113, no emotional disturb- 


TABLE 1 
INTERVIEW-CHILDREN IN TERMS or AGE 


Number 


ance; 32, mild; 24, severe; and 16, insuffi- 
cient data to make a judgment on this ques- 
tion. As used here, emotional disturbance 
loosely refers to the presence of overt anx- 
iety, anxiety equivalents, symptom forma- 
tion or intensification of pathological char- 
acter traits. 

Typically, there was an increase in depend- 
ency needs manifested by behavior which 
appeared to aim at reestablishing situations 
of earlier security; for example, a tendency 
to cling to parents and to remain closer to 
them, a need to stay near the home, asking 
to sleep with the parents, and so on. Other 
kinds of regressive behavior such as enuresis 
and the abandonment of previously learn 
skills were described. There were other symp- 
toms which seemed to refer more directly 
to the disaster itself—for example, night 
terrors during which the experience wou 
be relived, Tornado games appeared in some 
children’s play. There was also a tenien 
toward general irritability and sensitivity 
noise on the part of some children. Final ip 
there were phobic and avoidance symptoms 
connected with experiences marginally E 
lated to the tornado. Even going to an r 
air movie was avoided by those who ha 
been in the theatre during the storm. = 

In the following discussion, we Liens a 
only those cases on which we have infor 
tion as to their emotional disturbance apis 
to the other variable being considered. fa 
means that the totals in any disturbance cal 


1956] 


gory may be less than the original totals of 
disturbed and nondisturbed, 


VARIABLES RELATED TO EMOTIONAL DISTURB- 
ANCE 


Ivolvement in the Disaster.—The particu- 
lar kinds of disaster experiences we have 
called involvement events, The question was: 
do any of these events offer clues for distin- 
guishing which children were later disturbed? 
We did not collect samples of children who 
had certain types of experience, so as to see 
how many of them became disturbed. We did 
compare the disturbed in relation to the group 
of undisturbed children to see whether any 
relationships existed between specific kinds 
of involvement events and emotional disturb- 
ance. Five such relationships appeared, and 
one other, which we had expected to, did not. 

Aware of the Tornado.—Being aware of 
the tornado at the time that it happened and 
being later emotionally disturbed were sig- 
nificantly related. (P>.05)*. Being aware of 
the tornado is a gross variable and might be 
expected to be a kind of prerequisite for most 
other involvement events that could be con- 
sidered more traumatic, such as, being per- 
sonally injured by the tornado. (That such 
4 simple characterization of a child’s disaster 
aa is significantly related to emo- 
Spee disturbance is probably a function of 

S association with much more traumatic in- 
volvement events.) We found that 87% 
i ba 47) of the emotionally disturbed chil- 
ine pa been aware of the tornado at the 
G at it happened; whereas, only 69% 

7 out of 97) of the undisturbed children 
ad been thus aware. 

r resence in the Impact Zone —Being emo- 
ay disturbed and having been fn the 
51) ay were significantly associated 
PAREA a riet dse the significant 
E found for those children who 
whom hed y disturbed, a total of 61% of 
e ea a ae impact zone. On the 
like the on ; mi! ly disturbed were more 
nly 32% ae urbed in this characteristic: 
pee rein the impact zone, 
ilities of significant iati 
here otherwise noted) were determined by the 
ter then ee they will be reported as bet- 
bly better PS a) - (P. >01) or considera- 
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Vicarious Involvement through the Ex- 
periences of Friends.—Although the child 
himself may not have experienced certain 
involvement events, we hypothesized that 
he might nevertheless be disturbed if his 
friends had been killed or injured, In other 
words, the child’s identification with his 
friends might result in his being disturbed 
by what happened to them, for what hap- 
pened to them would be a direct experience 
for him. Interestingly enough, we did not 
find a significant relationship between chil- 
dren’s emotional disturbance and their vicari- 
ous involvement through the injury and death 
of friends. 

Personal Injury.” —Eight of the children 
studied had been personally injured, 7 se- 
verely, according to our criteria, the eighth 
having suffered only a cut finger. The 7 
severely injured were disturbed, accounting 
for one-eighth of all the disturbed children. 
The child with the cut finger was one of 113 
undisturbed children. The relationship be- 
tween injury and disturbance was found to 
hold statistically with this small sample. 

Vicarious Involvement through the Ex- 
perience of Family Members—As in the 
case of vicarious involvement through 
friends’ experiences, the death or injury of 
family members was considered as an in- 
volvement event. Twelve of the children had 
immediate family members killed or injured. 
Eleven of these were disturbed and accounted 
for somewhat less than one-fourth of all the 
disturbed children. Of the twelfth child, the 
interviewer noted that she could not get the 
respondent-mother to talk much about the 
child, for, despite repeated starts by the in- 
terviewer, the mother would always return 
to discussing the child’s older sibling, who 
had been injured in the tornado. What in- 
formation the interviewer did obtain resulted 
in a “no disturbance” rating by the psychi- 
atrists. Fisher’s exact test, applied here, in- 
dicated a significant relationship between 
emotional disturbance and the vicarious in- 


5 For examining the relationship of this and the 
following 2 variables to emotional disturbance, we 
used Fisher’s exact test. The hypothesis of inde- 

lence was tested and rejected in all 3 instances 
(P > or > 01), indicating a significant associa- 
in each instance between the involvement event and 
emotional disturbance. 
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volvement through injury or death of family 
members. 

Dissociative-Demanding Parental Re- 
sponse.—Another specific experience con- 
sidered as an involvement event was the 
child’s experience of his parents’ immediate 
response to the tornado, that is, the way the 
parent reacted in the presence of the child. 
The central aspect of the immediate reaction 
is its meaning for the child in terms of offer- 
ing him a ready-built perception or struc- 
ture of the event—a cue from which to de- 
termine his own actions and feelings in the 
situation. Although we considered this as an 
involvement event, it was also the closest ap- 
proximation we could achieve of a measure 
of differential parental handling of the dis- 
aster experience vis-a-vis the child. 

One pattern of parental response con- 
sisted of a dissociative or confusional state, 
accompanied by an indirect or direct plea for 
the child to assume the supportive and pro- 
tective role. This we have called the dissocia- 
tive-demanding response. In these cases, 
parents reported that they themselves “went 
to pieces,” fainted, or asked for help from 
the child rather than giving aid or support to 
him. In analyzing the data, the parental re- 
actions were dichotomized into those in which 
we had information that one or both parents 
assumed such a dependent role, and all other 
cases. Eight of these children accounted for 
about one-sixth of the total of disturbed 
children. The other child was not disturbed. 
She was the one mentioned above about 
whom the mother could not be induced to 
talk. A significant association was estab- 
lished between the child’s experience of his 
parents’ dissociative-demanding reaction and 
his emotional disturbance. 

Age and Sex—The only significant and 
testable age differential in terms of disturb- 
ance was that between school children (6-12) 
and preschool children (below 6). School- 
age children were more apt to be disturbed 
than preschool children (P>.05), the per- 
centages of the total of disturbed children 
being 88 and 12 respectively. For the un- 

disturbed, the respective percentages were 
73 and 27. No preschool child was rated as 
severely disturbed, We found no relation- 
ship between the sex of the child and disturb- 
ance; 50% of the disturbed children were 


FACTORS IN EMOTIONAL REACTION OF CHILDREN TO DISASTER 


[Nov. 


males and 50% females. Of the undisturbed 
children, 57% were males; 43% females. 

Parent’ Psychopathology—A family 
characteristic which we were able to draw out 
of the information available to us—although 
this was not originally planned for—was the 
presence or absence of a reported history of 
some psychopathology in one or both parents, 
That is, we were able to dichotomously clas- 
sify parents as having no history of psycho- 
pathology or as having a history of some 
chronic psychiatric or psychosomatic symp- 
tom, a nervous breakdown, or chronic poor 
relationships with some member of the (im- 
mediate or extended) family. 

Unfortuntaely there was not enough in- 
formation on a large number of parents, so 
that in the end our sample amounted to the 
parents of 87 children, 57 of whom were 
undisturbed and, 30 disturbed. This means 
that the analysis of these cases was based 
on a sample biased in the direction of con- 
taining proportionately more disturbed chil- 
dren than the total original sample of 169 
interview-children. However, within the 
limits of the sample, a statistically signifi- 
cant relationship was observed which cor- 
responds to what Carey-Trefzger ° found in 
her studies of emotionally disturbed English 
children who underwent war trauma during 
the time of the London blitz, i.e., a relation- 
ship between a history of parental psycho- 
pathology and the child’s emotional disturb- 
ance after a disaster (P >> .o1). 


OVER-ALL IMPRESSIONS 


In this section, we discuss certain impres- 
sions derived from on-the-spot experience 
with the disaster situation and from explora- 
tion of possible meanings latent in the Bi 
view data but not revealed by statisti 
treatment. ` 

Tendency to Deal with Disaster Expert 
ence by Denial and Suppression —It was 3P- 
parent in our talks with parents and peu 
munity leaders that a common mechanism g% 
defense utilized by many persons was pi i 
tempt to suppress any meaningful recol i 
tion of the disaster. Many had difficulty a 
answering questions children would ask abo 


® Carey-Trefzger, Charlotte J. J. Ment. Sci, 95° 
535, 1949. 


the tornado, especially when they dealt with 
the death of other children or people who 
were close to the children. Many persons felt 
lat it was best to get the children back into 

Kinds of activities that they had been 
as quickly as possible, but without 
ledging that anything had really hap- 


parents seemed to become so anxious 
i ling the experience that the only way 
hey felt they could deal with this anxiety 
as by a suppression or by attempting to 
leny that the experience was really as bad as 
tually was. For this reason, it was diffi- 
for them to tolerate discussion with their 
children. Since some parents indicated, in 
that one could not openly discuss the 
ce, the disaster may have been made 
More frightening for their children, In 
experience, when the parents became 
in dealing with it, recognizing the great 
in being able to discuss it openly and 
‘ly, the whole communication process 
family was facilitated. It became easier 
‘them to tolerate the kinds of questions 
n asked, and the anxieties they faced. 
S the child, too, could participate in the 
family’s reintegration, communciating 
y with his parents about his own feel- 
fears, apprehensions, questions, and 
inties. The family attitude thus shifts 
One of trying to forget about the ex- 
“tence to one of learning to live with it. 
i The Need to Deal with the Problems of 
arents Before Approaching the Child— 
uld not approach parents for informa- 
their children unless one was pre- 
‘i to deal with the parents’ problems first. 
ne does not recognize this, interviewing 
create so much anxiety in the parents as 
sult in a barrier to any type of investi- 
= relative to understanding children. 
9 Important for investigators who may 
€ g0 into communities where children 
involved in a disaster. 
@ of Parent Groups.—From our ex- 
nce in setting up a group meeting with 
the Parents who had been most 
i e in the disaster, we believe 
for Shape can be used very effec- 
e agnostic and therapeutic purposes 
age plat of parents. They could 
P with a limited goal, the aim being 
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simply to provide an opportunity for parents 
to meet and help one another through a dis- 
cussion of their mutual problems. The group 
setting seems to be especially helpful in deal- 
ing with the defenses of denial and sup- 
pression. 

The Family as a Unit and the Appropria- 
tion of Roles.—While we used the individual 
child as the focus of attention, perhaps a 
more meaningful conceptualization might 
have focussed on the family as a relatively 
discrete system, within which each child 
could be thought of as an inseparable part. 
We might have better understood our sub- 
jects if we had thought of them in terms of 
their performing certain functions within a 
more-or-less autonomous whole—the indi- 
vidual family system. For example, in fami- 
lies with more than one child, it often seemed 
as if one of the children had appropriated a 
certain role, such as being “disturbed.” This 
might mean that there was no more room 
within the family for someone else to per- 
form the same role. 

Reaching Out for Other People as a Rein- 
tegrative Operation—Many investigators 
have commented on the reassurance that 
people experience by ascertaining the safety 
of family members and friends immediately 
after a disaster occurs. The same sort of 
reassurance has been noted in helping in 
rescue and other sorts of postdisaster help 
for persons unknown to the individual. We 
found it helpful to think about this as a proc- 
ess of reintegration in terms of reaching 
out for others. Psychodynamically it is re- 
lated to the mutual regressive patterns de- 
scribed earlier, As such, it could be seen in 
many other forms and for longer periods 
than those just mentioned. Younger children, 
as we have mentioned, usually wanted to re- 
main close to their parents; and parents 
wanted to keep their children close about 
them—for many days or weeks after the 
tornado. Adolescents found reassurance in 
reaching out to others via working in can- 
teens and in other rehabilitation work, in 
denying themselves certain pleasures so that 
benefits could go to others more needful, and 
so forth, Adults temporarily broke down 
certain of the reservations between Negro 
and white—even among persons who had 
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never known each other before. For example, 
one upper middle-class family took in a 
strange Negro child to sleep in the same 
bedroom as the family’s own child. The 
white child wanted to sleep with an adult 
member of the family, and so did the Negro 
child. The white child’s request was granted 
and, although the Negro child was not put 
in the same bed with the adult, a cot was 
drawn up next to the bed as a partial accept- 
ance of the child’s request. It was not un- 
common for respondents to comment about 
Negro and white working side by side during 
the emergency period. 

It is these sorts of things that we would 
lump together as representing some kind of 
need for belongingness or reaching out for 
others, which seemed to be a typical and per- 
vading disaster response. We are inclined, 
also, to hypothesize that the hostile “snap- 
back” of disaster area populations which has 
often been observed—that is, the tendency 
after some weeks have elapsed for the popu- 
lation to be critical of themselves and of any 
relief agencies, as opposed to earlier more 
favorable attitudes—is related to a need to 
re-establish distance between the self and 
others after the reaching-out period. 

Mental Health Studies and the Entry Pro- 
vided by the Disaster—One of the more 
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difficult problems that confronts the public 
health study of mental illness and health is 
the assessment of some sort of base-line of 
mental health within a community. It may 
be extremely difficult to obtain the coopera- 
tion of a cross-section of a population neces- 
sary to study the community mental health 
level, because of the problem of interviewing 
people about rather sensitive matters when 
such interviews are for purely informational 
purposes, rather than as an immediate source 
of help to the interviewee. Certainly this 
difficulty exists in disaster interviewing. 
However, our respondents were as a whole 
very cooperative in discussing material that 
ordinarily is not so readily accessible to the 
research interviewer. This was, we think, 
in large part due to the peculiar circum- 
stances of a disaster. That is, people are 
probably more accessible, from the stand- 
point of rapport, during the immediate post- 
disaster period. At any rate, they may be 
more ready to talk about parent-child diffi- 
culties, psychological symptoms, family prob- 
lems, and so forth, when such interviews are 
initiated on the rationale of studying re- 
sponses to disaster. Disaster research, there- 
fore, provides an entry to the study of certain 
subjects not so readily accessible in other 
circumstances. 


STRESS AND PSYCHIATRY +? 
HANS SELYE, M. D., Pu. D., D. Sc, D.Sc. (Hon.), F. R. S. (C), F. I. C. S. (Hon,),? Monrreat, CANADA 


INTRODUCTION 


Most of our work on the relationship be- 
tween stress and the nervous system has been 
concerned with the endocrine aspects of this 
problem. It is the primary object of this re- 
view to present a synopsis of these investiga- 
tions, but my presentation would be very one- 
sided if it did not mention at least some of the 
most important key-references to the purely 
neurophysiologic and psychiatric aspects of 
this topic(1-6, 15). 

_The concept of stress is as old as medical 
history. More than 24 centuries ago, Hip- 
Pocrates had already taught his disciples that 
disease is not only suffering (pathos), but 
also toil (pénos), that is, the fight of the body 
to restore itself toward normalcy. About a 
century ago, Claude Bernard pointed out that 
one of the most characteristic features of all 
living beings is their ability to maintain the 
Constancy of their internal milieu, that steady 
state which Walter Cannon named “homeo- 
e. It was then felt that perhaps any 
Gree from the Steady state—or, at least, 
E n ort of restoring a homeostatic equilib- 
> AT stress. If so defined, the concept 
om iad would include all physiologic devia- 
a a Tom the normal resting state and, yet, 
eal English, it implies a par- 
aes iy strenuous and usually damaging 

ndition. Furthermore, the term was used by 
n authors as virtually synonymous with 
blo m stress and strain, while others em- 
= it to denote the consequences of any 
Satie agent, Additional confusion was 
a by the indiscriminate use of the same 

a or the agent (trauma, emotions, in- 

ons, cold) and the effect (morphologic 


an i : 
d functional changes in the body) of ex- 
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posure. This vagueness in the formulation of 
the subject is probably responsible for the 
fact that, although the importance of stress in 
medicine had always been recognized, it had 
not been possible to submit it to systematic 
investigation until quite recently. 


AN “OPERATIONAL DEFINITION” OF STRESS 


It was the discovery that stress always 
manifests itself in the form of a definite, 
stereotyped syndrome that helped us to ar- 
rive at what philosophers call an “operational 
definition” of this condition. It became evi- 
dent that stress, no matter how produced, 
elicits certain quite typical and specific 
changes in the body, such as adrenocortical 
stimulation, involution of the lymphatic 
organs, and gastrointestinal disturbances. 
These alterations served as objectively meas- 
urable indicators of stress and led to the 
following definition : Stress is the state mani- 
fested by a specific syndrome which consists 
of all the nonspecifically induced changes 
within a biologic system. In this sense stress 
has its own characteristic form but no par- 
ticular cause. 

This is an essentially “operational defini- 
tion,” in that it tells us what must be done 
to produce and recognize stress. A State 
can be recognized only by its manifestations ; 
for instance, the state of stress by the mani- 
festations of the stress-syndrome or “general 
adaptation syndrome” (G.A.S.). Therefore, 
we must observe a great many living beings 
exposed to a variety of agents before we can 
see the shape of stress as such. Those changes 
which are specifically induced by only one or 
the other agent must first be rejected; if we 
then take what is left—that which is non- 
specifically induced by many agents—we 
have unveiled the picture of stress itself. 

It was tempting, at first, to define stress 
merely as “the rate of wear and tear” within 
the body, because this is the immediate non- 
specific result of both function and damage. 
Reactions which tend to diminish or repair 
wear and tear (e.g, corticoid-secretion) 
are not strictly stress but rather defenses 
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against stress. In practice it is impossible, 
however, always to differentiate sharply be- 
tween a change which represents repair and 
one which is merely damage. Therefore, this 
formulation—though more concise and theo- 
retically more satisfying—could not have 
acted as a basis for a truly operational defini- 
tion such as was needed to give the concept 
of stress a solid, objective foundation. 

The enormous literature on stress, the 
general adaptation syndrome, and the so- 
called “adaptive hormones’—which now 
comprises more than 25,000 references to 
original articles and books—has been re- 
viewed in detail elsewhere(9-14). In all these 
reviews special emphasis has been placed 
upon the relationship between stress and 
neuropsychiatric problems. Hence it will not 
be necessary to complicate this review by a 
confusingly voluminous bibliography, and I 
shall limit myself here to a brief discussion of 
certain experimental observations which, to 
my mind, may have interesting applications 
in psychiatry. 


STEROID ANESTHESIA 


In the course of experimental studies on 
the pharmacology of steroids, it had been 
noted accidentally that corticoids and related 
compounds exert singular effects upon the 
central nervous system in animals, For ex- 
ample, sudden, intense overdosage with 
desoxycorticosterone acetate (DOCA) pro- 
duced an initial state of excitation, followed 
by complete surgical anesthesia in the rat, 
mouse, dog, and in many other mammals, 
This response appeared to be a fundamental 
biologic reaction common to all species so 
far examined, because later it could also be 
demonstrated in fish, birds, and even in pri- 
mates, such as the monkey, 
These findings raised the question whether 
excessive endogenous production of certain 
steroid hormones might play a role in de- 
termining mental reactions during stress. 
When subsequently ACTH and various glu- 
cocorticoids (cortisone, cortisol, predniso- 
lone) were introduced into clinical practice, 
it became evident that these substances may 
also produce excitement or depression in man. 
Additional animal experiments showed that 
progesterone can likewise act as an anesthetic 
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and this was again confirmed in man(7), 
It was then thought that perhaps the som- 
nolence of pregnancy and certain nervous 
derangements in eclampsia, premenstrual 
tension, and other clinical conditions, ac- 
companied by increased steroid-hormone pro- 
duction, may find their explanation in this 
phenomenon. Still, in 1941, when these ex- 
periments were first performed, we did not 
even dare to hope that they might form the 
basis for a new type of anesthesia, which 
could be employed in clinical surgery, be- 
cause the extraordinary expense involved in 
the synthesis of steroid hormones precluded 
their practical use at the required dose-levels. 

However, the great progress made by syn- 
thetic chemists has now rendered various 
steroid derivatives abundantly available at a 
relatively low cost and one of these, hy- 
droxydione, proved capable of producing 
anesthesia in man(8). Future research will 
have to show the possible advantages and dis- 
advantages of this compound in comparison 
with other anesthetics, but, in any event, in 
the steroids we now have a new tool for the 
study of nervous responses to natural com- 
pounds. 


THE ANTICONVULSIVE AND TRANQUILIZING 
EFFECT OF STEROIDS 


In the course of our animal experiments on 
steroid anesthesia, we also noted that the ex- 
citement and the convulsions, normally pro- 
duced by such stimulants as metrazol of 
picrotoxin, are effectively combated by vari- 
ous steroids. Independently, D. M. Wood- 
bury and his associates, at the University of 
Utah, demonstrated similar effects with re- 
gard to electroconvulsive seizures. S 

It may be profitable to explore the possible 
use of steroids as anticonvulsive agents 17 
epilepsy and perhaps even as tranquilizing 
drugs in diverse conditions of excitement. 
Clinical studies along these lines have not yet 
been conducted, but H. Laborit, in France, 
has just published rather encouraging obser- 
vations on the use of hydroxydione in the 
treatment of delirium tremens. 


CORTICOIDS AND MUSCULAR PARALYSIS 


In dogs given prolonged treatment with 
DOCA, R. Loeb and his associates, in New 
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York, have observed a syndrome, reminiscent 
of the periodic muscular paralysis. We have 
obtained quite similar changes in a primate, 
the Rhesus monkey, and noted that attacks 
of paralysis can be produced in DOCA- 
treated animals at will, by giving them large 
amounts of sodium chloride. In the produc- 
tion of these paralytic spells there appears to 
be some synergism between mineralocorti- 
coids and sodium. Conversely, intravenous 
infusion of a potassium-chloride solution can 
restore the DOCA-overdosed dog or monkey 
to normalcy within a few minutes. 
_ It is especially noteworthy, in this connec- 
tion, that Dr. J. W. Conn observed quite 
comparable manifestations of muscular pa- 
talysis in a woman in whom an adrenocortical 
tumor produced an excess of aldosterone (a 
mineralocorticoid, chemically and functionally 
closely related to desoxycorticosterone), In- 
terestingly, in Dr. Conn’s patient (as well as 
in several others observed since), the hyper- 
adosteronism, which led to these motor 
disturbances, did not produce edema; con- 
versely, in nephrosis, when urinary aldoste- 
Tone elimination becomes excessive, there is 
much edema but no muscular paralysis, Fu- 
ture research will have to show why an 
excess of such a mineralocorticoid can pro- 
uce more or less selectively one or the other 
type of manifestation in different patients. 
Animal experiments have already shown that 
e such as DOCA, can act rather spe- 
atically on one or the other target, depending 
Upon what we call “conditioning factors.” 
vi instance, DOCA produces nephrosclero- 
fee Ypertension, and periarteritis nodosa in 
“a or muscular paralysis in dogs and 
in eys, much more easily when the sodium- 
take is high, but the anesthetic effect of the 


Same hormone i 
salt-intake s not thus enhanced by the 


DenPHOLOGIC CHANGES IN THE BRAIN PRO- 
CED BY CORTICOIDS 


In rats heavily overdosed b i 

y y desoxycorti- 

hg (especially if they are sensitized by 
igh NaCl intake and unilateral nephrec- 
y), there develops an encephalopathy with 
ma arteritis nodosa of the cerebral vessels, 
“oe edema and often multiple massive 
Trhages in the brain. These lesions are 
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accompanied by convulsions or paralytic 
changes in the skeletal musculature and by an 
extreme irritability of the animals. It is pos- 
sible to prevent such changes by the adminis- 
tration of acidifying salts, for instance, am- 
monium chloride or calcium chloride. 

The question arises whether cerebral 
changes, such as are seen in clinical periar- 
teritis nodosa and in hypertensive disease, are 
related to the excessive production of miner- 
alocorticoids, or an excessive conditioning for 
their actions. In any event, this experimental 
encephalopathy now serves us as a useful test 
object for the screening of drugs which may 
have clinical applications in these diseases of 
man which are simulated by DOCA-over- 


dosage. 


STRESS AND THE INFLAMMATORY DISEASES 


It is now a generally accepted fact that 
certain adaptive hormones produced during 
stress (ACTH, cortisol) have definite anti- 
inflammatory actions; it is less certain but 
highly probable that, under special circum- 
stances, stress and the so-called “prophlo- 
gistic” hormones (e.g, STH, DOCA, aldo- 
sterone) actually stimulate inflammation and 
the development of the so-called “collagen 
diseases” in man. ; 

Our attention was called to this relation- 
ship between inflammation and the adrenal 
in the course of experiments on the “ana- 
phylactoid inflammation.” It had been noted, 
in 1937, that the intraperitoneal or intra- 
venous administration of egg-white produces 
a peculiar hypersensitivity reaction in the 
rat, This is characterized by a pronounced 
inflammatory edema in the snout, the paws, 
and the ears. It was immediately «otha 
that the adrenal plays an important role in 
this response, eared after adrenalectomy 
stress failed to prevent this reaction to egg- 
white, From this we had concluded that 
stress presumably inhibits inflammation, 
through the excessive production of ACTH 
and antiphlogistic corticoids. At the time of 
our first experiments, purified preparations 
of ACTH or synthetic anti-inflammatory 
corticoids were not yet available, but more 
recently we were able to show that these hor- 
mones also inhibit this type of inflammatory 
hypersensitivity reaction, just as exposure to 
stress does. 
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All these facts have been confirmed with 
a variety of other tests which we have de- 
veloped for the quantitative assessment of 
inflammation caused by ordinary chemical 
irritants (¢.g., topical irritation arthritis with 
formalin, “granuloma pouch” produced with 
croton oil). In all these instances, inflam- 
matory changes due to tissue irritation have 
been inhibited, not only by stress due to 
somatic causes (trauma, burns), but also by 
such neuromuscular stress as is induced by 
forced immobilization, Still, stress, no matter 
how induced, did not exert this inhibitory 
effect after removal of the adrenals. 

The converse effect, namely, the stimula- 

tion of inflammation by stress and by adap- 
tive hormones, has also been demonstrated 
in animal experiments, but it is not yet clear 
to what extent these findings are applicable 
to the problems of clinical medicine. Pro- 
longed overdosage with DOCA (especially 
after sensitization by excess salt-intake) pro- 
duces periarteritis nodosa and myocarditis ; 
it also sensitizes for the production of various 
types of experimental arthritis in the rat. 
Furthermore, under suitable experimental 
conditions, the antiphlogistic effect of corti- 
sone or cortisol can be inhibited by DOCA 
or aldosterone in animals. It is clear, there- 
fore, that—at least in certain mammals—the 
“inflammatory potential” (the ability of tis- 
sues to undergo inflammation) depends 
largely upon the balance of pro- and anti-in- 
flammatory hormones. It is highly probable 
that, in man, the hormonal regulation of in- 
flammation obeys essentially the same rules, 
but the clinical effectiveness of the prophlo- 
gistic principles has not yet been explored as 
completely as that of the inversely acting 
hormones. 

The importance of the balance between 
pro- and anti-inflammatory hormones for 
the regulation of inflammation has several in- 
teresting implications in the field of psycho- 
somatic medicine. For example, it had long 
been known that certain infectious diseases, 
for instance, tuberculosis, may be greatly ag- 
gravated by exposure to virtually any kind 
of severe stressor. The rest cures for tubercu- 
losis are based upon the empirically estab- 
lished fact that protection from stress is an 
important aspect in the healing of tuberculous 
lesions. Animal experiments have shown 
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that, for instance, in the rat (a species nor- 
mally resistant to tuberculosis), overdosage 
with cortisone can induce great sensitivity to 
tuberculosis bacilli, while the antiphlogistic 
STH restores resistance to normal, despite 
continued cortisone-treatment. Even nor- 
mally saprophytic microorganisms tend to 
spread and to become highly pathogenic in 
rats overdosed with ACTH or cortisone and, 
here again, STH exerts a protective effect. 
It is probable that, to a large extent at least, 
the antiphlogistic hormones favor the spread- 
ing of infection because they remove the in- 
flammatory barricades around the foci of 
microorganisms, while the pro-inflammatory 
hormones act inversely by stimulating gran- 
uloma formation and the encapsulation of 
potentially pathogenic germs. Numerous 
clinical observations have shown that, in man, 
heavy and prolonged overdosage with anti- 
phlogistic hormones can also induce the 
spreading of an originally innocuous and 
well-delimited tuberculous process. 

One of the first observations concerning 
the alarm reaction—the first stage of the gen- 
eral adaptation syndrome—was that stress 
produces gastric and duodenal ulcers in ani- 
mals. It had since been shown—both in ex- 
perimental animals and in man—that over- 
dosage with antiphlogistic hormones may 
likewise cause the development and even the 
perforation of peptic ulcers. This may €x- 
plain the empirically established relationship 
between stress (particularly neurogenic 
stress) and peptic ulcer formation. 

In experiments designed to elucidate the 
mechanism of this phenomenon, we could 
show that peptic gastric juice, introduced 
into an experimentally prepared granuloma 
pouch, does not digest the wall of this sa 
because the inflammatory tissue is extraor- 
dinarily resistant to peptic digestion. On the 
other hand, exposure to the stress of fo f 
immobilization causes such a weakening © 
the granulomatous barricade that it 1$ now 
readily attacked by peptic juice. In the ab- 
sence of the adrenals, exposure to S í 
stress does not thus affect the resistan i 
granulomatous tissue. It is highly R 
therefore, that the antiphlogistic effect of A 
adaptive hormones produced during ate 
plays an important part in the perforation 5 
peptic ulcers; it diminishes the resistance 


oma tissue which normally covers 
of gastroduodenal ulcers. 
important clinical observations of Dr. 
our Gray have shown that the secretion 
tic enzymes is enhanced during the 
reaction by stress and also during 
at with antiphlogistic hormones (e.g., 
TH and cortisone). Consequently, dur- 
ess, the perforation of peptic ulcers 
presumably facilitated through a dual 
m: (1) the resistance of the protec- 
a wall is diminished; (2) the 
of the aggressive enzymes is aug- 


ESS AND SEXUAL DERANGEMENTS 


ing stress, when the anterior pituitary 
Secrete a great excess of ACTH in 
‘to maintain life, the gland apparently 
simultaneously produce optimal 
its of gonadotrophic hormones. Thus, 
found that prolonged exposure to 
physical or emotional stressors re- 
mts in a cessation of estrus, with ovarian 
phy, and involution of the accessory sex 
in female rats. During lactation, milk 
‘tion ceases. In male rats exposed to 
hic stress, there is involution of the testes. 
change in the secretory activity of the 
or pituitary from the normal pattern to 
in which ACTH secretion is favored at 
Expense of other hormones, has been re- 
to as the “stress-shift in anterior- 
y activity.” 
e is ample clinical evidence to show 
this stress-shift” also occurs in man. 
1s a decrease in libido and fertility in 
Sexes during stress and this may be 
mpanied by amenorrhea in women and 
‘Ace in men, In such patients, a vicious 
may develop, because continuous 
J, tear or pain may lead to sexual dis- 
Aces which, in their turn, again cause 


We are Presently engaged in experiments 

ed to elucidate the mechanism of the 
: p and, although this work is still 
idee it may be said already that, in 
aie elena secretion of sex- 
SA » their peripheral activity upon the 

ry Sex-organs also A SERRA obs im- 
d by the conditioning effect of stress, 
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After a brief enumeration of key-references 
to the literature on stress in psychiatry, the 
following specific problems are discussed on 
the basis of personal experiments: 

1. An “operational definition” of stress, 
based on measurable indicators of this state. 

2. Steroid anesthesia. 

3. The anticonvulsive and tranquilizing 
effect of steroids. 

4. Corticoids and muscular paralysis. 

5. Morphologic changes in the brain pro- 
duced by corticoids. 

6. Stress and the inflammatory diseases. 

7. Stress and sexual derangements. 
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FEAR AND ANXIETY IN THE COURSE OF ELECTROSHOCK 
THERAPY +? 


ALFRED GALLINEK, M.D, New York Ciry 


Patients undergoing electroconvulsive 
therapy (ECT) frequently exhibit marked 
fear of the treatment. While many medical 
procedures except the most innocuous ones 
are accompanied by fear on the part of the 
patient, the fear of ECT exceeds that of 
other medical procedures including surgical 
ones. Therefore, an attempt at a systematic 
study of this fear seems to be indicated. 
While the American literature contains 
numerous reports on psychological tests 
given after ECT(1-4 and many others), 
comparatively little attention has been given 
to fear. Gottesfeld and Baker(5) found 
fear in 80% of their ECT treated patients ; 
Fisher, Fisher, and Hilkevitch(6) found 
it in 50% of their patients. Kalinowsky 
and Hoch(7) point out that fear of ECT “is 
a greater problem than was originally real- 
ized.” They stress, as we do in this presen- 
tation, the fear “which develops increasingly 
after a certain number of treatments,” and 
they suggest that this particular fear is con- 
nected with the experience of waking up and 
being unable to become oriented. 


1Read in abbreviated form at the Twelfth An- 
nual Meeting of the Electroshock Research Asso- 
ciation in Chicago, Ill., April 29, 1956. 

2 From the Department of Neurology, College of 
Physicians and Surgeons, Columbia University, 
and Neurological Institute, Presbyterian Hospital. 

3 Address: 1165 Fifth Avenue at 98th Street, 
New York 20, N. Y. 


Diagnosis 
Involutional depression 42 
Involutional paranoid condition 4 
Paranoid form of schizophreni: 2 
Catatonic form of schizophrenia 2 
Simple form of schizophrenia, ........-++ 5 
Manic depressive depression............ 35 
Schizo-affective psychosis ......++sse0e0e 2 
Post-partum depression .......se0e+see 2 
Anxiety depression® .,.....s..+eeee0es 3 
Reactive depression ......s+e++eeseeeee 2 


Drug addiction ¢ 
* Under this heading were understood phasic occurrences 
neurotic depressions, conversion depressions of Hauser & 
psychotherapy in 
t Treated wi 
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MATERIAL 


One hundred consecutively treated private 
patients, 68 females and 32 males between 
the ages of 21 and 80, were observed and in- 
terviewed before, during, and after the 
course of therapy in regard to their fear of 
the treatment. Many patients are rather dis- 
inclined to talk spontaneously about their 
fear, and intense direct questioning was 
needed in order to obtain sufficient informa- 
tion, Seventy were treated as ambulatory 
patients in the office, 20 as inpatients in a 
private sanitarium, and Io as inpatients on 
the private floors of the Neurological Insti- 
tute, Columbia Presbyterian Medical Center. 
The various diagnostic categories, presence 
or absence of fear, and treatment results are 
recorded in Table 1. 

The fairly high percentage of manic-de- 
pressive depressions in this material is prob- 
ably explained by the fact that the author 
had been interested in ECT for 14 years. 
Therefore, a number of these subjects were 
patients whose previous episodes had been 
terminated by ECT, 


FREQUENCY OF FEAR 


Of the 100 patients, 67 had marked, but 
various degrees and various modalities of 
fear, whereas 33 showed no marked feat. 
No particular relationship between the sex 
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of the patients and proneness to fear of ECT 
exists. 


FEAR AND DIAGNOSTIC CATEGORIES 


Naturally, the question arises as to the pos- 
sibility of the relation between the occurrence 
of fear and the various diagnostic categories. 
The group of the 9 schizophrenics consisted 
of 2 paranoids, 2 catatonics, and 5 “simple” 
cases, Of these, the 2 paranoids showed 
marked fear, the 2 catatonics showed a com- 
plete absence of fear, 4 of the “simple” cases 
showed fear, and 1 failed to do so. 

All 4 patients with involutional paranoid 
psychoses exhibited fear as did all 3 patients 
with anxiety depressions as well as the single 
drug addict. 

_Of the 2 patients with post-partum depres- 
sions, I exhibited fear, 1 did not, and the 
same holds true of the 2 patients with re- 
active depressions and the 2 patients with 
schizo-affective disorders. 

_ The completely heterogeneous and statis- 
tically insignificant group of 9 schizophrenics, 
2 schizo-affective disorders, 4 involutional 
Paranoid psychoses, 3 anxiety depressions, 2 
Post-partum depressions, 2 reactive depres- 
sions, and 1 drug addict shows the occur- 
Fence of fear in 15 of 23 patients, which is 
very close to the over-all occurrence of fear 
in 67% of all studied (100) patients. 

_ Of the remaining 77 cases of pure depres- 
Sve pictures (involutional and manic-de- 
pressive depressions), 52 exhibited fear and 
25 did not. With the exception of anxiety 
pressions and of cases with a marked 
auaa trend, the occurrence of fear in 4 
Bie eA patients is also equally notice- 
ai, the total group is broken down into 
ST diagnostic categories. With the ex- 
€ption of patients with paranoid and anxiety 
catures, the percentage of occurrence of fear 


appears to be i i ; 
St, independent of diagnostic cate- 


F 
EAR AND RESULTS OF TREATMENT 


The high percent: 
age, roughl b, of 
stig Tesults achieved with ied is de- 
i ive syndromes, and, on the other hand, 
Tather high percentage of fear, roughly 
% makes it unlikely that fear can be a 
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hindrance to effective treatment. The same 
holds true for the nondepressive groups. 

All 3 cases with anxiety depressions had 
exhibited marked fear; 2 were benefited by 
the treatment, 1 not. The 2 cases of schizo- 
affective disorder, including 1 who had ex- 
hibited an excessive degree of fear (hiding 
under the bed or in the room closet prior 
to the treatment) were restored to normalcy. 

Of the 4 patients with involutional para- 
noid psychoses, who had all shown a high 
degree of fear, only one failed to recover. 

Of the 3 patients with anxiety depressions, 
who had all shown considerable fear, 1 failed 
to recover, I improved, and 1 made a com- 
plete recovery. 

Both patients with reactive depressions, 
the one who had been afraid and the one 
who had not, made an equally satisfactory 
recovery. 

Both paranoid schizophrenics had shown 
a high degree of fear; one improved suffi- 
ciently to return to work, the other failed to 
improve and had to be institutionalized. Of 
the 2 fearless catatonics, one made a com- 
plete recovery, the other was only slightly 
improved. Of the 5 cases of a “simple” form 
of schizophrenia, the single patient who had 
failed to show fear did not improve, and of 
the 4 fearless ones, 2 made a very satisfactory 
recovery and 2 failed to do so. The same 
absence of the influence of fear on the thera- 
peutic results could be seen in the remaining 
group of depressive patients, and we are con- 
vinced that fear of the treatment constitutes 
neither hindrance nor help toward recovery. 


FEAR AND PREMORBID PERSONALITY 


Psychological testing was done in only a 
minority of cases and failed to reveal any 
particular clues as to the occurrence or non- 
occurrence of fear. Impressions concerning 
the premorbid personality gained on psychi- 
atric examination showed that the patients 
suffering from anxiety depressions and the 
one drug addict had always manifested vari- 
ous neurotic fears, hypochondriacal preoc- 
cupations, and proneness toward develop- 
ment of anxiety. In addition to these, it ap- 
peared that only in patients with paranoid 
tendencies could a disposition toward fear be 
traced to their premorbid personality. Of the 
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remaining patients, those who developed fear 
of the treatment had by no means shown 
particular tendencies toward development of 
fear in their past lives; on the other hand, 
even some of those who underwent treatment 
without any fear had shown such proneness 
in their past lives. In the majority of patients, 
fear of the treatment had as little to do with 
their premorbid personality as with the char- 
acter of their psychosis or with the results of 
therapy. 


REASONABLE CONCERN AND APPREHENSION— 
NON-PATHOLOGICAL FEAR 


The term “electric shock” as such, is likely 
to provoke concern, apprehension, and fear, 
though not of pathological nature, in the 
patient and his relatives. Either component 
of the term, one referring to electricity and 
the other to a state of shock, is equally likely 
to induce fear. The fact that an electric cur- 
rent is applied to the head is also mentioned 
by patients as cause for particular concern, 
and many patients are inclined to produce 
associations comparing this form of therapy 
to electrocution. Some form or degree of 
reasonable concern can be expected to be 
voiced by every patient except by advanced 
depressives and catatonics. Patients with a 
feeling of reasonable apprehension, if it could 
be dispelled easily by information and reas- 
surance, were not therefore included among 
those(67) listed as exhibiting fear or anxiety. 
Such apprehension is not different from the 
concern associated with any other form of 
vigorous therapy. 

Rarely will patients voice any particular 
concern about the fact that they will have 
to undergo convulsions. This fear is ex- 
pressed only by those who have witnessed 
epileptic seizures in members of their family 
or have observed the administration of ECT. 

Not only well-meaning though ill-advised 
neighbors, but occasionally also psychologists 

or psychiatrists, averse to electroshock ther- 
apy for theoretical reasons, may bolster this 
reasonable apprehension and fear, The nega- 
tive attitude of this group of psychologists 
and psychiatrists toward a form of therapy 
which within a few days eliminates suicidal 
risk, which has made tube feeding unneces- 
sary, and which in the vast majority of cases 
terminates depressive episodes within 3 or 
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4 weeks is hard to understand. Even in 1955, 
after the introduction of Anectine, which 
allows the administration of electroshock 
with not more than mild twitchings of toes 
and fingers instead of a generalized convul- 
sion, Wayne(11) states that the treatment 
“has all the characteristics of an overwhelm- 
ing assault,” also “an appearance suggestive 
of the sexual act” and “a ritualistic and 
magical quality.” The same author quotes 
the opinion of H. S. Sullivan(12) that elec- 
troshock therapy does no more than create 
happy morons or contented imbeciles. Moss, 
Thigpen and Robison(13) have quoted a 
whole series of authors who “deplore electric 
treatment and glibly assume that such treat- 
ment is given to satisfy unconscious sadistic 
cruelty in the physicians who use it.” These 
latter authors state further : 

The same theories could, if one wished to philoso- 
phize, be applied most interestingly to the question 
why these commentators should be so bitterly op- 
posed to a measure that relieves permanent dis- 


ability and inexpressible anguish in so many pa- 
tients, 


While opinions and “theories” of this sort 
certainly do not deserve to be discussed under 
the topic of reasonable concern, they may 
very well when conveyed by professional 
people to patients or their relatives cause 
reasonable concern and fear in the mind of 
those patients who have no means of ascer- 
taining the professional competency of their 
sources of information, 


SOMATOGENIC FEAR 


The occasional muscle aches, headaches, 
and nausea which may disturb the patient 
after the application of the standard treat- 
ment without the use of intravenous anes- 
thesia, or the hang-over effect of an intra- 
venous anesthesia, can be the cause of a mild, 
usually easily manageable fear. The organic 
memory impairment may disturb ET 
particularly those who perform intellectu 
work, and they may attach to this complica- 
tion fear that the memory disturbance may 
be of permanent character. Also, the oc- 
casional fleeting dysgnostic experiences €n- 
countered as an after effect of electroshock 
(9) may cause fear and concern. Every Pe 
tient is always ready to admit that no dis 
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comfort or anything at all is experienced 
during the treatment proper. 


UNREASONABLE CONCERN AND FEARS IN PRE- 
MORBIDLY ANXIOUS PATIENTS 


Manifestations and conscious motivation 
is qualitatively not different from what has 
been described as reasonable concern, There 
is, however, a marked quantitative difference. 
It can not be dispelled or corrected. The 
fear is profounder than in what has been 
referred to as reasonable concern. These pa- 
tients will continue during the course of 
treatment to insist on the similarity of the 
treatment to electrocution, They will state 
and restate their fear of the word “shock,” 
of the application of electricity to the head. 
They will object to seeing the shock machine, 
and if they are treated without intravenous 
anesthesia, voice their horror of the applica- 
tion of the electrodes and jelly. Prior to each 
treatment, they will ask whether this is going 
to hurt and will not be appreciably reassured 

y reference to previous painless treatments. 
his type of fear is seen in patients who have 
been Premorbidly anxious through their en- 
tire lives, and who have been afraid of any 

d of medical procedure, As can be ex- 
pected, the patients suffering from anxiety 

pressions exhibit this fear. When ECT 
Was administered in intravenous anesthesia 
meet the patients’ knowing that they had 
a alli any form of treatment other than an 
eran Injection, they underwent treat- 
aie te ingly and without fear. In these 
aen . Stated that f ear of the concept of 
ERRA a . of seeing the necessary 
eh tach nd paraphanalia was the es- 
thik oe or. Another type of fear seen in 
E pee anxious group is the “fear 
my sleep,” $ yA even a ‘ fear of talking in 
a “fear a ee ez of losing control, even 
make such o á jol down.” These patients will 
AYA F = follow : “It frightens 
af it” +t, ee he whole thing, the thought 
want to go to i going to hurt? “I do not 
feel that the oe Some patients seem to 
nane oy iener of the loss of con- 
form of tele tained with the standard 

eal ent without intravenous anes- 

„oia, is particularly frightening. “ 
rible treatment y, trightening. “A ter- 
» NO pain, I lose consciousness 


immediately.” These patients, when investi- 
gated as to their attitude toward general 
anesthesia, revealed that in the past they had 
had a similar attitude toward general anes- 
thesia. They may have a persistent neurotic 
fear of death and are afraid that any type 
of procedure, particularly one which when 
combined with loss of consciousness, may 
result in death. This sort of fear does not 
increase with the progress of treatment, but 
rather is likely to decrease. 


FEAR OF THE TREATMENT INTEGRATED INTO 
THE STRUCTURE OF THE PSYCHOSIS 


In paranoid patients, and occasionally in 
depressive patients, the fear of the therapy 
becomes integrated into the structure of the 
psychosis. Paranoids, schizophrenics, and pa- 
tients with involutional paranoid conditions 
tend to consider the treatment as one of the 
many hostile, persecutory acts directed 
against them. One of our patients after re- 
covery mentioned that she had been firmly 
convinced that the treatment had been ad- 
ministered as a form of electrocution by the 
F.B.I. She also showed features of fear 
mentioned as characteristic of the premor- 
bidily anxious group, to which she also be- 
longed. She stated that she “hated the elec- 
trodes,” that she “hated the odor of the 
jelly.” She accepted treatment with much less 
fear and hesitancy when it was administered 
in intravenous sodium amytal sleep. Occa- 
sionally, depressive patients with a strong 
sense of guilt will consider the treatment as 
a form of deserved punishment, These pa- 
tients usually show only a small degree of 
fear in the beginning of the treatment course 
when they are still severely depressed. With 
the progressive improvement of the affective 
situation they become less inclined to accept 
treatment. One patient who had accepted the 
treatment at the onset without difficulties, 
during the second half of the course spoke 
of “torture” and of the treatment room as the 
“torture chamber.” 


THE FRIGHTENING EXPERIENCE OF UN- 
FAMILIARITY—DISCONNECTION FROM THE 


PAST AND FUTURE 


All types of fear so far enumerated apply 
only to the minority of the patients who are 
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afraid. The majority invariably mention as 
the frightening factor the loss of memory on 
waking up. “I hate to have lost my memory 
when I wake up. When I wake up I do not 
know where I am and that worries me. Fall- 
ing asleep and not recognizing anybody, I 
get frightened.” “When you wake up it is 
the most terrible feeling like if you were an 
idiot.” In this important group of patients 
no pathological fear prior to treatment and 
during the early treatment period is notice- 
able. Their fear develops increasingly with 
the progress of treatment. 

The patient who wakes up after electro- 
shock therapy, particularly when the stand- 
ard method without intravenous anesthesia 
Pq been hess differs fundamentally from 

one who wakes up after general surgical 
anesthesia. The latter will very quickly re- 
cover memory and orientation shortly after 
having regained consciousness. If he is dis- 
oriented, it will be sufficient to tell him where 
he is and what has happened in order to 
establish his orientation. The patient who 
wakes up after shock therapy, on the other 
hand, finds himself conscious, but for a fairly 
long time, sometimes up to an hour, he may 
be bereft of his memory and his orientation 
may be severely impaired. He will look 
around amazed, with a frightened expression. 
“Am Tall right now? What happened to me? 
Where did I pass out?” He will not accept 
the true information when it is given to him 
and will constantly repeat the same questions 
without being able to comprehend the an- 
swers. The patient waking up after surgical 
anesthesia, particularly on being told that he 
is now waking up from his operation, can 
almost immediately re-establish his connec- 
tion with the past. He remembers the illness 
and the fact that he had to undergo surgery 
and will quickly orient himself in the re- 
covery room, The patient waking up after 
electroshock will not remember that he had 
a depression. He will not remember that 
shock treatment had been decided upon and 
that he has come to the hospital or to the 
office for the purpose of treatment. He will 
not remember (when treated at the office) 
that one member of his family has accompa- 
nied him and will constantly ask: “How did 
I get here? What has happened? Where 
am I? Where is my wife?” He will not ac- 
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cept answers, since they fail to ring a bell in 
his mind. He continues to remain discon- 
nected from his own past. And also differing 
from the post-surgical patient, he will be un- 
able to project himself into the future, He 
will not accept the suggestion that he will be 
allowed to go home soon, that he will have 
a good night’s sleep, but instead will remain 
in a state of utter bewilderment, disconnected 
equally from the past and the future, finding 
himself in an unrecognized, strange environ- 
ment, His behavior will be identical on each 
treatment. One of our patients with a severe 
reactive depression, due to the death of her 
husband, had to be told each time after each 
of her ro treatments of her husband's death. 
Each time anew she went through an agony 
of grief, as if suddenly confronted with an 
unexpected shattering new fact. 

As mentioned, the seemingly inexplicable 
fear and anxiety are nonexistent with the 
first and second treatments but increase 
gradually with the progress of treatment. 
The disconnection from the past and the 
temporary inability to recover retrograde 
recent mnestic material and even remote ma- 
terial becomes more pronounced as treatment 
proceeds. A fter the first treatment or the first 
few treatments, no particular fear appears 
to be connected with the retrograde amnesia. 
The repetitive administration of electroshock 
deepens the disconnection from the past and 
its affective repercussions. It is then that the 
specific fear of the treatment may assume 
the aspect of a vague, all-pervading, almost 
objectless anxiety. This fear not only in- 
creases with the progress of treatment, but 
may also linger on after treatment, occasion- 
ally to such an extent that the patient, even 
when completely recovered, likes to avoid the 
street in which the hospital or the doctor's 
office is located. When suffering another de- 
pressive episode, this fear, acquired during 
the preceding episode, may make it difficult 
for the patient to accept treatment again. 

The patient waking up from electrosh 
differs from the patient waking up oe 
surgical anesthesia not only in his ayer 
temporary disconnection from the past an 
his inability to project himself into the fu- 
ture, but also, in conjunction with this dis 
turbance, by a profound change of his sense 
of familiarity, The patient recovering from 


anesthesia will not experience his 
ngs, the nurses and doctors and 
room, as particularly strange, un- 
= and frightening, whereas the one 
bring from electroshock may do so. 
g in which he finds himself im- 
him as unique, alarmingly strange and 


fan be recognized but the feeling of 
defective. Such patients are not sure 
ts and elements of memory experience 
ity fit together[14]. 


ür patients stated: “It is like being 
world. It is only after an hour 
s and faces look familiar again.” 
indeed a fear-inducing experience. 
ience of waking up disconnected 
past, in a strange environment, ac- 
by a sense of strange unfamiliar- 
fas expressed by one of our patients 
© spoke of “the waking up from 
into the anywhere.” In this con- 
mon it may be pointed out 
Past and future are not 2 absolutely sep- 
touching at a highly remarkable 
i sla name of which is the present. The 
JS that which was as it appears to me today, 
tre is that which comes as it comes to meet 
owlts]. 


ection from the past and the in- 
Project into the future, therefore, 
Y two different facets of the same dis- 
ance. When recovery of the past be- 
ms, the past appears to be more remote 
it actually is, In a self-observation, 
% (16) spoke of “la sensation d’éloigne- 
dy passé.” Even more than the discon- 
lon the past, the loss of the ex- 
of familiarity appears to be the 
anxiety-inducing element, The ex- 
„Ol strangeness as described by the 
e ts is profound and disturbing, creating 
mY specific fear of the treatment but 
diffuse and vague anxiety, 
TAD tion has been called to the striking 
ity between the expressions used by 
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findlichkeit) of human existence. This view- 
point, of course, differs sharply and irrecon- 
cilably from the one prevailing in our so- 
called dynamic psychiatry, in which anxiety 
in all its modifications is considered to be a 
psychopathological manifestation, German 
psychiatrists compare, at least implicity, the 
situation of the patient waking up from elec- 
troshock and the manifestations of his anx- 
iety to the situation of man as described in 
existentialistic philosophy. There, man finds 
himself thrown into a world which is not of 
his choosing, surrounded by facts not of his 
making, and, therefore, he is afflicted with 
fear and anxiety. Long before existential- 
ism, Pascal(22) wrote as follows: 


When I consider the short duration of my life, 
swallowed up in the eternity before and after, the 
little space which I fill, and even can see, engulfed 
in the infinite immensity of space of which I am 
ignorant, and which knows me not, I am frightened, 
and am astonished being here rather than there, 
why now rather than then. 


The hypothesis may be offered that the 
basic anxiety characterizing man’s being in 
the world is normally neutralized by his 
sense of familiarity. The familiarity of en- 
vironment of life in general, of ourselves, is 
reassuring. Under normal conditions we 
know our place in time. Our recollection of 
and relation to the past is as clear as our 
ability to project ourselves into the future. 
All these familiar aspects may be extremely 
obscured during the awakening after ECT. 
A temporary annihilation of the sense of 
familiarity after electroshock provokes basic 
anxiety, and results in a strong, progressively 
increasing fear of the treatment. 
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DISCUSSION 


Dr. L. B. Kattnowsxy (New York City). — 
Dr. Gallinek’s presentation is probably the first 
systematic study of fear and anxiety in connection 
with ECT. Fear in metrazol convulsive treatment 
had been related to the sensations the patient ex- 
periences with the injection, and, therefore, no at- 
tention was paid to the other components of the 
fear such patients retained from the treatment. Most 
remarks in the metrazol literature are centered on 
the fear as the therapeutically effective agent. The 
therapeutically ineffective tortures of previous times, 
and the ineffectiveness of painful electric stimuli 
used in psychotics prior to the shock era proved that 
fear could not be the effective agent, and when 
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electroshock therapy was introduced, this theory was 
abandoned. But as time went on, it became obvious 
that even patients who have no fear of electroshock 
in the beginning, or at least after the first treatment 
when they realize that it is not painful, do develop 
fear usually after the fourth or fifth treatment when 
their psychotic fear usually has subsided. Dr. Gal- 
linek’s study has shown that this fear is not ex- 
plained by such factors as premorbid personality, 
type of illness, or therapeutic results. I can only 
agree with all the observations made by Dr. Gallinek 
perhaps with the one exception that I was always 
surprised to find how little paranoid patients inte- 
grate the fear of the therapy into the structure of 
their psychosis. It is amazing how easily schizo- 
phrenics who object to everything suggested to them, 
often submit with an almost “automatic obedience” 
to the treatment, and there is often less difficulty to 
continue treatment with them than with depressed 
patients, 

The treatment fear of any patient, psychotic and 
nonpsychotic alike, is connected with the confusion 
on waking up. Usually patients do not offer this 
explanation spontaneously. Dr. Gallinek interviewed 
patients about their fear, and he was able to con- 
firm its origin in the posttreatment phenomena 
which I have always been inclined to accuse per 
exclusionem. Patients waking up from a narcosis, 
and also patients waking up from insulin coma do 
not haye the frightening experience of the electro- 
shock patient, and it can be assumed that the con- 
fusion, so typical for an electroshock convulsion, is 
the causative factor for the deviation from other 
types of awakening. In my experience the gradual 
development of the electroshock fear is not pre- 
vented by premedication with intravenous barbitu- 
rates. It is interesting, however, that according to 
Lieser, who uses chlorpromazine immediately after 
the convulsion, fear can be successfully allayed in 
this way. eh 

Finally I should like to stress Dr. Gallinek’s 
references to an existentialistic interpretation of had 
electroshock fear and anxiety. Instances of clinica 
observation which really help us to understand basic 
mechanisms are disappointingly rare. Anxiety due 
to electroshock is a phenomenon which gives us a 
good opportunity to think. I never felt that the 
existentialistic approach to psychiatry in Europe ne 
any more helpful to true understanding than the 
psychoanalytical approach, but the phenomena dis- 
cussed in this paper offer themselves more easily 3 
an existentialistic approach than to psychoanalytic” 
interpretation. Therefore, Dr. Gallinek’s study ie 
equally interesting for its practical aspects as 
basic theoretical considerations. 


EXPERIMENTAL ASPECTS OF ANXIETY + 
DAVID McK. RIOCH, M.D.,? Wasuincton, D. C, 


This paper proposes to review briefly cer- 
tain aspects of a variety of experimental 
studies which have some bearing on the 
phenomena generally referred to as anxiety. 
In part, the experiments were designed to 
investigate the problem of anxiety, but the 
majority are concerned with determining the 
behavior, under a variety of conditions, of 
phenomena which are more or less precisely 
operationally defined. Most of these experi- 
ments are on animals, in spite of the fact 
that the late Dr. Harry Stack Sullivan as 
well as more recent authors have maintained 
that the phenomena constituting “anxiety” 
are limited to human beings, i.e. to accul- 
turated homo sapiens. There is no question 
that the complexity, modifiability, and vari- 
ability of human behavior in contrast to that 
of lower forms is of a different order of mag- 
nitude and that conse ici 

quently normal antici- 
patory behavior—commonly experienced as 

e mind”—is dependent on relatively fre- 
quent association with other humans. How- 
ee pie grosser patterns of change 
a in en in the ih 

: tons ntly similar 
Nee to justify the use of simp 
ques for their further elucidation. 


ADREN. 
AL HORMONES AND “ANXIETY” 


Since the work of Walter B. Cannon and 
Sen eh considerable attention has 
san ae hypothalamic-sympathetic- 

os Ty system and the hypotha- 

a nR yseal-adrenal cortical system, 
laeh S of their response in physical 
te i anticipatory activity following 
ei Ssociated with probable future 

. e more recent separation of 2 


ho 

oie from the adrenal medulla, epi- 
clarified he horepinephrine, has further 
different sition in calling attention to 
~ Patterns of cardiovascular responses 


ion, Chi i 
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associated with different verbal and gestural 
patterns of behavior. The well-known ex- 
periments of Funkenstein(1) and his asso- 
ciates at Harvard demonstrated the different 
responses of different subjects to a frustrat- 
ing experience. The subjects who expressed 
anger at the situation (“anger out” subjects) ' 
showed cardiovascular responses similar to 
those evoked by norepinephrine, whereas the 
subjects who blamed themselves for poor per- 
formance (“anger in” subjects) and those 
who showed “anxiety” responded in patterns 
similar to those evoked by epinephrine. Rei- 
ser(2) similarly found differences in the 
cardiovascular responses of enlisted men to 
experimental interviews. When the inter- 
viewer was an enlisted technician the sub- 
jects expressed resentment freely and showed 
the norepinephrine type of cardiovascular 
pattern. With an officer interviewer the ver- 
bal and gestural behavior was restrained and 
the epinephrine cardiovascular pattern ap- 
peared. ' 
These observations raise the question as 
to the economy of 2 systems, both associated 
with anticipatory behavior implying physical 
activity and therefore improved metabolic 
support for muscles and brain. If we assume 
that functional systems have developed (phy- 
logenetically) in response to interactions of 
organisms with the environment—which in- 
cludes other organisms—we may consider 
the different requirements of such interac- 
tion. It appears that 2 separate problems 
need to be solved in emergency situations. 
The first is the assessment of the situation 
and shift from the previous, on-going ac- 
tivity to one or another pattern of interac- 
tion appropriate to the new information. The 
problem of shift of attitude or set is difficult, 
since the properties of the central nervous 
system are such as to maintain on-going be- 
havior (cf. Sherrington’s “competition for 
the final-common-path”) probably necessary 
to provide some measure of temporal sta- 
bility. A quick acting system, not only im- 
proving cardiovascular support for the brain 
but also facilitating central scanning mecha- 
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nisms and temporarily inhibiting innate pat- 
terns of interaction until one or another is 
reinforced, would be called for. The second 
problem in an emergency system is the longer 
continued metabolic support once one or an- 
other of the interaction patterns is estab- 
lished. It is tempting to speculate that the 
central and peripheral mechanisms associated 
with epinephrine and with norepinephrine 
secretion are related to these 2 problems 
which arise in emergency situations. 

It should be emphasized here that the 
subjective phenomena of “anxiety” are not 
due simply to the peripheral response to 
sympathetic-epinephrine stimulation. Early 
observations on the effects of intravenous ad- 
renalin showed quite typical responses of 
“anxiety,” with tremor, nervousness, agita- 
tion, and so forth. Recent studies by Baso- 
witz et al.(3) have demonstrated quite differ- 
ent effects, depending on personality factors 
and former experiences the subjects described 
with “anxiety” manifestations. Thaler and 
Goldstein have had occasion to study the 
responses of subjects to the intravenous in- 
fusion of epinephrine in the course of other 
experiments with similar results. Subjects 
may merely describe current sensations, 
such as feeling the heart beat, cold feet, etc., 
or they may verbally express and act out a 
full-fledged “anxiety” pattern. The different 
responses are apparently correlated with 
previous transactional patterns. It is of in- 
terest to note the change in emphasis in the 
more recent studies as compared with the 
earlier. This may be due to more attention 
to detail with repetition of the technique. 
However, it also calls to mind a change 
which has occurred more generally in social 
communication. In World War I neurocir- 
culatory asthenia was an important medical 
problem, treated largely by internists and 
cardiologists. In World War II it was rarely 
seen, the cases of anxiety reaction being 
handled by the division psychiatrists and for 
the most part returned to duty. That the 
“anxiety” type of action communication is 
no longer a socially preferred mode is also 

evidenced by its decreased frequency in psy- 
chiatric practice. Currently the so-called 
anxiety neurotic shows a more restrained 
pattern. 

The finding of the increased output of ad- 
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renal cortical steroids under conditions of 
physical stress has led to investigations on 
the relation of these steroids to anticipatory 
behavior in response to threat and danger, 
Howard, while studying surgical shock in a 
field physiological laboratory in Korea(4), 
collected urine samples from men under a 
variety of threatening conditions. He found 
no changes in the 17-ketosteroid fraction in 
response to increased danger, but in a num- 
ber of men, though not in all, there were 
marked rises in the formaldehydrogenic frac- 
tion. Very high levels, for example, were 
found in 3 men following an episode in which 
they were blown out of a bunker by a mortar 
shell, although they suffered no physical in- 
jury. Elmadjian(5) found increased 17- 
ketosteroids in the urine of men engaged for 
16 hours in an attack against Chinese posi- 
tions in which the attacking company suf- 
fered a relatively high casualty rate. 
Grinker has conducted probably the most 
extensive experiments on the correlation of 
“anxiety states” and adrenal steroid output. 
Thaler, Price, and Mason, in our labora- 
tories(6), have made some observations 
which are pertinent. A battery of psycho- 
logical tests and psychiatric interviews were 
used, and the results correlated with the 17- 
hydroxycorticosteroid level in the blood of 
patients in the surgical wards on the day 
before elective thoracic surgery. The ma- 
jority of these patients had been in the hos- 
pital for 1 to 3 weeks, which permitted con- 
trol observations. Quite routinely, high 
steroid values were found on the day of ad- 
mission, subsiding to normal levels in 2 °F 
3 days. (This rise in blood—and urine— 
17-hydroxycorticosteroids has been observed 
in normal subjects on the day before the 
start of a 3-day, sleep deprivation experi- 
ment, and also in monkeys on the first day 
or two after they are brought to the labora- 
tory from the animal farm.) On the day 
before operation, a quite good correlation 
was found between indices of “free anxiety 
in the psychological and psychiatric exam 
nations and rise of the 17-hydroxycortic 
steroids in the blood, although it was raed 
in those patients showing the highest 7 
grees of “anxiety,” including a tendency ae 
react with overt physical activity, that 
blood steroids were invariably elevated. 
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Incontrast with the rise in adrenal steroids 
found in subjects responding with signs of 
increased alertness and activity to unusual, 
“unexpected, or otherwise threatening situ- 
ations, study of the blood and urine 17- 
hydroxycorticosteroids in subjects remain- 
ing awake for 72 to go hours—and thereby 
suffering a certain amount of discomfort— 
showed little change or a tendency to fall in 
the steroid level. During the sleep depriva- 
tion period appropriate psychological tests 
uniformly showed decreased capacity for 
| maintenance of alert attention. 

It may also be noted here that in studies 
on the cardiovascular responses of selected 
patients from the medical wards of the 
Walter Reed Army Hospital, Thaler, Reiser, 
_ and Weiner(7) found that certain patients 
with duodenal ulcer in a depressed, with- 
drawn state of mind showed the least physi- 
ological reactivity, In contrast, most ulcer 
Patients showed prompt and fairly strong 
responses to interaction with the investigator. 
om human experiments on anxiety states, 
ne tendency has been to select those situa- 
tions in which the subjects are faced with 
Paisaing, unstructured situations. It needs 
aes, therefore, that very pro- 
banae ptoms of anxiety may be quite 
pardcal vd evoked by situations of isolation, 
“Sin rand in those cases where the dura- 
= Isolation is not defined. In this re- 
field Aa observations confirm the 

Observations of men like Marshall (8) 


wi 
ho found that the terror of the battlefield 
was its “lonesomeness,” 


ANIMAL EXPER 
IMENTS: 
NEUROSIS EXPERIMENTAL 


po propose to review the extensive 
tosis, but Upon so-called experimental neu- 
A : rather to refer to a few studies 
illustrate certain principles, 
“etn the problems in reliably evoking 
i 3 emotional,” “anxiety”) behavior 
Sagn sc aga the nature of the situ- 
aly ic the painful, threatening, or 
ies Tey will be effective. It would 
one in which e most favorable situation is 
> ich the animal is strongly involved * 


have ad 
tees opted the term “involved” f Dr. 
aret Thaler, who found it dencrigtively effec- 
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in arriving at a relatively soon anticipated 
goal. Thus Wikler(9) produced very strong 
aversive and “fear” reactions to female dogs 
in heat in a young male dog by giving him 
a moderately painful electrical shock to the 
hind legs at the moment he achieved in- 
tromission for the first time. Single-experi- 
ence aversive conditioning was routinely ob- 
tained in rats by Hudson(10) by giving 
them a painful shock through a metal feed- 
ing tube from which they had become ac- 
customed to eat. Indeed, Hudson found that 
visual objects introduced within 1 or 2 
seconds after the painful shock also became 
signals for aversive behavior. Some of the 
most important experiments on aversive con- 
ditioning have been described by Masser- 
man and Pechtel(11, 12, 13). The impor- 
tance of their work lies in the fact that the 
threatening stimulus when applied on other 
occasions evokes little to no response in the 
animal. Thus, a puff of air in the face of a 
cat under ordinary circumstances results 
only in shaking the head and licking the 
nose. If the same stimulus, however, is de- 
livered when the cat is about to take a morsel 
of food in a situation in which it has learned 
to open the food box on the presentation of 
a visual stimulus, very dramatic results en- 
sue. The cat springs away from the box with 
signs of marked disturbance, and if the ex- 
perience is repeated once or twice, develops 
strong aversive reactions to the food box 
and adopts rather bizarre patterns of be- 
havior, Equivalent but more complex mani- 
festations ate evoked in monkeys on the 
presentation of a threatening visual stimulus 
(a small green rubber snake). The im- 
portance of the timing of the aversive stimu- 
lus in the course of the interaction between 
the animal and the apparatus seems to be 
crucial. The same principle of accurate tim- 
with 
re- 


sponses to a structured ¢ 
withdrawn (schizoid or depressed) patients showed 
little or no cardiovascular reaction but that patients 
who became “involved” with the examiner showed 
pronounced changes. In the animal experiments the 
term “involved’ is used to indicate the degree to 
which all other activity than that directed toward 
a shortly anticipated goal is reduced, as well as the 
degree to which anticipatory 

trancous interruption is 
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ing applies in the free-operant conditioning 
technique utilizing what has come to be 
known popularly as the “Skinner Box.” The 
effectiveness of the automatic methods used 
apparently depends to a large extent on the 
possibility of delivering the painful stimulus 
synchronously with, or at a fixed short in- 
terval after, the conditioning signal. 

From a somewhat different point of view 
certain experiments of Liddell(14) demon- 
strate the importance of temporal factors, A 
young ram trained to make discriminative 
responses to metronome clicks at different 
frequencies performed accurately on the rou- 
tine schedule of tests at 5-minute intervals. 
When, however, the interval was reduced 
unexpectedly to 1 minute the ram showed 
marked disturbance and discriminative be- 
havior was completely occluded. 

In addition to the factors noted, reference 
should be made here to the classical experi- 
ments in which markedly disturbed behavior 
has been evoked. In these experiments the 
disturbed behavior followed presentation of 
signals increasingly similar but of different 
anticipatory significance, such as reward vs. 
no reward. The breakdown in discriminative 
behavior is frequently accompanied by vigor- 
ous activity as well as by quite bizarre stereo- 
typed patterns appearing in situations other 
than the testing situation, Gantt(15) has 
conducted a detailed study extending over 
several years of these phenomena, and his 
data on his famous dog Nick will survive 
volumes of theoretical speculations on 
“anxiety.” 

In most animal experiments resulting in 
disturbed behavior the initial response to the 
change in the environment which precedes 
the disturbance is usually one of strong 
striped muscle and autonomic (chiefly sym- 
pathetic in overt manifestations) activity, 
Thus, the animal usually withdraws rapidly, 
jumps, runs around the apparatus, struggles 
if restrained, and so forth. This is accom- 
panied by increased pulse rate, moderate 
piloerection, dilated pupils, etc., although 
defecation and micturition may also occur in 
some species or situations. The later be- 
havior of these experimental preparations 

varies widely, both between species and be- 
tween experimental situations. In general 
it may be noted that the variety of interac- 
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tion patterns in which the animal’s behavior 
may be reorganized after the initial common 
“alarm” or “emergency-action” response is 
greater in the animals higher in the phyletic 
scale in any standardized situation. Thus 
the great majority of individual rats respond 
in the same stereotyped pattern when sub- 
jected to the same experimental procedure. 
Cats, dogs, monkeys, and chimpanzees have 
an increasingly varied repertoire. The 
human has a still larger variety of “defenses” 
or “anxiety binding” patterns, but is some- 
what limited in utilizing these capacities be- 
cause of group pressures to conform to ac- 
cepted modes of communication. This has 
been noted particularly in combat psychiatry. 
Men joining a unit and shortly thereafter 
becoming psychiatric casualties show the 
syndromes typical of the unit, together with 
the appropriate autonomic manifestations, 

One other aspect of the change in mode 
of behavior—which is part of the “anxiety” 
phenomena—needs to be mentioned. This 
is that the new patterns of interaction are 
only fortuitously effective, depending on the 
environmental response. In laboratory ex- 
periments both the acute responses and the 
chronic, stereotyped patterns of behavior 
have been found frequently to be ineffective 
and occasionally lethal. Thus Richter(16) 
found that wild Norway rats can be literally 
“scared to death’—the heart precipitously 
slowing and stopping—in a threatening, but 
not physically traumatic situation. Richter 
(17), Masserman (11, 12, 13), and others 
have also shown that chronic states of refusal 
to eat, accompanied or not by other bizarre 
behavior such as maintained postures, etc, 
can be evoked by previous threatening ex- 
perience associated with food or the feeding 
situation. 


ANIMAL EXPERIMENTS: cape E 
MODIFICATION OF CONDITIONED RESPONS 
OF THE “ANXIETY” or “EMOTIONAL” TYPE 


In this section I shall review, albeit much 
too briefly, a series of experiments initiate 
by Brady and Hunt several years ago come 
still continuing under Brady in our labora 
tories(18). The free-operant conditioning 
method developed by Skinner has been used 
and found most elegant for this type of in 
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yestigation. Most of the work has been con- 
ducted on rats but similar effects have been 
obtained in cats and monkeys. 

In the first experiments, two conditioned 
responses were developed in the rats. One 
response was pressing a lever to obtain the 
reinforcement—either a drop of water or a 
pellet of food. The other response was an 
aversive reaction. In Group A, the rats were 
exposed to a signal (usually a clicker noise) 
for 3 or 5 minutes, at the end of which time, 
coincidentally with the last click, the rat re- 
ceived a moderately painful shock through 
the grid-floor of the cage. Within 6 to 8 
trials of the stimulus and painful shock, the 
A rats would sit crouched, trembling, fur 
ruffled, and frequently defecating. It should 
be emphasized that no such response to the 
clicker was observed before it was paired 
with the nociceptive stimulus. The B group 
of tats were also exposed to a similar stimu- 
lus, te., a clicker, but these animals received 
the painful shock to their feet only if they 
Pressed the lever for the reward. Again, 
within 6 to 8 trials, the B rats stopped press- 
ing the lever, but instead of crouching frozen 
a onins they ran about the cage, fur 

» no defecation, and occasionally ap- 
proached the lever, touched i eine 
Sihoni ever, touc ed it, but withdrew 
lishm Pressing it. Following the estab- 

ent of these 2 types of aversive re- 

sponse, the A and the B 
fected ¢ j e B groups were sub- 
a series of electroconvulsive shocks 


and 
en retested. When exposed to the 


Reid fates had completely lost their 
ei ction and continued to press the 
Aes apart fashion. The aversive be- 
Hed by’the : B rats, however, was unmodi- 
ice, ch “ih spine hs experience, At- 
Seither a also be called to the fact that in 
apes p was the conditioned manipula- 
Nes lever for a reward effected. In 

recent experiments Brady has found 


t reserpine also cl R 
early d : 
Didier A 


A med responses in rats and 
ARA the conditioned emotional response 
Pvt ing Si reserpine, the other being 
men + In some Fecent experiments on 

api 4 collaboration with Mason, it has 
day in which the CER gee See 

i 

the blood Steroids rise, hos comer 
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coincidentally with the diminution and loss 
of the CER, the blood steroids fall. 

A number of other phenomena have been 
found with regard to the behavior of this 
CER in rats over the course of time—the 
abolition of the CER by electroconvulsive 
shock has been found to be temporary, the 
response returning in about a month fol- 
lowing the last convulsion. However, of pos- 
sible importance to therapeutic strategy, it 
has been found that the CER can be ex- 
tinguished during that period when it does 
not appear. That is, if the rat during the 
month following the electroconvulsive shocks 
is exposed to the clicker but the clicker is 
not followed by a painful stimulus, the CER 
does not reappear as it does in the rats which 
have not been extinguished. Another im- 
portant observation is as follows: The CER 
can be repeatedly developed and extin- 
guished by appropriate pairing of the clicker 
with the painful shock or giving the clicker 
alone. When the production and the extinc- 
tion of the CER are repeated sequentially, 
the rate of “learning” and “unlearning” is 
markedly increased, so that only 2 or 3 rein- 
forcement or extinction experiences are 
necessary in the sequence. In striking con- 
trast to this result is the effect of rare but 
random reinforcement. Under such condi- 
tions the CER becomes remarkably stable 
and difficult to extinguish, although the ani- 
mal has received many fewer reinforcements 
than he did in the series of regular sequential 
reinforcement-extinction experiments. These 
observations strongly emphasize the impor- 
tance of the temporal structure of the experi- 
mental situation, Another important effect 
of time has recently been discovered. In the 
early experiments the CER was evoked once 
or twice a day in the experimental animals 
and was found to be remarkably stable for 
periods of months. Recently the effect of 
evoking the CER repeatedly during 2 to 
3-hour sessions every day has shown that in 
a relatively short time the animal's behavior 
Instead of remaining frozen 
throughout the period of the clicker, he 
comes to move about and to continue to press 
the lever for the reward during the first half 
or 5-minute period during which 
the clicker sounds. He then returns to the 
frozen “anxiety” posture during the second 


changes. 
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half of the clicker and until the painful shock 
is delivered. Several series of experiments 
in our laboratories(19, 20) have been de- 
signed to further investigate the phenomenon 
originally described by Olds(21) : that when 
electrodes are sterilely implanted in certain 
parts of the limbic system of the rat’s brain 
and connected to a stimulator which the rat 
may activate by pressing a lever, the stimulus 
behaves as a reward and the rat will stimu- 
late itself for long periods. The most effec- 
tive points for stimulation appear to be in 
regions close to the medial forebrain bundle, 
apparently more medially in the rat and more 
laterally in the cat and monkey. It has been 
found that animals will work on experi- 
mental schedules in every way similar to the 
schedules for water, food, or avoidance of 
painful stimuli, In a number of experiments 
the self-stimulation reward has been com- 
bined with other conditioned responses, The 
results, in combination with the CER, have 
been most dramatic. Rats with appropriately 
implanted electrodes have “learned” to press 
a lever, either for a water reward or for 
self-stimulation. They have also “learned” 
the emotional response to a clicker. When 
such preparations are working for water and 
the clicker is presented, they immediately 
freeze in the typical manner, However, in 
a number of cases where the animal is work- 
ing for the self-stimulating reward, the pre- 
sentation of the clicker in no way interrupts 
the on-going behavior. When at the end of 
the clicker the painful stimulus comes, the 
rat gives a typical jump and then continues 
with his self-stimulation. It might be argued 
that the self-stimulation “makes the rats un- 
aware of the situation.” However, it has 
been found that when a rat previously de- 
prived of water is presented with 2 levers, 
one of which gives self-stimulation, the other 
of which provides water, he initially works 
on the self-stimulation lever but after a time 
comes to operate both, indicating a quite 
adequate “awareness” of the situation, 


ANIMAL EXPERIMENTS: USE OF IMPLANTED 
SUBCORTICAL ELECTRODES FOR RECORDING 
C.N.S. ACTIVITY 


Technical improvements in the construc- 
tion and use of deep implanted electrodes 
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have recently provided students of animal 
behavior with a very powerful tool for ob- 
taining continuous records of activity in vari- 
ous loci in the brains of animals during par- 
ticular patterns of behavior. These methods 
have been applied by Galambos and Sheatz 
(22) to the study of the behavior of cats 
before and after aversive conditioning to 
auditory signals—namely, a series of clicks, 
Electrodes were implanted in a number of 
discrete anatomical structures in the brain, 
including the auditory cortex, the medial 
geniculate, the hippocampus and the cochlear 
nucleus. The animals were exposed to clicks 
at a rate of one a second for long periods in 
their home cages. When brought to the ex- 
perimental cage and continuous recording 
Started, it was found that electrical activity 
was evoked in the cortex, the geniculate, and 
the cochlear nucleus quite irregularly, being 
fairly strong at times and again disappearing 
in response to the regular clicks of a series. 
The animal was awake, lay relaxed, or stood, 
but gave no overt response to the auditory 
signal. Following these control observations 
the animal was given a mild electric shock 
across the chest coincidentally with every 
sixth to tenth click. After a few such experi- 
ences strong activity was evoked not only 
in the structures of the auditory system, but 
also in the hippocampus and certain other 
areas investigated. The overt behavior also 
changed to one of standing or crouching, the 
muscles tense and the posture rigid. Discon- 
tinuing the unpleasant stimulus resulted in 
the anticipatory aversive response being ex- 
tinguished and the electrical activity pattern 
returning to its previous form. These ob- 
servations demonstrate the widespread reor- 
ganization of central nervous activity during 
anticipatory aversive behavior. In paf- 
ticular they emphasize central control of ac- 
tivity at the level of the first synapse of “i 
input system. Indeed, the demonstration 0 
the inhibitory functions of the olivo-cochlear 
tract on transmission of messages from the 
organ of Corti to the acoustic nerve Sree? 
bos, 1955) shows that the central control © 
input starts at the peripheral receptor pie 
That the activity at the level of the first 
central synapse can be selectively ae 
to particular tones and also depressed DY 
other patterns of alertness or attention 
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been demonstrated recently by Hernandez- 
Peón, Scherrer, and Jouvet(23) in Dr. 
H. W. Magoun’s department at the Uni- 
versity of California at Los Angeles. The 
importance of these data is the implication 
that the input is controlled to brainstem 
nerve-nets (usually classified as reflex or 
innate mechanisms) as well as to the fore- 
brain (often referred to as “consciousness” 
mechanisms) by particular patterns of re- 
dprocal activity between these systems. 


CONCLUSIONS 


Consideration of experimental studies on 
animals and humans indicates that a number 
of different phenomena are ordinarily in- 
cluded in the general concept of “anxiety.” 
The varieties of precipitating events and the 
varieties of responses are sufficiently great 
that these phenomena are not useful as cri- 

of a single, general class of events, 
; ere is one phenomenon, however, which 
oes differentiate a class of events that would 
“ean to identify whether or not it is 
i , anxiety.” This phenomenon is 
x A in the form of behavior (i.e, the mode 

3 interaction pattern) which occurs in 
i sag of a transaction. Such a change 
in ted Present in situations with humans 
ie a anxiety” is diagnosed, but may 
ne r n Situations in which the verbal, 
TEN and autonomic manifestations are 

ch ‘aracteristic of clinical anxiety. 
Po, jt this phenomenon obviously re- 
Ee re or less continuous observations 
emitt emporal course of a transaction, 

exami; ipitati 
ate m nation of the precipitating 
ae Si es developments, For this pur- 
By are eter Ser nents are preferable since 
Post hoc etal ae Bere ee 
i a lonalizations, 
roe cit, e precipitating events have 

Dhe z of 3 characteristics. These are: 
a ag or less sudden arrival of in- 
Sistent with he informant’! response incon- 

> hae the information the anticipatory 
Spe pi = it were, prepared for; (2) ar- 
previously associated 
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that the interacting system becomes over- 
loaded and functionally disorganized. 

The initial responses to the precipitating 
events would appear to include increased 
activity in one or another of the mesen- 
cephalic and diencephalic mechanisms which 
either facilitate alertness and capacity for 
rapid change in anticipatory “set,” or which 
provide somatic, particularly visceral, sup- 
port for patterns of interaction requiring high 
energy output, such as attack, flight, etc. It 
is now quite clear that there is a reciprocal 
interaction between these “alarm” and 
“emergency” systems and the anticipatory, 
information processing mechanisms of the 
forebrain. The anatomical substrata are in 
part included in the reticulo-thalamo-cortical 
ascending system of tracts and in the de- 
scending cortical connections to the tectum, 
the reticular formation, and the subthalamic 
centers, as well as the descending tracts from 
the limbic lobe. Activity in certain of the last 
named is apparently capable of inhibiting 
parts of the alerting and emergency-action 
functions. It may be noted here that the 
variety of innate patterns of behavior medi- 
ated by the brainstem is such that the 
general concept of a diffuse mesencephalic- 
posterior hypothalamic “emergency,” “alert- 
ing,” or “activating” mechanism must be 
recognized as only a first approximation. In- 
deed, these aspects of the activity of the sys- 
tems involved may be secondary functions 
supportive to relatively precisely integrated 
behavior patterns. 

The later behavior following the more or 
less acute change in mode of transaction 
shows wide range and considerable modifia- 
bility. The only common characteristic of 
the numerous patterns seen would appear to 
be that they result in decrease m the area of 
interaction—both spatial and temporal—be- 
tween the organism and the environment. 
This appears to be accomplished either by 
reduction of the motility of the organism or 
by limitation of the scanning activity of the 
information processing 

It is important to note that the careful, 
quantitative studies of animal behavior in 
experimentally limited situations and with 
attention to the time axis permit differentia- 
tion of classes of behavior not readily ap- 
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parent in field or clinical observations. In 
particular, the sharp differentiation of two 
types of “learning,” one abolished and the 
other virtually unaffected by electroconvul- 
sive stimulation and also by reserpine, repre- 
sents an important contribution not only to 
learning theory but also to knowledge of the 
anxiety-type of phenomena. Concurrent 
studies of physiological, endocrinological, 
and psychological phenomena promise fur- 
ther differentiation both of patterns of dis- 
turbances of anticipatory behavior and also 
of the control mechanisms which may be 
sequentially brought into play. 
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Psychosomatic studies on anxiety and 
other affects such as anger have been con- 


ducted mostly in humans under the influence 
of psychoanalytic concepts. The earliest 
Freudian notions conceived of anxiety as a 
erivative of repressed libidinal drives; the 
later metapsychological ideas formulated 
anxiety as a signal within the ego, warning 
of danger from the pressure of unacceptable 
internal attitudes. Thus anxiety initiates or 
intensifies repression and reaction formation 
against the drives, utilizing their energy for 


l this purpose. Freud considered that the 


physiological excitation in the cardiorespira- 
tory Systems at birth is the prototype of the 
perceived unpleasurable somatic discharges 
accompanying anxiety and that anxiety as a 
signal represents a primitive call for help 
by the helpless infant. 

Implicit in all this is the central theory 
a vee Peychic energy which, when ob- 
x rom direct expression by repres- 
ae aes blocked and creates disturb- 
Sg in organs that are usurped for substi- 
By Sane We hear a great deal about 
Stological disturbances associated with re- 
ap oral dependency, depression, 
attributed ai 4 itself. In fact, anxiety is 
Bilop he Patients who have well- 
oad lefenses against expression of 
erator anxiety : were released 

3 ence or i 
"opression Pinner, locking of the 
Se in the repressed or in the nascent 
le Shes to the surface” that unac- 
pst ec and attitudes begin to evoke 
~ ena ot anxiety and influence psycho- 
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PSYCHOSOMATIC APPROACH TO ANXIETY * 
ROY R. GRINKER, M.D.,? Cmicaco, ILL. 


logical and behavioral processes. Then, de- 
fenses may be intensified, loosened, or 
shaken. New emergency defenses may be 
adopted, or behavioral flight into patterns of 
avoidance, or aggressive attack may occur. 

In my opinion the concept of unconscious 
anxiety does not lend itself to the establish- 
ment of fruitful psychosomatic hypotheses 
because we cannot consider a person to be 
anxious unless he consciously experiences 
this unbearable feeling and whatever idio- 
syncratic accompaniments it provokes. In 
fact, anxiety appears after considerable de- 
gree of psychological maturation and only in 
humans after adequate self-differentiation and 
self-orientation with respect to past, present, 
and future time. In this sense it differs from 
irritability and vigilance in other animals. 
Not only are humans conscious of their 
anxiety, but they are capable of reporting its 
presence. 

Lesser quantities of anxiety are synono- 
mous with alertness or vigilance, constitut- 
ing states of constant preparation against 
external dangers but are so constant and 
automatic that they are accompanied by little 
psychological cognizance or awareness of 
somatic participation. Greater quantities, of 
anxiety occur episodically as apprehension 
under conditions appropriate to the prepara- 
tion for intensified activity under strain. 
Then there is cognizance of anxiety and its 
associated physiological processes such as 
tachycardia, increased respiratory rate, 1n- 
creased perspiration, tremor, etc., all of 
which indicate readiness or facilitation of 
function. 3 

Free anxiety of greater degree, either con- 
tinuously or in attacks, is neurotic anxiety. 
It is one of the most unendurable states to 
which man is subject. Temporarily it may 
lead to facilitation of psychological and be- 
havioral processes, but in greater amounts it 
is accompanied by disorganization of func- 
tioning and to increasing disturbance lead- 
ing to regression. At all levels of anxiety 
there are various degrees of disequilibrium 
and attempts at re-establishment of stability. 
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It is this latter aspect that sets into action 
many psychological maneuvers which may 
be successful in warding off anxiety but re- 
sults in severe psychopathology. Thus, man 

of the syndromes to which we attach special 
names may be viewed as chronic defenses 
against anxiety. Yet, anxiety in lesser de- 
grees may facilitate growth and development, 
and functions often to mobilize and intensify 
the organism's capacity toward a higher level 
of functioning and new forms of adjustment. 

It is our contention that the conscious, 
painful, current affective state characterized 
by the term anxiety is but a part of a total 
organismic process with coordinated and 
lawfully interrelated somatic, psychological, 
and behavioral events best conceived of as 
comprising a transactional field. It is from 
this frame of reference that the study of 
anxiety may be reasonably considered as a 

ic approach. 

Although fear for objects universally ac- 
cepted as dangerous may be associated with 
similar psychological and physiological ex- 
periences, and there is often difficulty in 
discriminating anxiety from fear, anxiety is 
a reaction which signifies an internal mean- 
ingfulness to the person experiencing it al- 
though the subject tends to attribute this 
meaning to reality. Within the context of 
our definition, anxiety as a conscious and 
reportable experience includes intense dread 
and foreboding of some objectless or poorly 
defined future X 

We have been accustomed to speaking of 
anxiety as if there were two sharply distinc- 
tive categories differentiated by their quanti- 
tative factor and whether they are prepara- 
tory (signal) or the end-result of a process 
of declining ego controls and regression 
(traumatic). The latter is viewed as being 
disruptive and analogous to infantile physio- 
logical reactions, prototypic of birth trauma, 
which resemble precursors of rage. The 

global responses of the infant to distress or 
need are internal emergency homeostatic 
mechanisms. On the other hand, signal 
anxiety, which is milder in degree, often 
facilitating improved functioning, seems to 
be derived from a cry for help transformed 
into an activity of self-help. Equilibrium is 
maintained and defenses tightened as the 
first signal. Yet, as we view the phenomenon 
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of anxiety clinically, we see all gradations 
of increasing amounts of anxiety, associated 
with decreasing degrees of ego control, from 
signal, preparation for action, to traumatic 

However, there is some evidence that 
these two aspects of anxiety are linked to 
different fundamental biological responses 
and different psychological concomitants. 
We refer to guilt- and shame-anxiety. By 
no means does this exclude the possibilities 
that a wide variety of different general psy- 
chosomatic processes are linked to the monis- 
tic phenomena experienced by the subject. 
Although the sufferer from anxiety cannot 
spontaneously differentiate its source, since 
to him it is usually contentless, nevertheless 
there are means by which we may obtain 
clues as to the specific source of a particular 
anxiety. 

Anxiety is part of a stress reaction which 
is set off by a variety of stimuli in which 
may be included symbolic cues obtained from 
the external world through interpersonal re- 
lationships, or physiological signs that de- 
velop from internal somatic disturbances, 
such as malignancies or other disintegrative 
diseases. From whatever source, the stimu- 
lus leads to a reaction that is synonomous 
with an organism-in-stress, leading to pre 
paratory processes for emergencies that arè 
not localized but give the feeling of a life- 
threatening danger. Such neurotic anxiety 15 
rarely continuous except in unusual cases 1n 
which considerable ego-regression has al- 
ready occurred. In its discontinuity, each 
bout of anxiety seems like an emergency, 
and the patient rarely learns otherwise, even 
though he is repeatedly convinced by the 
result that “nothing actually happens. a 

With the anxiety, there are physiologi 
concomitants which often intensify the a 
jective reaction through a feedback from 5 
perceived physiological effects. Thus, # 
tachycardia will give to the subject a ei 
tion of heart disease which will augment Fi 
anxiety that anteceded and was primarily = 
sociated with the tachycardia. We H 
found that the somatic disturbance whia 
perceived by the subject reappears 17 fi 
identical pattern for each individual in ag 
rent bouts of anxiety, whether they he 
lated to the same stimulus or not. ns 4 
anxiety has its individual somatic signa 
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igh life experiences. 
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degrees and types of free anxiety. Suffice 
it to say, there are profound changes in both 
systems. 

In our multidisciplinary researches on 
anxiety we were also concerned with hy- 
pothesizing and then testing the significance 
of physiological phenomena suggested by 
clinical experience to be primary variables. 
We speak of these as being closest to the cen- 
tral process as contrasted with those that are 
intensified later after activities have, chain- 
like, arrived at the periphery. For example, 
we are more concerned with pituitary hor- 
mone secretion than with sweat secretion or 
dilation of the pupil. 

In our initial war experiences we observed 
that long-standing and severe degrees of free 
anxiety were accompanied by profound gen- 
eralized metabolic disturbances which aged 
the soldiers rapidly. The idea that chronic 
anxiety may be a significant factor in pre- 
mature generalized or focal aging seemed a 
reasonable hypothesis and stimulated the 
hope that, if the mechanisms were known, 
even though neurotic anxiety is difficult fo 
alleviate, its effects might be blocked. 

We were able to isolate an index of free 
anxiety arising from disturbance. of liver 
function, in that hippuric acid to a significant 
degree was excreted in higher quantities in 
persons with free anxiety as contrasted with a 
much lower excretion in healthy individuals 
and an even much lower excretion in o 
phrenics. We believe that this increase in 
hippuric acid excretion is a function of a 
conjugating enzyme system acting on some 
degradation products, the source of which 
is still unknown. In later studies, we found 
that glutathione was probably related to the 
production of hippuric acid, since 1t dropped 
considerably during periods of stress. 
Furthermore, amino acid production seemed 
to rise prior to any changes 1m hippuric 
acid. In our current studies, not yet com- 
pleted, we find considerable evidence that 
17-hydroxy-corticosterone 1s elevated in con- 
ditions during which free anxiety is intensi- 
fied. On the other hand, protein bound 
iodine as an index of thyroid function was 
not significantly changed. 

Patients who are anxiety-prone and made 
more anxious by experimental stress are 
studied physiologically with greater difficulty 
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than with the methods of psychology, psy- 
chiatry, and chemistry, indicating the need 
for experimental studies on infra-human or- 
ganisms, provided a chronic state could be 
induced in them analogous to chronic human 
anxiety. : 

In measuring the response of multiple 
variables in correlation with carefully esti- 
mated changes in quantity of free anxiety 
and other affects, we have the impression 
(no more can be stated at this time) that 
correlation among system activities, that is 
levels, trend, and change in variables, is 
higher the more nearly the organism is in 
equilibrium. A stress response seems to 
evoke, with early and minor disturbances 
at least, a dysequilibrium or decrease in cor- 
relatability in system responses. It seems 
likely that, as the process continues or inten- 
sifies with lessened control, greater excur- 
sions of responses will revive correlatability. 

Stress which sets off anxiety as a signal 
experienced subjectively cannot be defined 
independently of the life situation and the 
subject’s response to it, Disturbing an indi- 
vidual with what conceivably and ordinarily 
could produce anxiety often results in 
tightening of defenses and little psychosoma- 
tic response. 

Some of our investigations, however, show 
that, in conditions of stress, psychological 
and somatic reactions are not necessarily 
concomitant because profound biochemical 
changes may occur before the development 
of free anxiety and vice versa. Stress re- 
sponses to a life situation may be set off by 
symbolic cues of which the subject is not 
conscious and evoke physiological responses 
without the experience of anxiety, which 
only develops when the stress intensifies, 

When we attempt to gain perspective on 
the current knowledge about anxiety, we are 
aware that various quantities of timing and 
responses associated with anxiety and the 
qualitative selection of participatory systems 
within the early responses enable some 
grouping into categories of people. They 
may be viewed spatially as individual popu- 
lations whose essential differentiating char- 
acteristics must be referred back to per- 
sonality studies. For each group we need to 
know the past psychological and metabolic 

experiences leading to predisposition toward 
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the reactions they present. We need to know 
the susceptibility to anxiety responses, the 
types of cues which are significant, the mean- 
ing to the person, the defensive capacities 
against accepting or maintaining the effect of 
the stimulus, etc. Thus, even if one uses 
anxiety measured by psychological criteria 


‘in psychosomatic studies, one must always 


refer back to personality, defined by various 
psychiatric techniques, from interviews to 
elicit anecdotes of past behavior, to psycho-, 
analysis for evocation of deeper processes, 
It is the personality criteria that furnishes 


the characteristics of the life-space significant | 


for patterned reactions to stress. 


I think that I have presented sufficient in- 


formation in this brief essay to indicate that 
the theoretical concepts concerned in the 
psychosomatic approach to anxiety and their 
operational implementation are extremely 
difficult and complicated. There is very little 
that is definitive that can as yet be stated 
regarding the somatic functions related to 
anxiety and their meaningfulness to the body 
economy, nor can we say very much indeed 
about the long-term effects of continued 
somatic implication in the chronic neurotic 
anxieties. We may, however, tentatively 
classify the categories of somatic disturb- 
ances in relation to anxiety without con- 
sideration of the various types of anxiety 
which, in turn, may be associated with dif- 
ferent patterned somatic responses. In the, 
first place, there are processes that are asso- 
ciated with the emergency state that anxiety 
signals, all of which seem to be concerned 
with the preparation for and the maintenance 
of the bodily economy at the time. These are 
the perceived effects of anxiety, which, in 
feeding back, contribute to its intensification: 
since these are usually conditioned an 

habitually associated with anxiety. In the sec- 
ond place, there are the homeostatic processes 
which tend to counteract the emergency de- 
fenses in order to maintain the seima 
of the organism within its eget 
limits. These may be said to be the de- 
fensive maneuvers which oppose the a 
integration of overintense responses. Tn 5 

third place, there are over-reactive processe : 
perhaps associated with greater degrees = 
anxiety known as traumatic or disintegra- 
tive, in which the functioning of organ Sy 
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tems becomes so disturbed that they exceed 
the limits of health. Finally, there are the 
long-lasting effects resulting in the exhaus- 
tion of function and the slow wearing-out of 
tissues that are habitually used in the service 
of activity concomitant with anxiety. 

Our task is to attempt to separate patterns 
of somatic responses as they are correlated 
with special types of anxiety. Also, we 
should like to relate the somatic participa- 

tion in anxiety with the level of economy of 
the physiological systems. As has been 
stated before, all of these need to be put in 
their proper time and quantitative perspec- 


tives in relation to the disturbance in such 
other systems as the psychological or be- 
havioral. 

Not only are these researches necessary 
for the understanding of anxiety as a total 
organismic response to stimuli that threaten 
the integrity of the organism, but they are 
significant in establishing general laws of 
psychosomatic organization. Studies of anx- 
iety from the psychosomatic approach could 
offer a rational prototype leading to the 
understanding of general laws of psycho- 
somatic organization in health and illness and 
referable to the treatment of all diseases. 


DISCHARGE FROM STATE HOSPITAL IN RELATION TO 
COMPETENCY 1 


E. H. CRAWFIS, M.D. LL. B.,? Cievecanp, O, 


As psychiatrists, all of us are aware that 
there is no direct or necessary relationship 
between hospitalization in the state hospital 
and competency. The consensus seems to be 
that these two things should be considered 
entirely separately. Many patients may need 
mental hospital care, without suffering an 
impairment of their competency. My per- 
sonal estimate is that 75% of all patients ad- 
mitted to the average mental hospital could 
be considered as competent. Also, an indi- 
vidual may require a guardian because of in- 
competency due to a mental disorder, but 
not require hospitalization in a mental hos- 
pital. 

Unfortunately this distinction is not 
readily recognized by lawyers and courts. It 
is also frequently forgotten by psychiatrists. 
There are many forces and factors which 
tend to foster the impression that hospitali- 
zation in a mental hospital is equivalent to 
loss of competency, 

In a number of states, the process of com- 
mitment or the language of either the statute 
or the court order makes commitment of a 
mental patient to a state hospital an auto- 
matic adjudication of incompetency. This is 
true even though guardianship is not pro- 
vided for at the same time. The specific 
effect of commitment to a state mental hospi- 
tal upon an individual’s competency will vary 
from state to state. I have made no effort to 
determine this for the various states at this 
particular time, but I would point out that 
such information as to his own state’s prac- 
tice in this regard should be worthwhile 
knowledge for any psychiatrist. It is, of 
course, imperative that the physician on the 
staff of a state hospital have such knowledge 

at his disposal. 

The status of the patient’s competency 

while in the hospital is of importance, but of 
much greater interest to the patient is the 


1 Read at the 112th annual meeting of The 
American Psychiatric Association, Chicago, Ili., 
April 30-May 4, 1956. 

2 Address: Cleveland Regional Treatment Cen- 
ter, tagth and Fairhill Road, Cleveland 20, O. 
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effect of his release from the hospital. If the 
psychiatrist is to be of help in advising and 
counseling patients who are ready to be re- 
leased from the hospital, he must have spe- 
cific information on the subject, particularly 
as to the practice and procedure in his own 
state. 

The statutes relating to discharge may 
alter, by the procedure prescribed, the intent 
of other provisions of law relating to the hos- 
pitalized mentally ill patient. The situation 
in California provides a good example of 
this(1). The language of the statutes indi- 
cates that the commitment procedure is en- 
tirely separated from the determination of 
competency, and that commitment means 
only that the patient is in need of hospitaliza- 
tion and treatment. The Supreme Court of 
the state has ruled that the patient’s com- 
petency is not affected, unless guardianship 
action has occurred (2). 

This approach is, of course, consistent 
with the enlightened psychiatric viewpoint. 
However, the sections of the statutes relat- 
ing to discharge set up a procedure for the 
restoration of competency! They provide for 
the issuance of a discharge certificate by the 
Department of Mental Hygiene(3). A copy 
of the discharge certificate may be filed with 
the clerk of the court of the county from 
which the patient was committed. If the cet- 


tificate of discharge indicates recovery, the | 


filing has the same legal force and effect as 
a judgment of restoration to capacity. If the 
certificate does not indicate recovery, it does 
not have this effect. 

I shall discuss the legal implication of the 
terms “improved” and “recovered” later. 
The point to be made here is that these sec- 
tions clearly imply that commitment is equ- 
valent to an adjudication of incompetency; 
notwithstanding the previous sections a" 
the court decision. In actual practice, mi 
situation becomes important in those m 
stances when discharged patients are ™ 
volved in transactions concerning real ani 
If a certificate of recovery has not been file : 
then the formal court action of judgme? 
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in restoration to capacity is insisted upon 
before the discharged mental patient can con- 
vey title to real property. It is my impres- 
sion that a similar situation exists in other 
states, in regard to certification of recovery 
upon discharge acting as the equivalent to 

the restoration to capacity. In at least 3 
states, to my knowledge, there is a legal dis- 
tinction as to the terms “recovered” and 
“improved.” The term “recovered” is re- 
garded as being the legal equivalent to “sane” 
or “restored to capacity” or competent. The 
term “improved” is any condition short of 
this and carries the implication of lack of 
competency. 

A However, in determining the condition at 
time of discharge, the evaluation of the pa- 
tient is a medical and psychiatric one, rather 
than on the basis of the patient’s legal status 

` Or competency. The evalution involves some 
knowledge of the patient’s life situation prior 
to his illness. The APA Statistical Manual 
has a pertinent statements on this subject: 
1. “The individual’s pre-illness capacity, 
terms of occupational and social adjust- 
ment, will be used as a base line for estimat- 


in 


Fs T degree of impairment.” Note that 
on mht capacity here is not the capacity or 
ncy co i i- 
nology, cy commonly used in legal termi 
Psy u $ : , « 
eon he term “no impairment” or “recov- 


Pri See in the Manual is as fol- 
there t is term will be used whenever 
oy € no medical reasons for changing 

pot or life situation.” 
Se aad favored psychiatric term, “remis- 
of iene abatement of the symptoms 
eee ut implying that the basic disease 
S h 4 Present—is not used in the 
Stal 1s particular section. State hos- 
ig Ld iatrists are rather conservative in 
wir evaluation and the term “im- 
ieh ¢ fe favored over “recovered,” even 
ean: Pah ier may have returned to his 
‘ae ial situation and employment. 
the pr iar true since the adoption of 
ican revision of the nomenclature and 
lie erie e a the Manual in 1952. Under 
le eg the diagnosis includes the com- 
Ay evaluation elements of (1) ex- 
nie. oe Stress (2) premorbid 
Pivchien y and disposition; ( 3) degree of 
tic impairment. There is a tendency 


to include the premorbid personality and dis- 
position in the consideration and evaluation 
of discharge condition on the basis of a per- 
manent defect caused by the psychiatric dis- 
order, rather than to use it as part of the 
base line for estimating whether the patient 
has returned to his pre-illness condition. 

The essential point that I should like to 
emphasize is that the evaluation of the hospi- 
talized patient at the time of discharge is a 
medical and psychiatric one with little or no 
consideration as to his legal status in regard 
to competency. Unfortunately, however, in 
many instances his legal rights are involved 
in this procedure with injustice and incon- 
venience to the patient. For the psychia- 
trists, it should be explained that this situa- 
tion occurs because of the principle of law 
involved in “presumption.” This means that 
certain conditions are presumed to exist, and 
do exist, in the legal sense until it has been 
affirmatively demonstrated that such is not 
the case. Thus, for the ordinary adult, there 
is a presumption in law that he is competent. 
The burden of the proof is on the person 
who would have him declared incompetent. 
However, once he has been determined to be 
incompetent, this condition is presumed to 
exist until there has been a judicial deter- 
mination to the contrary. 

If commitment has been ordered and a 
judicial finding of insanity has been made, 
mere discharge from a state hospital will not 
erase or vacate this finding. The law pre- 
sumes that once an abnormal mental condi- 
tion has been proved to exist it continues 
until the contrary is established. The best 
evidence of such a change is a judicial de- 
termination of recovery or discharge. The 
absence of such a positive judicial finding 
puts the patient at a disadvantage. In the 
case of the patient who is discharged as “re- 
covered” with notification to the court and 
a change in the official record, competency 
is restored. However, in the case of the pa- 
tient who is discharged as only “improved,” 
or in which the hospital does not notify the 
court, the presumption of insanity continues, 
even though the patient may return home, 
resume his business, vote, drive a car, and 
conduct himself just as he did before hos- 
pitalization. Should a contract that he sub- 
sequently makes be attacked, or the question 
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of his competency be raised, the burden of 
proof has now shifted to him to demonstrate 
his competency. 

As previously referred to, many dis- 
charged hospital patients become aware of 
this situation only when they attempt to con- 
vey title to real estate. It should be clear 
that this situation does not apply in those 
cases in which the patient is admitted on a 
voluntary basis, or on medical certification, in 
which no judicial procedure has occurred. 
However, the injustice is even more ap- 
parent if a diagnosis of without psychosis is 
arrived at and the patient is discharged with- 
out notification to the court. It should be 
repeated that the presumption can be de- 
stroyed only by positive judicial action or 
change in the records. 

I would like to make 2 recommendations 
to psychiatrists on state hospital staffs who 
are considering patients for discharge: 

I. I believe that a more liberal attitude in 
relation to the use of the term recovered is 
justified. One of the devices which has been 
used by our staff is an effort on the part of 
the psychiatrists to determine the competency 
of the individual patient at the time he is 
being considered for discharge. If the pa- 
tient is regarded as competent and able to 
manage his own affairs he is classified as 
recovered for the purpose of the discharge 
record, The opinion of the staff is expressed 
both as to the patient’s ability to manage his 
own affairs and his need for future care or 
confinement. 

It should be pointed out here that com- 
petency is a legal term; the criteria for 
competency to make a will are different than 
for operating a business. A person may be 
sufficiently competent to purchase food and 
clothing and to meet simple responsibilities 
but not sufficiently competent to manage a 
complex business. A senile person who has 
managed a complex business for a number 
of years may be competent to continue man- 
aging it, more or less out of habit, although 
an equally senile person who has never had a 
similar experience would not be so compe- 
tent. Each case must be determined indi- 
vidually on the basis of the individual’s men- 
tal condition and the circumstances of the 
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situation in which he will be placed. Our 
psychiatrists have had to enlarge their 
knowledge of the criteria of competency. 

2. I feel that you as a practicing psychi- 
atrist or a psychiatrist on the staff of a state 
hospital should be informed as to the statutes 
and the procedures in your own state with 
particular reference to those governing the 
discharge of mental patients. You should 
consult a lawyer for this information or get 
a legal opinion. Usually in the case of state 
hospitals this can be obtained from the at- 
torney general’s office in your state. If you 
find that commitment by the court is the 
equivalent to a determination of incompe- 
tency in your state, you should establish a 
procedure by which you notify the commit- 
ing court of the discharge of the patient and 
of his status on discharge. This is particu- 
larly important in those cases discharged as 
recovered, or who have been diagnosed and 
discharged as without psychosis. 

Obviously, these recommendations do not 
mean that efforts should not be made to 
change the statutes so that this injustice to 
patients can be corrected. 

I would point out that the language of the 
Draft Act governing the hospitalization of 
the mentally ill(4), in referring to hospitali- 
zation upon court order, specially limits the 
findings in regard to capacity to “Lack of 
sufficient insight or capacity to make re- 
sponsible decisions with respect to his hos- 
pitalization.” Likewise, under Section 21 
of the Draft Act, it is specifically indicated 
that every patient retains his civil rights un- 
less he has been adjudicated incompetent 
and has not been restored to legal capacity. 

It would be interesting to know what 
the experience of those states which have 
adopted the Draft Act has been. Unfortu- 
nately only a few states have thus far seen 
fit to wipe out their antiquated statutes and 
adopt it. 
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The Division of Industrial Mental Health 
of The Menninger Foundation undertook 2 
experimental seminars, 1 for executives and 
the other for industrial physicians, in an ef- 
fort to learn how psychiatric concepts might 
most fruitfully be communicated to these 2 
groups and what value such communication 
might have. 

The seminar for executives, “Toward Un- 
derstanding Men,” was held January 3ọ to 
February 4, 1956. Participation was limited 
to 20 executives whose decision-making or 
leadership responsibilities were such as to 
have a significant impact on the morale or 
emotional climate of an important segment of 
a company. Objectives of this seminar were 
to help the executives further their under- 
standing of human motivation, sharpen their 
interviewing and communciation skills, and 
enhance their effectiveness in the supervision 
of others. 

These objectives were based on the as- 
sumption that the major task of the executive 
is to be concerned with people—their growth 
and development within the organization ; 
their morale and motivation; their conflicts 
and problems which relate to the job; their 
efficiency on the job; their working relation- 
ships with each other; and the complemen- 
tary identification of employee and company 
with their mutual goals and purposes. 

The seminar was divided into 4 major 
units: (1) psychodynamics or basic theory 
of psychological motivation; (2) interper- 
sonal communication ; (3) psychological fac- 
tors in supervision; (4) emotional problems 
of executives. 

Three half-day sessions were devoted to 
each of the first 3 subjects. Included in the 
unit on psychodynamics was a discussion of 
conscious and unconscious motivation, an- 
other on constructive and destructive per- 
sonality trends, and another on personality 
mechanisms. The unit on interpersonal com- 
munication included a discussion of principles 
and techniques of interviewing, a second on 


1The Menninger Foundation, Topeka, Kans. 


developing group participation and a discus- 
sion of cases and problems in communication 
submitted by the participants. The third unit 
on psychological factors in supervision was 
devoted to the psychological role of the 
supervisor, counseling in supervision, and 
cases and problems in supervision submitted 
by the participants. The fourth unit was a 
lecture and discussion of emotional problems 
of executives. 

The method of presentation was an hour- 
long lecture, followed by a half-hour ques- 
tion-and-answer period with the lecturer. 
This, in turn, was followed by a group dis- 
cussion, The 20 participants were divided 
into 2 groups of ro each with a discussion 
leader, and discussion was focused on the 
lecture and relevant questions. In addition 
to discussion in the groups, there was oppor- 
tunity for role-playing and other forms of 
demonstration. 

The first 3 lectures were given by psychi- 
atrists and were based on psychoanalytic 
ideas, made as specific and simplified as pos- 
sible. 

The second unit dealt primarily with social 
work concepts. It was felt that the principles 
and methods of interviewing as used by social 
workers would be more useful to executives 
than much psychiatric interviewing would 
be. The same was felt to be true of develop- 
ing group participation, The third lecture 
in this unit, that on cases and problems in 
communication, was given by a psychiatrist 
who reviewed all of the cases and problems 
submitted in advance by the participants, and 
illustrated how some of these problems would 
be viewed by psychiatrists. 6 

The psychological role of the supervisor 
was a discussion of the father-figure aspects 
of supervision and the expectations on the 
part of those supervised. The session on 
counseling in supervision was again built 
around the social work practice in supervision 
which was felt to have parallels in the in- 
dustrial practice of executive development. 
In the third session a psychiatrist reviewed 

4st 
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all of the cases and problems submitted which 
related to supervision and illustrated what 
meaning these might have from a clinical 
point of view. 

The executive group was initially some- 
what skeptical of the emphasis placed on the 
early development of personality and was 
much more concerned with “how-to-do-it” 
specifics which could be applied on the job 
rather than with general concepts. How- 
ever, as the week went on these resistances 
diminished and the group then became much 
less interested in specifics, In fact, toward 
the end of the week the participants were 
more concerned with obtaining a general 
point of view and found attempts to talk 
about specific problems less valuable than an 
over-all perspective. 

The group was an extremely interested 
one, asked many questions, and participated 
actively in the discussions. Their extraordi- 
nary interest surprised the faculty and made 
it obvious that the presentation of a psychi- 
atric point of view was something which this 
group not only wanted, but also permitted the 
participants to consolidate and integrate many 
of the things which they had learned in a 
haphazard and sporadic way before. As one 
man put it in the evaluations, “This has been 
a remarkable re-direction of my thinking and 
a relating of the majority of the previously 
separated areas of my life.” 

Those aspects of the course which related 
to specifics were the least successful. The 
men felt that interviewing was something 
which had been long available to them 
through other kinds of management seminars 
and need not have been duplicated here. They 
also found difficulty in bridging the gap be- 
tween some of the examples which were of- 
fered, as in social work, and their own day- 
to-day activities. 

They were most reassured in the discus- 
sions of supervision and communication 
when they learned that they would be most 
helpful if they themselves were not to try 
to go beyond the ordinary means of com- 
munication and supervision available to them 

to help persons who were having problems, 
but should refer these persons to those pro- 
fessionally skilled in dealing with such prob- 
lems. 

In its evaluation session the group spon- 
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taneously voted to have a follow-up session 6 
months later for 2 or 3 days in which they 
would try to assess together what this week- 
long experience had meant, after having been 
back on the job a while. Subsequent com- 
munications have indicated that in various 
ways participation in the seminar was di- 
rectly helpful to a number of the participants 
in their every day on-the-job activities. 

This session demonstrated, to the faculty’s 
satisfaction at least, that psychiatric con- 
cepts can be communicated to lay people in 
a useful way without suggesting or implying 
that these people are to become therapists. 
In fact, it was most reassuring to them to 
learn that many interpersonal problems could 
be understood a little better if looked at from 
a psychiatric point of view but that the actual 
application of psychiatry was best left to 
psychiatrists, 

The second 1-week seminar was conducted 
along much the same lines for industrial 
physicians, Participation was limited to 20 
physicians and 2 alternates, all members of 
the Industrial Medical Association. 

The seminar, “Maintaining Emotional 
Health,” was directed to industrial physi- 
cians who were concerned with the health 
maintenance of a major segment of a 
company. It was expected that it would 
be particularly helpful to those physicians 
who recognized the need for orientation to 
the practical application of psychiatric knowl- 
edge and skills in their daily clinical activities. 

The objectives of this seminar were to 
help the industrial physician further his 
understanding of psychological motivation ; 
improve his skills in assessing the emotional 
aspects of medical problems ; familiarize him- 
self with the techniques of brief psychother- 
apy; enlarge his knowledge of psychiatric 
treatment methods, criteria for referral, and 
processes of rehabilitation; and develop a 
systematic point of view with respect to emo- 
tional influences on health, 

These objectives were based on the as- 
sumption that the major responsibility of the 
physician in industry is to maintain health. 
It was assumed further that the industrial 
physician takes a holistic point of view and 
therefore is concerned with feelings and 
attitudes in the relationship to health, as well 
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as with organic conditions, the plant environ- 
ment, and physical stresses. 

The first unit of this seminar was es- 
sentially the same but at a somewhat deeper 
level than that for the executives. After a 
discussion of conscious and unconscious mo- 
tivation, constructive and destructive per- 
sonality trends and personality mechanisms, 
these were tied together in a psychosomatic 
case presentation. 

The second major unit was principles of 
psychiatric examination. Here there was a 
discussion in 3 sessions of the doctor-patient 
relationship, brief screening methods, and 
psychiatric case study. In the first 2 of these 
sessions, the participants were the guests of 
Winter VA Hospital where, following the 
lecture on each subject and the opportunity 
to question the lecturer, the physicians ob- 
served demonstrations of psychiatric inter- 
viewing through a 1-way vision screen. Fol- 
lowing the demonstration they were able to 
discuss with the demonstrator particular 
issues in the interview and points which the 
demonstrator was trying to make. While 
the opportunity to view such interviews was 
well received, it would have been even more 
helpful had there been someone behind the 
I-way screen with them, equipped with a 
microphone, to describe to them particularly 
important points as the interviews were going 
on, The third lecture was given at the 
Topeka State Hospital where a detailed case 
Presentation was worked up and discussed 
with the participants. 

The next unit, psychiatric treatment, was 
devoted to somatic treatment methods, re- 
habilitation of a psychiatric patient and brief 
Psychotherapy for the industrial physician. 
Describing somatic treatment methods and 
rehabilitation problems of a psychiatric pa- 
tient, the focus was not on such treatment 
as these men themselves might give, but 
Tather on the implications of somatic treat- 
ment methods for a person returning to 
work, and further, on the problems, as seen 
from the hospital point of view, that a patient 
encountered when he returned to work and 
with which the industrial physician could 

p him. There were 2 lectures on brief 
Psychotherapy, one on principles and the 
other on practices, In the latter, an effort 
was made to communicate specific techniques 


of brief psychotherapy which would be use- 
ful to the industrial physician. The experi- 
ence of the week provided an excellent setting 
for the integration of the necessarily ele- 
mentary techniques of psychotherapy. What 
was being said about “how to” had specific 
meaning in the context of all that had gone 
before. 

There were 3 evening sessions in the medi- 
cal seminar. The first was on the scope and 
limitations of psychological tests. The in- 
dustrial physicians were very much interested 
in this subject because of the reported in- 
creasing use of psychological tests in in- 
dustry. They were concerned about the use- 
fulness, the effectiveness, and the contribu- 
tion which tests could make to the work of 
the medical department. They were also 
much concerned with instances of what they 
viewed as indiscriminate use of tests, and the 
anxiety-creating effects of inadequate inter- 
pretation to employees, The second evening 
session was devoted to problems of neurology 
and neurosurgery in industry and the third 
toa presentation of the VA film, “Psychiatric 
Interviewing: Method and Procedure,” with 
a discussion afterward. 

In discussing problems of occupational re- 
habilitation of the psychiatric patient and re- 
ferral to psychiatrists, the industrial physi- 
cians complained that often they were unable 
to get any information from psychiatrists 
about the patients. They said that they were 
less concerned with diagnoses than with 
learning from the psychiatrist his specific 
recommendations about how the patient 
should be reassigned, followed, and helped. 
This discussion gave rise to the suggestion 
that a committee from the Industrial Medical 
Association should meet jointly with the 
Committee on Industrial Psychiatry of The 
American Psychiatric Association to formu- 
late a set of principles which would guide 
both industrial physicians and psychiatrists 
in their relationships with each other. 

The seminar participants apparently found 
the seminar quite successful. Initially they 
had perhaps expected to be “talked down to” 
and to be overwhelmed with jargon. They 
found, however, that the faculty was just as 
interested in learning from them about the 
problems with which they had to deal as they 
were in learning from the faculty. Again 
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the enthusiastic interest of the group stimu- 
lated the faculty and demonstrated to them 
that they need not be hesitant about trying to 
communicate to their professional colleagues 
the point of view with which they work and 
some of the elementary principles which they 
use in daily practice. 

An added result of the meeting was the 
stimulus, as expressed by some of the semi- 
nar participants, to effect a closer liaison with 
psychiatrists in their own communities and 
to introduce more psychiatric teaching into 
academic departments of industrial medicine. 
There was considerable discussion about how 
to use psychiatrists and clinical psychologists 
in industry. Several of the participants re- 
ported that their company medical depart- 
ments were considering the employment of 
a psychiatrist either on a consulting or part- 
time basis. 


We were, of course, gratified by the re- 
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sponse of the participants and with the large 
numbers of requests for participation—far 
more than we could meet. Yet, though we 
were able to meet on common ground with 
the participants in both groups and able to 
feel that we could in a modest way make a 
small contribution to them, we could not help 
being impressed with the fact that many of 
the problems with which they have to deal 
call for a knowledge and understanding far 
beyond our present limits. These meetings 
were a challenge to us to increase our efforts 
to learn more, not only about the kinds of 
problems with which these men have to deal, 
but also about effective ways of dealing with 
them. It is our hope that many psychiatrists 
across the country will interest themselves in 
the problems of industrial mental health so 
that we may soon begin to collect a body of 
experience and research data which will per- 
mit us to make a meaningful contribution to 
the emotional health of people at work. 
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MOOT QUESTIONS IN PSYCHIATRIC ETHICS * 


RALPH B. LITTLE, M.D., anp EDWARD A. STRECKER, M.D? 
PHILADELPHIA, PA. 


Medicine is a science blessed with the mag- 
nificent heritage of many great men. Men 
such as Pasteur, Osler, and Harvey are 
known to lay people as well as to doctors. 
Medicine is the concern of everyone. It is 
our opinion that of all the men who have 
contributed to medicine, no one has been 
more intimately reflected in its actual practice 
than Hippocrates. 

Hippocrates, who lived over 2,000 years 
ago, is considered the Father of Medicine. 
He initiated many fine principles, including 
the scientific method(1), but none has sur- 
passed his ethical values recorded in his well- 
known Oath, which from its inception has 
been the basis for medical ethics. The basic 
principles have remained relatively un- 
changed. When one considers that there is 
no procedure in medicine that can be per- 
formed without ethics being involved, one 
can understand the prominent place that this 
Oath has attained. Dr. Robert I. Lee(2), in 
an address before the World Medical Asso- 
ciation, stated: 
= Hippocratic Oath is entirely unselfish and 

istic. It relates to the behavior of doctors for 


the benefit, not of doctors, but for the benefit of pa- 
tients. It has been a touch of idealism in a selfish 


world. 

„In America, the American Medical Asso- 
ciation has re-studied, revised, and enlarged 
upon the ethical principles of the profession 4 
times since 1902. In general, it outlines ethi- 
cal considerations of the character of the 
Physician, his duties and responsibilities to 
Fd patients, to his profession, to his col- 
a, ot and to the general public. 

ao first sentence of the preamble(3) 
The Principles are intended to serve the physician 

a guide to ethical conduct as he strives to ac- 

complish his prime purpose of serving the common 
good and improving the health of mankind. 


‘grader om annual mecting of The Amer- 
jatric Associati cago, i 
my nsi tion, Chi I., April 

uthors’ address : The Institute of the Pennsyl- 
vania Hospital, 111 North 49th St, Philadelphia, 


In considering the application of ethical 
principles to the practice of medicine, it 
should be pointed out that there are many 
situations where ethical behavior is clear and 
definite. The physician is either ethical or he 
is not. For example, if a psychiatrist com- 
mits a patient to a mental hospital when he 
knows the patient is not committable, but 
does so for financial gain, it is obvious that 
he is practicing unethical medicine, When, 
however, as Sperry (4) points out, you have 
two principles, two forces which are both 
valid and right, but cannot exist simultane- 
ously, and “the claim of each is equally justi- 
fied, but the right of each is pushed into a 
wrong because it ignores the right of the 
other”, you have a dilemma demanding 
ethical action. Thus, if the rights of an in- 
dividual patient are in opposition to the rights 
of society, the doctor or the psychiatrist is 
confronted with the necessity of making a 
difficult decision which intimately involves 
his ethical approach to the practice of medi- 
cine. In this area, there are considerations 
about which there is a good deal of uncer- 
tainty and divergence of opinion. It is the 
purpose of this presentation to attempt to 
obtain better understanding about these 
doubtful points. To learn more about ethical 
considerations, we sent the following ques- 
tionnaire to 67 of our colleagues in Phila- 
delphia, most of them our associates at the 
Institute of the Pennsylvania Hospital : 


Dear Doctor : 

Doctor Ralph Little and I are interested in learn- 
ing more about the less commonly recognized as- 
pects of medical ethics, and have listed some situa- 
tions that we feel many of us have faced. We 
would like to have your answers to the questions 
we have proposed in any way you care to answer 
them. You might feel that these questions should 
be answered by a lawyer, but in our experience in 
this area, psychiatric thinking is more advanced. 
Thus, we would like the answers to come directly 
from you. It is important to remember that your 
opinions, more than anything, determine what are 
our medical ethics, and that is why we feel your 
opinions are so important. We will not quote you 
in any way. Thank you. 

Epwaxp A. Srrecxer, M. D. 
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(1) What is the ethical responsibility when you 
have definite proof that a colleague of yours, who 
is practicing psychiatry is: (a) a narcotic addict; 
(b) psychotic; (c) indulging in sexual activities 
with his patients; or (d) prescribing narcotics to 
addicts for self-administration, which is illegal in 
that state? 

(2) What is your ethical responsibility to a 
minor whom you are treating, when you definitely 
believe this patient is homicidal and/or suicidal, and 
the responsible parent or guardian will not attempt 
to take measures to protect your patient or society ? 

(3) What is your ethical responsibility when a 
patient relates to you he has committed murder, and 
then forbids you to notify the police on the basis 
his communications to you are secret? 

(4) What is your ethical responsibility when a 
patient tells you her husband is ill and is planning 
to kill her, and you have reason to believe this is 
true, but she will not permit commitment or help 
from the police, and forbids you to interfere? 

(5) What is your ethical responsibility when one 
of your unmarried patients becomes pregnant dur- 
ing treatment and informs you that she has ar- 
ranged to have a criminal abortion? There are no 
indications for a therapeutic abortion, and she for- 
bids you to divulge her professional confidence. 

(6) What is your ethical responsibility when a 
patient whom you are treating for narcotic addic- 
tion is securing the drug from illegal sources? 

(7) What is your ethical responsibility when you 
know one of your patients is embezzling, and he 
refuses to do anything about it? 

(8) What is your ethical responsibility when one 
of your patients takes out a large insurance policy, 
and plans to commit suicide as soon as the suicide 
clause is fulfilled, and he does not accept your rec- 
ommendations for treatment? 

(9) What is your ethical responsibility when a 
patient whom you have had in treatment for some 
time reveals acts of disloyalty and sabotage against 
the United States, and demands that you keep such 
information secret by his right of privileged com- 
munication? 


We received 42 responses, but, in tabulat- 
ing them, could use only 38 as 4 were too 
general, 

It should be emphasized that the above 
questions were not a product of our own 
imaginations, but had occurred in our prac- 
tice and in those of our colleagues. In tabu- 
lating the replies, whenever a psychiatrist 
gave more than one choice, we recorded his 
first choice. 

To Question 1(a), “What is your ethical 
responsibility when you have definite proof 
that a colleague of yours, who is practicing 

psychiatry, is a drug addict,” there was al- 
most unanimous opinion—that is, 36 felt that 
some action seemed indicated in this situa- 
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tion. Two psychiatrists felt they would take 
no action unless there was definite proof that 
the addiction caused the doctor to be negli- 
gent in his duties. However, there was a 
difference of opinion as to what measures 
should be taken. Sixteen of the 36 who felt 
they should do something about it thought 
they would try to help the physician by con- 
sulting with him directly. Sixteen indicated 
their first action would be to consult a com- 
mittee on ethical procedures of their organ- 
ized group, so that it might take the respon- 
sibility. One would notify his family, and 3 
would consult with a senior psychiatrist. 

In part (b) of the first question, “What is 
your ethical responsibility when one of your 
colleagues is psychotic?” there was a unani- 
mous feeling that action should be taken, but 
again there was divergence about what should 
be done. Eighteen recommended consulta- 
tion with an appropriate committee or au- 
thorities, 14 would consult the doctor per- 
sonally. Of the remainder, 3 recommended 
consultation with a senior colleague, 2 physi- 
cians would notify his family first, and one 
would take whatever steps necessary to 
achieve a solution. 

To Question 1 (c), “What is your ethical 
responsibility when one of your colleagues is 
indulging in sexual activities with his pa- 
tients?” 32 doctors indicated they would do 
something and 18 of these would recommend 
consulting with a committee, while g would 
talk with the doctor personally. Two would 
consult with a colleague, and 3 would try to 
help the doctor get treatment. Of the 6 who 
indicated they felt the ethical responsibility 
did not require action, one said he would do 
something if the individual doctor was psy- 
chotic, 

To the fourth part of the first question, 
“What is your ethical responsibility when a 
colleague of yours is prescribing narcotics to 
addicts for their own self-administration 
which is illegal in that state?” all but 4 felt 
definite action was indicated, and 23 of the 
34 would seek help from an appropriate 
committee or authorities. Only 7 would con- 
sult directly with the doctor; 3 would take 
whatever steps necessary to solve the prob- 
lem; and r would consult with a senior 


colleague. ‘ 
Question 2.—“What is your ethical re- 
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sponsibility to a minor whom you are treat- 
ing, when you definitely believe this patient is 
homicidal and/or suicidal, and the responsible 
parent or guardian refuses to take measures 
to protect your patient or society?” In re- 
sponse to this, 29 indicated they would like 
some definite action and would inform the 
proper authorities such as the police, district 
attorney, courts, school authorities, or the ap- 
propriate social organization. Of the 9 who 
would not inform outside authorities, 4 felt 
they would stop treatment of the minor after 
informing the family ; 2 would seek consulta- 
tions, and 3 would continue treatment. 

Question 3.—“What is your ethical re- 
sponsibility when a patient relates to you that 
he has committed murder, and then forbids 
you to notify the police on the basis that his 
communications to you are secret?” Thirty 
felt they would deny the patient’s request for 
privileged communication, and do something. 
Of this group, 18 would report this action to 
proper authorities such as the police or dis- 
trict attorney. Five of the 30 indicated they 
would use their own judgment about inform- 
ing the authorities, and this would depend 
on the nature of the murder and how long 
ago it had been committed. The remaining 7 
would either consult with the local society, a 
relative, colleague, lawyer, or stop treatment 
if the patient would not turn himself in. 

Of 8 who felt no action was necessary, I 
stated very definitely that there was no legal 
responsibility, and 7 felt that they should 
continue treatment, the responsibility of re- 
porting the crime being up to the patient. 

Question 4.—‘‘What is your ethical re- 
sponsibility when a patient tells you her 
husband is mentally ill and is planning to kill 
her, and you have reason to believe this is 
true, but she will not permit commitment or 
help from the police, and forbids you to in- 
terfere?” Twenty-five individuals expressed 
Tesponsibility for taking some action. Of 
these, 12 would report to legal authorities ; 7 
would attempt to force commitment either of 
the husband or the wife, some feeling that the 
Wife might be suicidal. Five would consult 
with a colleague, and 1 would refuse treat- 
Tan if the patient would not accept help. 

rteen indicated they felt their only re- 
sponsibility would be to continue to treat the 
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patient, trying to point out the meaning of 
the patient’s behavior to her. 

Question 5.—“What is your ethical re- 
sponsibility when one of your unmarried pa- 
tients becomes pregnant during treatment 
and informs you that she has arranged to 
have a criminal abortion?” There are no in- 
dications for a therapeutic abortion, and she 
forbids you to divulge her professional con- 
fidence. In this question of ethical responsi- 
bility, 29 indicated they would take no defi- 
nite action, and most of these stated they 
would try to help the patient understand its 
psychological significance. (Four did not 
feel ethical responsibility was involved, and 1 
felt there were too many variables to answer 
this question.) The opinions of the 9 who 
felt their ethical responsibility demanded 
some action varied greatly. One would try 
to commit the patient if she were committa- 
ble. One would try to find the name of the 
abortionist and report him anonymously ; 2 
would stop treatment if the patient insisted 
on the abortion. Of those who would report 
this, 1 would report to the district attorney, I 
to a public health officer, 1 to the parents, 
and 1 to the medical society. One felt that 
there were too many variables to answer the 
question. 

Question 6.—What is your ethical re- 
sponsibility when a patient whom you are 
treating for narcotic addiction is securing the 
drug from illegal sources?” In reply to this, 
22 felt they would do something in this situa- 
tion. Thirteen would report this to the proper 
law enforcement authorities. Of this group, 
3 would report and refuse treatment, 3 would 
try to hospitalize the patient and then report, 
and 7 would just report it. The remainder 
who would take action indicated that 3 would 
only stop treatment, and 2 would report it to 
the appropriate committee. Four would take 
whatever means necessary to hospitalize the 
patient. Of the 16 who would not report this, 
13 indicated they would continue treatment, 
and 3 stated they felt they had no ethical 
responsibility. 

Question 7.—‘What is your ethical re- 
sponsibility when you know one of your pa- 
tients is embezzling, and he refuses to do 
anything about it?” Response to Question 7 
revealed that 22 would not feel it their ethical 
responsibility to report this patient. One 
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would, however, report only if the patient 
were paying his fees from the embezzled 
money. Two made the definite statement that 
no responsibility was present, and 3 were 
noncommittal, Sixteen would continue treat- 
ment. Of the 16 who would “do something,” 
6 would stop treatment if the patient refused 
to report himself, Six more would only re- 
port him, either to his family, to his em- 
ployer, or to the medical society. Two felt 
that the amount of money would be the de- 
termining factor of whether or not they 
would report him, One would try to commit 
him to a hospital, and 1 would report him 
to the local medical society, 

Question 8.—‘What is your ethical re- 
sponsibility when one of your patients takes 
out a large insurance policy, and plans to 
suicide as soon as the suicide clause is ful- 
filled, and he does not accept your recom- 
mendations for treatment?” In this question 
of responsibility, 18 felt there was no respon- 
sibility to do any more than to treat the 
patient without breaking his confidence, and 
5 of this group specified they would urge 
hospitalization. Twenty also felt that their 
responsibility demanded more than to con- 
tinue treatment; 10 would continue treat- 
ment, but inform the family ; 2 would insist 
on commitment ; 2 would report it; 1 would 
call in a consultant; another would consult 
with the medical society. Three would in- 
form the insurance company, 1 only if he 
committed suicide. One would stop treat- 
ment, 

Question 9.—‘What is your ethical re- 
sponsibility when a patient whom you have 
had in treatment for some time reveals acts 
of disloyalty and sabotage against the United 
States, and demands that you keep such in- 
formation secret by his right of privileged 
communication?” In response to this ques- 
tion, all but 3 indicated they felt there was 
ethical responsibility to report such informa- 
tion. Of these 34 (one wished his response 
would not be used), 27 would report to the 
proper authorities, and of these, 13 indicated 
that they would have to evaluate personally 

the seriousness of the acts before they would 
report them. Two would consult their law- 
yers; 2 would refuse treatment and seek 
medical consultation; 2 would report to the 
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medical society. One was undecided what he 
would do. 

We would like to discuss our observations 
from this questionnaire with the following 
considerations : 

We felt that the responses pointed out cer- 
tain doubtful areas in the concept of privi- 
leged communication, by which we mean that 
the patient expects what he tells his doctor 
to be held in confidence. This is primarily, 
but not exclusively, an ethical consideration, 
for the right of privileged communication 
means that the doctor has the privilege of 
deciding whether or not he will reveal to 
others what is said to him in confidence. We 
understand that there are 17 states which re- 
tain the common law rule under which no 
privilege is recognized covering communica- 
tions between patient and physician. Other 
states respect the privileged communication, 
and consider the doctor liable when he re- 
veals such information to a third party(5). 

Of all the specialties, psychiatry has to de- 
pend more than others on the idea of secrecy 
to be effective therapeutically. We do not see 
how psychiatrists could successfully treat 
patients with emotional problems if they can- 
not say to them, in effect, “Tell me about all 
your thoughts and feelings—no matter what 
they are. You don’t have to worry about my 
telling anyone about them.” This concept 
must be part of the very basic structure of 
the doctor-patient relationship. Hippocrates 
thought so, and so wrote in his famous oath: 
Whatsoever in the course of practice I see or hear 
(or even outside my practice in social intercourse) 
that ought never to be published abroad, I will not 
divulge, but consider such things to be holy secrets. 


The AMA enlarged upon this in Chapter 
II, section 2, of the Principles of Medical 
Ethics of the AMA: 


Confidences concerning individual or domestic life 
entrusted by patients to a physician and defects in 
the disposition or character of patients observed 
during medical attendance should never be revealed 
unless their revelation is required by the laws of 
the state. Sometimes, however, a physician must 
determine whether his duty to society requires him 
to employ knowledge, obtained through confidences 
entrusted to him as a physician, to protect a healthy 
person against a communicable disease to which he 
is about to be exposed. In such instance, the 
physician should act as he would desire another to 
act toward one of his own family in like circum- 
stances. Before he determines his course, the 
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physician should know the civil law of his common- 
wealth concerning privileged communications (3). 


Thus, both Hippocrates and the American 
Medical Association seal the lips of the physi- 
cian unless there is something he feels he 
“ought” to reveal. Therefore, when the psy- 
chiatrist learns something which, if not re- 
vealed, might cause innocent people to suffer, 
he may be forced into a role for which he has 
not had proper training. The psychiatrist 
may have to assume the role of a judge, with- 
out the wisdom and experience of a judge, in 
trying to carry out his ethical responsibilities. 
He may be placed in the tragic situation of 
trying to serve two loyalties which appear to 
be in conflict with each other; namely, his 
loyalty to the practice of psychiatry, with its 
allegiance to the secrecy inherent in the doc- 
tor-patient relationship, and his loyalty as an 
American citizen to his country and its laws. 
We have no way of determining how fre- 
quently this dilemma may occur in psychiatric 
practice, but we feel the chances are good 
that many psychiatrists may be faced with 
such problems some time during their psy- 
chiatric experience. 

Tn making his decision, the psychiatrist 
will have to decide for himself what informa- 
tion he considers he should or should not 
reveal, He may differ with a patient who 
feels that certain information should be re- 
garded as privileged, and may feel that the 
patient has no right to expect him to conceal 
certain information which, if kept secret, 
would result in harm to others. He may feel 
that by withholding such information he may 
indirectly be giving sanction to harmful be- 
havior, His decision about his ethical re- 
sponsibility will depend on his own person- 

ty and experience. There may be times 
when his ego, that part of his personality that 
deals mainly with the realistic aspect of the 
entire problem, will predominantly determine 
hisactions. At other times, his superego, that 
facet of the mind which is closely allied to his 
conscience, may take the leading role in ar- 
Need at his ethical actions. In coming to a 

ecision, we feel it is important to remember 
what John W. Reed, of the University of 


: ichigan, wrote to a doctor about this con- 
sideration : 


I P 
ig Ppears that a psychiatrist is under no legal duty 
port to law enforcement officials a confession 
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of crime made by a patient in the course of pro- 
fessional treatment. If he does report, he runs the 
clear risk of a lawsuit at the instance of the pa- 
tient, there being in the few decisions on the subject 
a continuing assumption by the courts that there 
is a civil liability for unwarranted breach of con- 
fidence. Should such a lawsuit occur, the psychia- 
trist could apparently prevail over the patient by 
showing that the disclosure was for the purpose of 
guarding the community against the possibility of 
further harm at the hands of the patient. 


We would like to discuss the divergence of 
opinions we received to this questionnaire. 
We have felt that all the men who received it 
had the highest ethical responsibility, and for 
anyone who might question this, the burden 
of proof would most decidedly be on him. It 
might be felt that we did not have a fair 
cross section of psychiatric opinion, for we 
had responses of men primarily from a cer- 
tain area of Philadelphia. This may be true, 
but we are proud of our psychiatry in Phila- 
delphia, and of our 5 medical schools (we had 
representatives of each in our responses), 
and we do not feel that we are out of touch 
with the best psychiatric opinion in the coun- 
try. Certainly, we do not know of any regis- 
tered complaints against our ethics. Another 
objection could possibly be that we might 
have had different responses if our study had 
demanded that the responses be anonymous. 
We can point out that some did send in 
anonymous replies. 

We did not feel that because some of our 
colleagues believed it their ethical responsi- 
bility to do something about some of these 
matters, while others felt they had no re- 
sponsibility, that some were ethical and others 
were not—just as one is not right and the 
other is not wrong. 

These responses did indicate that there are 
moot questions in psychiatric ethics. The 
reason for the diversity of opinion seemed to 
indicate to us a commonly understood fact 
that each one’s own ethical activity is de- 
termined by his personality and experience. 
There are, of course, advantages and disad- 
vantages in this, and it is our hope that by 
further discussion of the uncertain areas of 
ethical conduct, a greater understanding of 
our responsibility will ensue. 

The advantages are, we feel, centered 
around the idea of freedom. Medicine con- 
tinues to make rapid advances, the benefits 
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of which will most likely have some effect 
directly or indirectly on all of us. Progress 
in the lessening of human suffering has been 
accomplished in an atmosphere of freedom 
which the physician respects and feels he 
needs for his work. Because a physician 
works in an area of freedom, his ethical be- 
havior will reflect this, and it would seem de- 
plorable if any attempt were to be made 
which would legislate his activities, for he is 
very jealous of his freedom and has certainly 
put it to good use. 

The disadvantages of divergences of ethical 
responsibilities in psychiatry are that some 
individual will possibly suffer because of 
this. We can only hope that this suffering 
is minimal. We want to repeat that no 
procedure in medicine can be carried out 
without ethics being involved, and this em- 
phasizes the importance of further enlight- 
enment on the subiect. 

We would like to be so bold as to make 
some recommendations from the observations 
we have drawn from this study. There 
seemed to be a feeling that it would be help- 
ful if there were an active committee on ethics 
in the local medical societies to whom doctors 
could go with their problems. Such a com- 
mittee would be available to psychiatrists, 
promoting discussions and increasing our un- 
derstanding of our ethical responsibilities. 

We want to point out that we have not in 
any way indicated that we have the answers 
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to these moot questions in psychiatric ethics, 
We only point out their existence. We also 
hope that additional discussion between our- 
selves and our colleagues in the law profes- 
sion might ensue. Any attempt to further 
our understanding of our ethical responsi- 
bilities can help us, for as Hippocrates stated, 
if his oath is adhered to by doctors, then “may 
I enjoy honor in my life, and art among all 
men for all time: but if I transgress and for- 
swear myself, may the opposite befall me.” 
And, as Galdston(6) has written, “It is not 
men who ennoble medicine, but medicine that 
ennobles men.” 

If this paper has in any way brought about 
a wish for individual reflection on this sub- 
ject, and for further discussion and clarifi- 
cation, we shall consider that it has been 
worthwhile. 
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CLINICAL NOTES 


THE SAFER ADMINISTRATION OF SUCCINYLCHOLINE WITHOUT 
BARBITURATES—A NEW TECHNIC 


DAVID J. IMPASTATO, M.D., New York Crry* 


The advent of the tranquillizers has not 
displaced electroshock therapy (EST) as the 
most effective treatment for certain mental 
disorders, Since EST will be used until a 
better method of treatment is found, it is 
essential that it be made as safe as possible. 

The recently introduced muscle relaxant, 
Succinylcholine (SCC), by practically pre- 
venting all fractures, has made EST much 
safer, By reducing the work load on the 
heart during a treatment, it also has made it 
possible to: treat poor-risk cardiac patients, 
many of whom would otherwise have been 
denied the beneficial effects of EST. How- 
ever, SCC in the doses commonly used (20 or 
more mg.) is not without danger, as it not in- 
frequently causes apnea. Some deaths have 
occurred with its use. 

Because of these reactions, many psychi- 
atrists using EST have not availed them- 
selves of SCC at all; and a number of others 
have administered it only with the aid of an 
anesthetist. In the latter instance, the cost 
of the treatment to the patient has been in- 
creased, 

To overcome these disadvantages, I have 
developed the following technic which I have 


already successfull i - 
desis. ully used in about 100 pa 


wee 40 Fifth Avenue, New York City, 


The selection and preparation of the pa- 
tients are exactly the same as for the usual 
technic. The patient is given 1/50 of a grain 
of Atropine intramuscularly, one-half hour 
prior to treatment, No barbiturates are used. 
Just prior to the treatment the patient is 
quickly given 10 mg. or less of SCC intra- 
venously. Ten seconds later, a petit mal EST 
stimulation is given and this is followed 20 
seconds later with the usual grand mal EST 
stimulation. From here on, the patient is 
handled in the usual manner. 

This procedure produces adequate muscu- 
lar relaxation with practically no apnea. This 
statement will be almost impossible to believe 
without witnessing a treatment. Nevertheless, 
using 10 mg. of SCC practically all muscular 
relaxations produced are of the order of 
3 or 4 plus; and what is more impor- 
tant many of the patients breathe spontane- 
ously at the end of the fit and do not require 
oxygen or artificial respiration. 

It does not give rise to anxiety as the petit 
mal stimulation effectively obliterates the 
memory for any disagreeable sensations the 
SCC might have caused. It makes EST much 
safer and it makes it possible to administer 
the treatment without the aid of an anes- 
thetist. 

I believe that these advantages are so bene- 
ficial that the profession should be apprised 
of this technic as soon as possible. 


CASE REPORTS 


GASTRO-INTESTINAL HEMORRHAGE AS A COMPLICATION OF 
RESERPINE ADMINISTRATION: REPORT OF TWO CASES 


DOLORES DILLON, M.D., ano JEAN M. SWAIN, M.D. 
Acnew, CALIF. 


Among the recognized pharmacological ac- 
tions of the Rauwolfia compounds is the 
stimulation of secretion of gastric acid(1, 
2, 3). To date, however, there have been 
very few reports of clinically observed 
gastro-intestinal complications of serious de- 
gree following the use of one of the Rau- 
wolfia group(4). It is therefore considered 
worth while to report the following 2 cases: 


H. P., a 36-year-old female, had been hospitalized 
at the Agnews State Hospital almost continuously 
since 1943, with a diagnosis of schizophrenic reac- 
tion, paranoid type. She had received intensive 
somatic therapy previously as well as individual 
psychotherapy. A bilateral lobotomy procedure was 
carried out in 1948, with very little subsequent 
change in her behavior. She was started on re- 
serpine September 17, 1054, at which time she was 
described as hallucinatory, manneristic, grimacing, 
noisy, profane, restless, and asocial. At no time had 
she any gastro-intestinal complaints or observable 
signs of gastro-intestinal dysfunction. Initial dose 
of reserpine was 1 mg. a day orally, which was in- 
creased on November 17 to 3 mg. daily, as she 
continued overactive and restless. On November 30 
the dosage was increased to 4 mg. daily and main- 
tained at this level. On June 6, 1955, the patient 
fainted early in the morning and shortly afterward 
passed a semi-liquid black stool. Blood pressure 
was 92/50, pulse 66 and regular. There were no 
abdominal complaints elicited from the patient and 
no nausea or vomiting observed. Hemoglobin was 
7-4 gm., hematocrit 22%, sedimentation rate 36 mm. 
per hr., WBC 8,600. A phenolphthalein test for 
occult blood in the stool was strongly positive. 
Bleeding time was 1 min., coagulation time 3 min., 
30 sec. A barium meal was carried out June 21, 
1955, and the radiologist reported the presence of a 
central duodenal ulcer. The patient responded to 
conservative treatment and has had no further 
symptoms to date. The reserpine has not been 
resumed. 

R. C., a 41-year-old female had been mentally ill 
since 1945 and periodically hospitalized since that 
time. Extensive therapy included a lobotomy pro- 

cedure done in 1954 at the Langley Porter Clinic in 
San Francisco. Subsequently periods of catatonia 
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or combative, quarrelsome behavior continued. She 
was started on reserpine September 13, 1955, with 
an initial dosage level of 3 mg. per day by mouth. 
Additional electroshock therapy was required. The 
reserpine was discontinued for a period of several 
days in December and then resumed, and on Janu- 
ary 3, 1956, the patient complained of pain in the 
left chest anteriorly and scapular area. There was 
a very slight temperature elevation and frequent 
belching. On January 4, 1956, hemoglobin was 
7.7 gm., hematrocrit 23%, sedimentation rate 47 mm. 
per hr. A phenolphthalein test for occult blood in 
the stool was reported as 4+. An electrocardiogram 
was essentially normal. Fluoroscopic examination 
following barium meal was attempted on Janu- 
ary 16 but was not satisfactory because of inade- 
quate patient cooperation. No definite abnormality 
was noted at this time. Further studies including 
bleeding, clotting, prothrombin time, and platelet 
count were within normal limits, as were the thymol 
turbidity and cephalin flocculation tests. On Janu- 
ary 31, the phenolphthalein test for occult blood 
was still strongly positive and a repeat upper G.I. 
series demonstrated a hiatal hernia but no ulcer was 
found. On withdrawal of reserpine and conservative 
treatment evidence of bleeding from the gastro- 
intestinal tract subsided and the patient’s general 
condition improved, There have been no further 
similar symptoms to date, 


SUMMARY 


Two cases of bleeding from the gastro- 
intestinal tract during the course of reserpine 
administration in the treatment of mental 
illness are described. The fact that both pa- 
tients had been under hospital observation 
for several years without previous evidence 
of gastro-intestinal disorder lends credence 
to the presumption that the reserpine was 
implicated as an etiological factor. It seems 
particularly noteworthy that one patient did 
not complain of any discomfort until bleed- 
ing had assumed serious proportions and the 
other patient never did complain of illness. 
As many patients are undoubtedly under 
treatment with reserpine who are suffering 
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from the type of mental illness which does 
not permit ready communication to the nurs- 
ing personnel of signs and symptoms of 
physical illness, the physician must be alert 
to the possibility of major complications 
without dependence upon the patient’s com- 
plaints. The fact that both patients had 
undergone a lobotomy procedure is of inter- 
est but is considered probably coincidental. 
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PSEUDO-TABES SYNDROME AS COMPLICATION OF 
TRANQUILIZER DRUG THERAPY 


THEODORE R. ROBIE, M.D., East ORANGE, N.J. 


Practically every psychiatrist has seen re- 
markable improvement in certain patients 
administered tranquilizer medication. But in 
rare instances complications are very serious, 
particularly those of a neurological category. 
Therefore it is essential to be alerted to the 
various types of complication that may be 
encountered. 

The Parkinson-like syndrome is the most 
frequent neurological complication seen, and 
this practically always disappears in a short 
time if the tranquilizer medication (whether 
reserpine or chlorpromazine) is discontinued. 

This report concerns a type of neurological 
complication caused by modest dosage of 
Thorazine preceded by reserpine, that has 
not been mentioned in the literature hereto- 
fore. A 47-year-old man, referred for neuro- 
logical opinion, presented a typical clinical 
picture of tabes dorsalis. There was such 
extreme ataxia that he could not walk un- 
aided, and in the Romberg test he would fall 
unless supported by some other person. He 
had fallen several times sustaining bruises. In 
walking, even when guided by someone, he 
staggered about like one thoroughly intoxi- 
ae and again, he would fall if attempting 

o walk unaided. Typical Argyll-Robertson 
popali were found and there was a flail type 
a muscular weakness in the neck, so marked 
that the head would flop over backward 
intermittently, quite involuntarily. 

Tare was decreased vibratory sensation 
Sendin up to both knees, and knee reflexes 
= c absent bilaterally (even with reinforce- 
: nt). Speech garbling was quite marked 
n test phrases, and organic mental changes 


were present, particularly memory defects. 
There was a noteworthy dark grey colora- 
tion of facial skin. 

Because tabes of specific origin is so rarely 
seen today it was believed to be due to the 
medication he was taking, However, in order 
to rule out cerebrospinal infection immediate 
lumbar tap was carried out, and the serology 
was completely negative for specific disease. 
But it was difficult to believe that the extreme 
flail foot-drop steppage gait, not described 
heretofore could be of drug causation. 
Laboratory work disclosed no evidence of 
agranulocytosis—there was instead a moder- 
ate leucocytosis (R.B.C.: 4,810,000 ; W.B.C.: 
15,200. Differential: polys 78%; lymphos 
20% ; monos 2%). The leucocytosis de- 
creased over the next 4 weeks to 12,200 with 
differential: polys 71%; lymphos 25%; 
monos 2% ; and metamyelocytes 276. 

The history follows: The patient had been 
subject to severe nervous disorder in the 
past, He had been administered a course of 
electroshock therapy 5 years before (by the 
writer) for a melancholy type of breakdown, 
with full recovery. Also, having been sub- 
ject to severe gastric symptomatology, his 
surgeon had performed a gastroenterostomy 
some years ago. With a recurrence of ner- 
vous symptoms 7 weeks ago his physician 
prescribed reserpine 0.25 mg. orally ti.d., 
and when he was no better in a week, the 
medication was changed to Thorazine 25 mg. 
orally t.i.d., which he had taken regularly for 
the next 5 weeks, when ambulatory disability 
occurred 
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Strangely his family had not noted the 
neurological disorder till fully developed and 
he was unable to walk. 

Proof of the drug causation lies in his 
complete recovery from the disabling syn- 
drome in 10 days with no medication of any 
kind. Only discontinuance of Thorazine was 
necessary. It was planned to place him on 
Cogentin therapy if he had not improved by 
withdrawal of the tranquilizing drug, but im- 
provement was so rapid that this was un- 
necessary. 

Because tranquilizers are being prescribed 


so widely today and are being increasingly 
used without prescription (enhanced by the 
wide publicity these “wonder drugs” receive 
in the metropolitan newspapers), other neu- 
ropsychiatrists will doubtless encounter simi- 
lar neurological complications. 

At this time, when the fictional Utopia in- 
duced by the generalized use of euphoria- 
inducing “soma,” described in Aldous 
Huxley’s Brave New World, is once more 
being popularized, it seems necessary for all 
doctors to be forwarned of all possible 
complications that may occur. 


BENJAMIN RUSH 


Benjamin Rush, in his 31st year, was the youngest of the Signers from Pennsylvania 


and one of the very youngest men in Congress. . 


. He graduated from the College of 


New Jersey (Princeton), began the study of medicine i in Philadelphia, completed it in 
Edinburgh and London, and became the most famous American physician and medical 


teacher of his generation. 


. . . He was associated throughout most of his professional life 


with the Pennsylvania Hospital and the University of Pennsylvania, and he was a lead- 
ing light of the American Philosophical Society. Like Franklin and Jefferson, he yas 
interested in everything, and he passed his days “like an arrow shot from a bow. . . 

He was the hero of the yellow fever epidemic of 1793 in Philadelphia, though William 
Cobbett criticized—not without reason—his practice of blood-letting, Rush never wholly 


ill. 


convinced his scientific friend Jefferson that the doctors of that time did more good than 


It was to Rush that Jefferson wrote privately, i in the election year 1800, “I have sworn 
upon the altar of God eternal hostility against every form of tyranny over the mind of 
man”; and, toward the end of his own life, the Doctor, as the self-appointed intermediary 
between Jefferson and Adams, brought about the renewal of their correspondence. . 

He was at the height of his fame in 1813 when he died in Philadelphia in his 68th 


year. 


His comment on himself consists of three words: “He aimed well,” 


—Dumas MALONE 
(The Story of the 
Declaration of Independence) 


HISTORICAL NOTES 


AN EARLY NEURO-DRUG EXPERIMENTER: ALEXANDER MONRO II 
(1733-1817) 


Modern neuro-drug experimenters will be 
interested to learn about one of their ances- 
tors who, in an amazingly modern way, al- 
most 200 years ago approached the problem 
of the influence of drugs upon the nervous 
system. This experimenter was Alexander 
Monro II, the astonishing, polyphonically 
inclined “professor of surgery” at Edin- 
burgh. Medical historians have already 
credited him with several important, original 
discoveries about the lymphatic system and 
anatomic structures. His name is linked with 
the discovery of the “foramen of Monro.” 
j History, however, has almost completely 
ignored Monro’s experiments on the influ- 
ence of drugs upon the nervous system, which 
he attempted by applying opium injections 
to various animals. Monro first reported 
these attempts in 1771, but they seem to 
have occupied him fairly continuously for 
about 25 years. In a publication entitled 

Experiments on the Nervous System with 
Opium and Metalline Substances” (Edin- 
burgh, 1793), Monro surveys his own at- 
tempts so impressively that we can sum them 
up best by quoting his own major sentences: 


I cut one hole in the fore and u 

t pper part of the 
Sate and dura mater of a frog and another in 
98 back part of the lower-most vertebrae, and then 

jected, from the one hole to the other, a small 
“shige full of water, in five ounces of which one 
ae of opium had been infused for three days. 
ia R infusion, by this means brought into contact 
ala whole surface of the encephalon and 
oe abi produced almost instantly universal 
eben <a in less than two minutes there- 
oe k e animal was incapable of moving its body 
Bo the place where it was laid, A quarter of an 

ur thereafter, I found the heart beating’ twenty- 


five times only in the minute; and so feebly, that it 
could not entirely expel the blood. When half an 
hour thereafter, the sciatic nerves were pinched, a 
slight tremor only was excited in the muscles of 
the leg; and animal electricity produced but feeble 
twitchings of the muscles. 

The infusion of opium injected in the same man- 
ner in rabbits and in a pig, produced similar effects. 


Continuing this report, Monro discusses 
the theories of Felice Fontana, whose book 
on the effect of poisons was receiving much 
attention at that time. In his book Fontana 
maintained that poisoning occurs by way of 
the blood-stream. Monro doubted the cor- 
rectness of this thesis, and after reporting a 
set of experiments disproving that the toxic 
influence is carried primarily by the vascu- 
lar system, he presents his case in the follow- 
ing climaxing statements : 

Many years ago, I found, after cutting the venae 
cavae and aorta of a frog, that a watery solution 
of opium poured into the heart, occasioned, in a 
few minutes, convulsions in its legs; and, after 
cutting out the heart, that the opium poured into the 
cavity of the abdomen affected the legs in like man- 
ner; although, in these experiments, the circulation 
was not only interrupted, but the greater part of 
the blood evacuated. I therefore then concluded, 
and now conclude, that opium and other poisons, 
even after they are mixed with the mass of bl 
produced their fatal effects, chiefly and almost 
solely, by acting on the nerves of the heart and 
vascular system, and through these, affecting the 
whole of the nervous system. 


In connection with the active experimental 
work of today in neurophysiology it seems 
worthwhile to recall Monro’s experiments of 


200 years ago. 
Ernest Harms, Pu. D., 
New York City. 
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CORRESPON DENCE 


PSYCHOANALYSIS 


Editor, THE American JOURNAL oF Psy- 
CHIATRY: 


Sır: Reading the recent article by Hiram 
Johnson, M.D., entitled “Psychoanalysis, 
Some Critical Comments,” in the July 1956 
issue of The Journal has made us feel very 
strongly that some reply is required. This 
article is only one among several which have 
appeared in The American Journal of Psy- 
chiatry in recent years which we feel has 
given a very distorted picture of psycho- 
analysis not at all in keeping with analysis 
as it is actually taught and practiced in 
America. We, incidentally, feel ourselves 
to be “orthodox psychoanalysts” and it is 
“orthodox psychoanalysis” that is specifically 
criticized, 

The appearance in print of such articles, 
it seems to us, raises two very serious ques- 
tions. First of all, what does it imply in re- 
gard to the editorial policy of the Journal 
that articles so obviously full of misinforma- 
tion are published, and, secondly, we feel 
that certain statements and interpretations 
in the body of the paper need to be spe- 
cifically answered and clarified. We shall 
try to mention only a few of the more im- 
portant. 

Early in the article the author refers to the 
“polarity between the male and female prin- 
ciple” and goes on to state, “F. rankly, I find 
this unintelligible.” Later in the same para- 
graph he refers to it as “pure poetry.” We 
do not citicize the lack of understanding, but 
we do feel that this should not be the basis 
for the repudiation of ideas, The principle 
of bisexuality is certainly one that is gen- 
erally accepted, not only by analysis but by 

psychiatrists in general, and has been clini- 
cally demonstrated time and time again, 
Also it is a basic tenet for the understanding 
of human behavior. 

Let us turn to another contention. The 
author refers to a “slight flavor of mis- 
anthropy” in what he calls pathographic 
literature. For example, he states, “nowhere 
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do I recall ever having seen psychoanalytic 
efforts expended to prove that “X” was not 
a homosexual.” Thus it is clear that the 
author considers the observation that’ “X 
is a homesexual” an accusation. He con- 
fuses scientific observation with judgment 
Statements. We can cite another instance in 
which this confusion is also very clear: 
“Pathography is not the emotionally de- 
tached scientific instrument that it purports 
to be, but is too frequently a distillate of 
bitterness containing in its philosophic es- 
sence a denigration of man.” 

The next major section of the paper is 
devoted to the idea of “negative condition- 
ing” or “reciprocal inhibition.” This entire 
section shows a complete lack of awareness 
of analytic procedure. Certainly it is true 
that undesirable characteristics and attitudes 
do come to the patient’s attention. Such 
awareness is necessary, as is also the aware- 
ness of his more positive qualities, but this is 
not the essence of the curative process but is 
simply a necessary by-product. In fact, it is 
necessary for any patient to overcome feel- 
ings of “horror and disgust,” as well as 
anxiety, in order to permit full access to 
the necessary insight which comes to light 
during the process. It is only then that these 
previously pathogenic infantile strivings can 
be integrated and usefully sublimated. 

The final section of the paper implies two 
things: first, that Freud from the beginning 
and psychoanalysis currently subscribe to the 
thesis that all of man’s difficulties stem from 
“psychosexual anxiety,” and, secondly, the 
author implies in present-day life all prob- 
lems arise from “existential sources,” that 
is, the problems of existence and of reality. 
We would simply like to point out that 
neither Freud nor psychoanalysis since 
Freud has ever held such a narrow view. 
Furthermore, it would seem in making such 
an interpretation of analytic thinking the 
author is unaware of all the work in ego psy- 
chology which has occupied the attention of 
analysts for the past 30 years. We would 
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also like to voice our opinion that going to 
the opposite extreme of attributing all man’s 


difficulties to external factors would be a 
_ concept as fallacious as the one criticized. 


Finally, we would like to return to our 
first question. For the most part we find no 
occasion to criticize the material which ap- 
pears in the Journal. We may not find our- 
selves in agreement but do regard the pres- 
entations as unprejudiced and tending to 
encourage further study. However, from 
time to time papers such as the present one 
do come into print and it seems to us that 
they represent a divergence from the usual 
constructive editorial policy. We would like, 
therefore, to urge an editorial attitude to- 


_ Ward papers concerning analysis which is 


as critical and discriminating as that toward 
the other types of material which appear in 
the Journal. 

We appreciate this opportunity for ex- 
Pressing these views and we hope that this 
note may contribute to the clarification of 
these most complex problems. 

James F. Brine, M.D., 
Francis McLaucuirn, M. D., 
Baltimore, Md. 


Editor, TuE AMERICAN JOURNAL or Psy- 
CHIATRY : 


Sir: I read with considerable interest the 
Paper entitled, “Psychoanalysis: Some Crit- 
ical Comments,” by Hiram Johnson which 
appeared in the July 1956 issue of the 
Journal, 

As one who has had more than a nodding 
acquaintance with psychoanalysis and psy- 

nalysts for many years, I found Dr. 
ohnson’s incisive and scathing criticisms 
th stimulating and somewhat disturbing. 
I think that much of what he says has con- 
siderable validity, For example, his sugges- 
tion that much psychoanalytic writing is 


Pure gibberish” will find support in many 
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quarters including some intelligent and com- 
petent members of the psychoanalytic fra- 
ternity. I think his attack on the psycho- 
analytic party-line also merits thoughtful 
consideration as do his indications regarding 
the lack of scientific validation of psycho- 
analytic principles and theories. Some of my 
psychoanalytic friends, who are good physi- 
cians first and psychoanalysts second, I am 
sure have similar concerns. 

However, if the current resurgence of at- 
tacks on psychoanalysis, of which Johnson’s 
is the latest to come to my attention, con- 
tinue without the appropriate restraints of 
objectivity, might this not lead to the dan- 
gerous phenomena of sweeping condemna- 
tion and intolerance? Without appearing to 
be presumptuous, I would like to suggest 
that there is much in the work of Freud and 
later analysts which has considerable merit. 
What is desperately needed in this troubled 
world is the painstaking process of unbiased 
evaluation and criticism supported by rigor- 
ous research (and I don’t mean much of the 
nonsense that is labeled “research” which 
appears in the literature) rather than blanket 
disapproval of any particular theories and 
procedures. If I may be permitted to use a 
rather old cliché, I hope that the baby is not 
thrown out with the bath water. 

In closing I would like to add that I wish 
Dr. Johnson would bestow his literary tal- 
ents to the field of social work which for the 
past three decades probably has done (and 
is still doing) more than any organized pro- 
fession to promote Freudian psychology in 
the United States. If some of his critical 
views were published in a social work jour- 
nal I feel that the shock treatment might be 
highly therapeutic for some social workers 
and I hope not too traumatic for others. 

Josrrn AnprioLa, Pu. D., 
Associate Professor, 

School of Social Work, 

The University of Oklahoma. 


REPLY TO THE FOREGOING 


Editor, Tue American Journa or Psy- 
CHIATRY: 


ee: First of all I shall take up the letter 
of Dr. Bing and Dr, McLaughlin point by 


Point. 


“Early in the article the author refers to 
the ‘polarity between the male and female 
principle’ . . . and ‘he refers to it as pure 
poetry.’” Let me affirm with some assevera- 
tion that I am fully aware of the fact that 
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there are two sexes. I simply wish to criti- 
cize such language as “male and female (yin- 
yang) principle.” For in this context ex- 
actly what does “principle” mean? This calls 
for clarification if it is to mean anything. 
Otherwise we land in the realm of Platonic 
ideas where the “male and female principles” 
would rank with the Good, the Beautiful, 
Justice and the rest of Plato’s ethereal arche- 
types. If the writer means this, he should 
say so or use clearer language. 

“The next major section of the paper is 
devoted to the idea of ‘negative conditioning’ 
or ‘reciprocal inhibition.’ This entire section 
shows a complete lack of awareness of ana- 
lytical procedure.” In answering this, I must 
affirm that I have a most complete grasp and 
awareness of analytic procedure. For I un- 
derwent an analysis (orthodox) for over 10 
months with the mounting conviction that 
the procedure was not scientific. For it soon 
became evident to me that the keystone of 
the process, the “free associations,” was 
bogus. Let me emphasize that this is the 
bedrock of my argument which stands or 
falls with this thesis. I was soon made to 
understand by means of questions put to me, 
by means of “suggestion,” emotional atti- 
tudes, eloquent silences and other cues, that 
certain of my productions were useless (re- 
sistance) and that other productions were 
good (i.e, had negative conditioning im- 
pact). [“He was quickly through with his 
associations ; so the analyst tried to help him 
out. She suggested that perhaps... .” 
(From French’s Integration of Behavior, 
p. 81).] An analysis conducted by cor- 
respondence like an international chess game 
(or otherwise where cues were carefully 
screened out) would never work. This is 
because psychoanalysis is an active hypno- 
suggestive process, although obliquely so 
(dreams are important—they differ for each 
type of analysis). It is a technique which 
requires training, psychological cunning, and 
the ability to handle an elaborate apparatus 
of cues. Negative conditioning is the essence 

of the process. This negative conditioning 
(largely through bogus “free” associations) 
is used by the analyst as hammer and chisel 
are used by the sculptor—for the purpose 
of personality molding. More specifically, 
for the purpose of personality molding in the 
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direction of financial and psychosexual suc- 
cess, not as by-products, but as ultimate 
goods. And this is a brand of hedonism 
technically called Cyrenaicism, a philosophy 
which this writer rejects. 

“The author implies in present-day life all 
problems arise from ‘existential sources,’ the 
problems of existence and reality ... the 
opposite extreme of attributing all men’s 
difficulties to external factors would be a 
concept as fallacious as the one criticized.” 
First of all, this writer did not use, or cer- 
tainly never meant to use, the word “all.” 
In scientific polemic, the word “all” belongs 
only to formal logic and mathematics. 
Moreover, those conversant with existential 
writing will know that existential thinking 
does not attribute all men’s difficulties to ex- 
ternal factors but precisely the opposite. My 
critics’ definition of existential anxiety is 
quite puzzling. I have tried to use the con- 
cept of existential anxiety as it is used by 
Heidegger and Tillich and in conformity 
with present-day analytic practice. 

In thinking over the letter from Dr, Bing 
and Dr. McLaughlin, it seemed to me that it 
was much more eloquent in its omissions 
than in its affirmations, There is no refer- 
ence, for example, to the philosophical ingre- 
dients which I have pointed out as implicit in 
psychoanalysis. This I consider to be by far 
the most important feature of my slight con- 
tribution. In another part of my article 
(p. 40) after careful deliberation, I point- 
edly raised a question which I will quote in 
full: “Is it possible that we are developing 
the equivalent of a secular church, supported 
by government monies, staffed by a genital- 
level apostolate unwittingly dispensing a 
broth of existential atheism, hedonism, and 
other dubious religio-philosophical ingredi- 
ents?” If my colleagues were sufficiently 
endowed with, let us say, the yang principle, 
it would seem to me that they would want 
to say something about this; for the lan- 
guage above is either immoderate—or true. 
Nor is there any reference to my statistics of 
Suicide among psychoanalysts (although a 
miniature face-saving hagiology is arising 
around many of the defunct, more wonderful 
than Voragine). But enough of this un- 
pleasant topic. This is the inevitable by- 
product of a religion not true for Man. 
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Certain aspersions contained in this letter 
on the editorial policy of the Journal seem 
to me, to say the least, astonishing. The 
Journal traditionally has maintained a high 
scientific standard. This calls for a periodic 
scrutiny of the fundamental theory and 
premises underlying all psychiatric proce- 
dures and disciplines—barring none. At- 
tempts to browbeat the editorial policy of 
the American Journal of Physics for giv- 
ing space to papers criticizing the quantum 
theory would be unthinkable. This is be- 
cause the American Journal of Physics spe- 
cializes (in a certain area) in general theory 
and fundamental premises. Actually what 
my esteemed colleagues most resent in my 
article is a frank examination of funda- 
mental psychoanalytic theory. This they 
resent with the animus of religionists whose 
articles of faith are being weighed. And 
this is true of alchemy, astrology, palmistry 
and all cults. One must never, never, €x- 
amine the fundamental premises. Unfortu- 
nately, this is the cardinal concern of science. 
It is all as simple as that. 

My answer to Dr. Andriola’s temperate 
and intelligent comments will be brief. Al- 
though the process of beatification has been 
Suspended in the Anglican Communion since 
1523, there was a testimonial dinner in honor 
of Sigmund Freud’s Centennial on May 6 
last at St. John’s Cathedral in New York 
City. This was arranged presumably by 
Psychoanalyzed priests in connection with 
the Cathedral Psychoanalytic Clinic. Thus 
the largest cathedral in the Western Hemi- 
sphere pays homage to the most influential 
atheist of the twentieth century. This in- 
Stance is given to show which way the wind 
blows. The point is that there is little danger 
of throwing the baby out with the bath 
water. The baby has grown too big. Not 
only has psychoanalysis infiltrated religion 
(especially amongst its nonviable forms), but 
also the medical schools, universities, and, 
as Dr. Andriola points out, the social service 
Schools, And here Dr, Andriola suggests 
that I write some salutory articles for social 
work journals. This would accomplish 
Nothing. For it is my general impression that 
Most social workers believe what they are 
told to believe. If by some cosmic freak the 
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school faculties were dynamically reoriented 
overnight to Zend Buddhism, there would 
only be the mildest sussurus of protest in 
the classrooms. Much more serious is the 
problem in some medical schools where the 
students are not in the possession of clinical 
facts in order to make judgments and where 
many sound men turn away to other spe- 
cialties. Also a few resident training hos- 
pitals—‘‘dynamically oriented,” to be sure— 
offer the bizarre picture of a parasitic mental 
hygiene clinic set up within the framework 
of the hospital for the benefit of the residents 
(usually there is trouble getting suitable 
office-practice type patients for teach- 
ing—psychoneurotics or bogus “schizo- 
phrenics”) whilst the preponderant bulk of 
the psychotics are handled by senior physi- 
cians and generally ignored teaching-wise. 
(Even Jaspers has not yet been translated 
whilst Storch has been out of print for 5 
years and will not be reprinted). Of even 
more concern is the situation in some de- 
partments of clinical psychology where 
artificial nosological entities are taught (bol- 
stered up by a crazy scaffolding of Ror- 
schach halo-effects), where both teacher and 
student have no contact with state hospital 
wards and where rat-statistical disciplines 
have supplanted the liberal arts education of 
a former generation. Worst of all, the clini- 

cal psychologist has no Hippocratic Oath. 
But all things have cycles and there are 
several factors which now threaten the arro- 
gant overlordship of the fatalistico-athe- 
istico-mechanistico - deterministico -hedonists 
(to spell the thing in full), forcing psycho- 
analysis into a more reasonable, eclectic ap- 
proach, The first factor will take time to 
make itself felt. It is a growing tendency 
in medical schools to re-emphasize the hu- 
manities in premedical education. For there 
is no better antidote for myopic thinking than 
a sound understanding. The second factor 
working for eclecticism will have a more im- 
mediate effect. It is chemotherapy. Already 
as I write this, the chill wind of the ataraxic 
agents is blowing across the analytic couch. 

Hirax K. Jonnson, M. D., 

Rockland State Hospital, 

Orangeburg, N. Y. 
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Editor, THE American JOURNAL or Psy- 
CHIATRY: 


Sm: One of us (W.J.T.) has reported in 
this Journal (Sept. 1956) on the failure 
of Frenquel to influence the psychosis 
in chronic, institutionalized, schizophrenic 
women. The question was raised by another 
(R.K.) as to the adequacy of this evaluation, 
Accordingly, 30 schizophrenic male patients 
were selected on a disturbed ward of this 
hospital (Central Islip State Hospital), each 
having had a history of auditory hallucina- 
tions. Some had had prefrontal lobotomy 
and some were complicated by mental defi- 
ciency. The patients were first rated, using 
the Lorr Multidimensional Rating Scale. 

Frenquel was supplied to us by Dr. Ray- 
mond C. Pogge of the Wm. S. Merrell Com- 
pany. Medication was started by intravenous 
injection of 15 mg. This was followed by 
administration of 20 mg. by mouth 3 times 
a day for 30 days; 3 patients refused medi- 
cation; 2 were not hallucinating when first 
interviewed. At the end of 30 days all pa- 
tients were re-rated and the impressions of 
the personnel most familiar with the pa- 
tients were considered. Where a difference 
appeared between the premedication and the 
postmedication ratings, the data were sub- 
jected to stastical analysis. 


The only item which showed a significant 
change was that pertaining to visual hallu- 
cinations. However, in a discussion by the 
group which included all raters and ward 
personnel, it became clear that this “sig- 
nificant change” related, not to the patients, 
but to the variations in inference on the part 
of the raters. These variations we have been 
taught to expect in the use of rating scales 
in work of this sort. In only one case did 
there appear to be any alteration in a patient 
during this test, in that he became more so- 
ciable, more interested in recreation, more 
cooperative, and no longer responding to 
hallucinatory voices. The data available, 
however, suggest that this could be at- 
tributed as well to the 3-times-a-day contact 
with the personnel as much as to the Fren- 
quel itself. 

In conclusion, we find no support for the 
assertion that Frenquel exerts any action on 
schizophrenics or on those who suffer with 
hallucinations, 

Roman Kuziw, M. D., 
Marx Jacosy, M. D., 
Lawrence Groxnick, B. S., 
Ws. J. Turner, M. D., 
Central Islip State Hospital, 
Central Islip, N.Y. 


PSYCHIATRY IN GUATEMALA 


Editor, AMERICAN JouRNAL OF Psycuiatry: 


Str: Reference is made to the letter of 
Dr. Bennett from Berkeley, California, pub- 
lished in the June issue of the Journal, under 
the heading “Psychiatry in the Caribbean 
Area.” Aside from Dr, Bennett’s personal 
impressions and recommendations which I 
certainly do respect and share, my intention 
s to let it be known to the readers some of 
he other aspects of the work that is being 
lone in the field of psychiatry in Guatemala ; 
spects which he unfortunately missed, hav- 
ng only seen one single institution in the 
ountry, that which precisely is not carrying 
ut its program of work at the present time, 
t is very..true. that- working conditions have 
cen rather difficult: in.Guatémala for a long 
me. , Byt since 1954, closely related to the 
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latest political revolution, a revolution in psy- 
chiatry as well as in medicine has been on the 
way. 

This refers to a wide range of activities 
leading to an over-all approach to the health 
problems in terms of national necessity. The 
government is most interested in pointing out 
the needs of the people in order to fight dis- 
ease at large. This, of course, will take some 
time to develop from research projects into 
action, Some progress has been made, how- 
ever, in a short period in the field of psy- 
chiatry. A National League of Mental Hy- 
giene has been created and set to work on this 
very problem. Interest has increased among 
teachers, social workers, lawyers, pediatri- 
cians, and general physicians. A mental hy- 
giene program will soon reach the schools and 
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other social areas—this as far as preventive 
psychiatry is concerned. On the other hand, 
2 outpatient clinics were opened this year, to 
carry on treatment and diagnosis for children 
and adults. 

Another clinic is in charge of the prob- 
lems of the elementary school population. 
Two of the major state institutions can afford 
now to have a well-developed department of 
psychology and psychiatry. As for the edu- 
cational aspects, more stress is being placed 
on the teaching of applied and dynamic psy- 
chology, psychopathology, and psychiatry in 
the schools of medicine, psychology, social 
work, nursing education, etc. 

Treatment facilities for the mentally ill are 
still highly deficient in institutions, but a 
recent meeting on public hospitals and insti- 
tutions called forth by the Department of 
Public Health has stressed the need to change 
and improve our substandard methods and 
old-fashioned institutions. 

Certainly we face now a tremendous short- 
age of trained personnel, which I consider 
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far more important than the eternal riddle of 
financial support. 

What we need is trained people to work 
and work hard. The psychiatrists in Guate- 
mala barely number one-half dozen, for a 
population of 3 million, and they have to do 
most of the leading work in the field. Three 
of them are A.P.A. members, and one, the 
writer, was trained and lived in the U. S. for 
7 years. 

We would have enjoyed showing Dr. Ben- 
nett our various institutions and the activities 
we are engaged in and to have profited by 
his comments and suggestions. We would 
have liked to have him address our profes- 
sionals and students in a public speech. 
Finally, we do entirely approve of Dr. Ben- 
nett’s comment that we need to be helped 
in our problems by the Association—which 
he claims should be a Psychiatric Association 
of the Americas. 


Avueusto AGUILERA, M.D. 
Guatemala City, Guatemala. 


REPLY TO THE FOREGOING 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: My recent letter, “Psychiatry in the 
Caribbean Area,” necessarily concerned only 
those institutions and persons that I could 
Visit in the time available. I wrote my com- 
ments mainly to encourage the psychiatrists 
and other workers in their valuable work. 
I, of course, agree with Dr, Aguilera that the 
greatest need is for trained personnel. On 


another trip I hope to be able to see more in- 
stitutions and to note improvements. I am 
also pleased that Dr. Aguilera feels the need 
for help from our Association, and approves 
of the idea of one psychiatric association for 
the Americas. 
A. E. Bennett, M. D, 
Berkeley, Calif. 


EDUCATION 


Nothing should be taught in any school that the teacher does not know. Beliefs, super- 
stitions, theories, should not be treated like demonstrated facts. The child should be 
taught to investigate, not to believe. Too much doubt is better than to much credulity. 
So, children should be taught that it is their duty to think for themselves, to understand, 
and, if possible, to know. Real education is the hope of the future. 


—RoprerrT G. INGERSOLL (1833-1899) 
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PRESIDENT’S PAGE 


The news that the old Pennsylvania Hospi- 
tal for Nervous and Mental Disease at 44th 
and Market Streets in Philadelphia has been 
sold to the city government and that the 
buildings are eventually to be razed is sad 
news indeed. Though the hospital will rise 
anew, modernized and resplendent, on the 
49th Street site, still withal, this particular 
segment of this venerable institution is in- 
extricably entwined with the history of what 
is now The American Psychiatric Associa- 
tion, It was within its confines that a large 
segment of the history of American psychi- 
atry was written. In more modern times it 
mothered many men who head various psy- 
chiatric departments and institutions through- 
out the land. 

Coming as it does upon the heels of 
Butler’s closing—another institution replete 
with historical significance—the change in 
facade of this institution heralds, if not the 
end, at least the beginning of the end of an 
era. It was these old private hospitals which 
for the most part kept psychiatry alive for 
almost a century, but their role has changed 
now and time, with its inexorable demands, 
requires that they too must change. 

Though grim, remote and forbidding in 
external appearance, these institutions had a 
quiet dignity within. They were usually di- 
rected by dedicated men who withstood 
numerous onslaughts and made up in hu- 
manitarian devotion and attention for what 
they and the age lacked in scientific skill. Not 
at all strange to say, their recovery rates 
compared rather favorably with those of our 
present day. 

Now, as research institutions arise and 
general hospitals add psychiatric wards and 
pavilions and as our state hospitals give 
promise of beginning an upward climb, we 
are in a fair way to forget these old hospitals 
in question and to regard them with the 
polite askance which is usually reserved for 
the Kraepelinian era. They were not built to 

operate in an economy such as our present 
one and they were not built to operate in the 
hustle and bustle of a populace in a hurry. 
Whether the changes which are now required 
of them are for the better only time will tell, 
but one thing is certain: the unselfish spirit 
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and devotion which usually animated these 
institutions and carried them through bleak 
years must be preserved. 

Without intending to be in any way 
funereal, lugubrious or reactionary, these 
memories do point up a serious problem 
which faces us today. Our present day hospi- 
tals, Federal bureaus, military, veterans and 
state institutions are all desperate in their 
need for men to man them, competent men 
who will carry on the humanitarian work for 
which they were instituted. In all too many 
instances now tasks which traditionally were 
done by physicians have passed to representa- 
tives of other disciplines by default. It is not 
unusual to see important psychiatric posts in 
federal or state governments go begging for 
lack of interest by competent psychiatrists. 
The danger here, of course, is that govern- 
ment officials will tire of trying and im- 
portuning young physicians to take upon 
themselves these tasks and will rewrite the 
specifications in a manner not satisfactory to 
anyone concerned, This has already hap- 
pened in several instances and it bids fair to 
happen again on even a wider scale. 

Granted, the trouble is not all on the part 
of the doctor and at times selfish interest and 
partisan parties have discouraged the young 
physician and driven from him all thought of 
carrying out official tasks, Unfortunately, it 
is the patient who suffers because of this dis- 
couragement and unfortunately, despite our 
obvious advances, there are still three- 
quarters of a million of these patients in our 
mental hospitals, 

There is a desperate need for men to enter 
the public service. Difficult as it is and in- 
tangible as are its rewards, they are there 
nonetheless and in lasting fashion. How this 
feat of filling the depleted ranks of our insti- 
tutions is to be accomplished is for wiser 
heads than mine to solve, but solved it must 
be if we are to carry out the humanitarian 
traditions which the men who manned those 
old hospitals left us as a heritage. 

A poor man served by thee shall make thee rich; 
A sick man helped by thee shall make thee strong; 


Thou shalt be served thyself by every sense 
Of service which thou renderest. 


Francis J. Bracecanp, M, D. 
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COMMENT 


THE ACADEMIC LECTURE 


The thoroughgoing attack on modern psy- 
chiatric treatment methods by the Academic 
Lecturer at the Annual Meeting of The 
American Psychiatric Association in Chicago 
recalls vividly a no less vigorous assault upon 
American psychiatry just 62 years earlier. 
The occasion was the semi-centennial of the 
founding of the Association ; the place, Phila- 
delphia; the lecturer, Weir Mitchell. It is 
safe to say that none of those who listened 
to Dr. Bailey could compare notes by reason 
of having also heard the punishing words of 
Dr, Mitchell in 1894. Presumably however 
many will have read his address ; and to those 
who have not, it is warmly recommended. 
It will be found in the separately published 
Proceedings of the American Medico-Psy- 
chological Association (as The American 
Psychiatric Association was then called), vol. 
50, pp. 101-121. 

In opening his lecture Dr. Mitchell ex- 
plained that when invited to be the speaker 

on this important anniversary” he had de- 
clined. “It is customary on birthdays to say 
only pleasant things, and this I knew I could 
not altogether do.” When still pressed to 
speak he reflected “that men who could thus 
ask the criticism, which they knew must come 
without mercy, were well worth talking to.” 
And he did speak. He lashed out against 
the whole system of mental hospital manage- 
ment, against that “inconceivably shameful 
thing” political control and meddling. But it 
ad the hospital superintendents themselves, 
ae men sitting before him, to whom most of 

8 criticisms were addressed. Speaking for 
the profession at large Dr, Mitchell said, 
ae do not believe that you are so working 

ese hospitals as to keep treatment or sci- 
wee product on the front line of medical 
teu In painful detail he enumerated 
e shortcomings of the mental hospital pro- 
“h ures of that day. He pilloried prevailing 

ospital torpor,” 
n were of course hurt feelings and 
reactions. Hospital life was not 
Cverywhere sluggish routine. There were 


those who were striving for better things. 
The stirrings of reform were in the air. But 
credit must be given to the bombshell Weir 
Mitchell dropped in the asylum camp for 
more drastic improvement in institutional 
practice and an accelerated pace to catch up 
with general medicine. 

The contrast between the Mitchell and the 
Bailey addresses is striking. Mitchell was 
lecturing the asylum doctors; Bailey was 
devaluating current treatment procedures. 
Mitchell criticized the neglect of treatment 
measures that were available; Bailey the too 
zealous pursuit of therapeutic experiments 
and theories. Mitchell’s target was inertia ; 
Bailey’s overactivity—on the one hand, the 
laissez faire of custodial care; on the other 
the promulgating of panaceas. 

There have been criticisms of Dr. Bailey’s 
pronouncements just as there were of Dr. 
Mitchell’s in 1894. Neither of these critics 
had long-term first-hand experience as a 
physician in mental hospitals, in constant con- 
tact with the enormous problems such prac- 
tice presents, and lacking withal sufficient 
funds and staff. : 

Many of the deficiencies that Weir 
Mitchell complained of have been made good. 
The features of the ideal hospital of the 
future that he described have become re- 
alities, His prophecy that “the years will 
surely bring something like, or far better, 
than what I have sketched” has been widely 
verified. The scientific spirit pervades the 
mental hospitals as never before. The ques- 
tion Dr. Bailey raises is whether this spirit 
is always tempered by balanced judgment 
based on sound training, ample experience 
and historic perspective. That there has been 
too much or premature optimism in many 
quarters in the application of newer remedies, 
whether physiological, pharmacological or 
psychological, probably no one would deny. 
That does not in the least mean that such 
therapies should be condemned out of hand. 

Are Bailey's strictures too sweeping ? 
There will be protests that they are. His 
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sharpest barbs he reserves for Freud and 
psychoanalysis to which he devotes the bulk 
of his polemic.* In recent years probably no 
one of like eminence has gone all out in such 
fashion. The main significance however of 
Dr. Bailey’s criticism is the indication that 
the sixty-year old Freudian discipline is still 
a controversial issue—lively disbelief over 
against assured acceptance and devotion. 
Here as in the field of religion there will be 
the Theresians, the Laodiceans and the Gal- 
lionians of the Oslerian classification, 

Beyond question psychoanalysis has gained 
wide ascendency in the United States, espe- 
cially among the younger generation. Freud’s 
greatest living disciple, on his recent visit 
to the United States, referring to the state 
of psychoanalysis on this side of the water, 
is quoted as saying, “There’s more work 
being done in America than in any other 
country—or in all other countries combined.” 
It is easily credible. 

But Dr. Bailey, although he gave his 
main attention to psychoanalysis, did not 
spare the newer treatments—lobotomy, in- 
sulin, electroshock, the tranquilizing drugs; 
all received their full measure of castigation. 
But he did make concessions. He does not 
deny the usefulness of electroshock or the 
newer pharmacotherapy currently on the up- 
surge. He states clearly that the ataractic 
drugs may calm an agitated patient and ren- 
der him more accessible to other forms of 


1 Some of the questions Freud raises as to the 
validity of his own hypotheses, and to which Bailey 
refers critically, might be turned to Freud’s credit 
as evidence of healty scientific doubt. 
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therapy. And he finds that electroshock, in 
involutional depression “sometimes cuts short 
the attack in spectacular fashion.” Surely 
this is not therapeutic nihilism. One wonders 
whether, having seen the same thing happen 
over and over again in the tortuous history 
of psychiatry (and Bailey deprecates the lack 
of historic perspective in so many psychi- 
atrists of today), he is not deliberately couch- 
ing his criticisms in such vigorous, even exag- 
gerated language in the hope of having a 
“tranquilizing” effect on the overoptimistic 
enthusiasm with which every new psychiatric 
therapy is likely to be greeted, and to which 
neither the dynamicist nor the pharmacophile 
isimmune. Asa research man himself Bailey 
would be the last one to condemn experi- 
mental methods of treatment. Many of our 
most competent investigators are carrying 
on just that kind of work. Without claiming 
cures they hold that relief from distressing 
symptoms and cutting short attacks of illness, 
whether for short or long periods, are im- 
mediate therapeutic goals in themselves, Such 
research work in clinical and laboratory set- 
tings must and will go on. In fact, while not 
disputing the value of psychotherapy, it is the 
kind of research that goes on in the chemical 
laboratory that Bailey specifically urges ? as 
the most likely means of finding the ultimate 
causes of mental illness, thus opening the 
way to rational therapy. He sees evidences 


that psychiatry is turning more confidently 
in that direction, 


* He shares the view of Pierre Janet who stated 
that he expected the problem of schizophrenia to be 
solved by the chemist. 


CORE OF MEDICINE 


I have learned at least three 
of Charles Pierre Alexandre Louis] 
guess when I can know; not to think 


principles since I haye been in Paris [attending the clinics 
: not to take authority when I can have facts; not to 
a man must take physic because he is sick, 


—Otiver WENDELL HOLMES 
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NATIONAL FOUNDATION For INFANTILE 
Paratysis FeLLowsnirs.—The National 
Foundation for Infantile Paralysis has an- 
nounced fellowships ranging from $3,600 to 
$6,000 a year for training of psychiatrists in- 
terested in the emotional problems of the 
physically disabled. These grants are offered 
only to physicians licensed to practice in the 
U. S. who have had 2 years of graduate train- 
ing in psychiatry acceptable to the American 
Board of Psychiatry and Neurology. 

Study is to be undertaken in a facility 
where medical and medical associate person- 
nel are engaged in a program of comprehen- 
sive rehabilitation., The facility should be 
affiliated with a department of psychiatry 
approved by the American Medical Associa- 
tion and the American Board of Psychiatry 
and Neurology for residency training. The 
department of psychiatry is to be responsible 
for supervision of the Fellow. 

Applications must be in by March 1 to be 
considered in May of that year; in by Sep- 
tember 1 to be considered in November, and 
by December 1 for consideration the follow- 
ing February, Further information may be 
obtained from the Division of Professional 
Education, The National Foundation for 
Infantile Paralysis, 120 Broadway, New 
York 5, N. Y. 


NationaL Association FoR Music 
HERAPY.—A pamphlet, Uses of Music in 
Institutions, has been published by this As- 
Sociation reporting on a survey of the uses of 
Music in institutions in the United States and 
Canada. This report covers mental hospitals, 
tuberculosis hospitals, hospitals for the 
crippled and mentally retarded, as well as 
general hospitals, and discusses the various 
Ways in which music therapy programs can 
rs organized in these different institutions. 
Opies may be obtained from the National 
sociation for Music Therapy, Inc., c/o 
i ts. M. F. Thompson, Essex County Over- 
took Hospital, Cedar Grove, N. J. 


Psycuiatric ReEsEARCH ReEport.—Psy- 
chiatric Research Report No. 5, published by 
The American Psychiatric Association, is 
now available and contains the papers pre- 
sented at the APA Mid-Atlantic Regional 
Research Conference, Washington, D. C., 
last March. The title of this report is “Re- 
search Techniques in Schizophrenia”; the 
main contributors are John C. Lilly, Jerome 
K. Myers, Morton Kramer, Barbara J. Betz, 
John C. Whitehorn, and Ogden R. Lindsley. 

Copies of the report may be obtained from 
Psychiatric Research Reports, American 
Psychiatric Association, 1785 Massachusetts 
Avenue, N. W., Washington 6, D. C., for 
$2.00 each. 


AMERICAN GROUP PSYCHOTHERAPY As- 
SOcIATION.—The first annual Training Insti- 
tute of the American Group Psychotherapy 
Association will be held on Wednesday, 
January 9, 1957, at the Henry Hudson Hotel, 
353 W. 57th Street, New York City. This 
will be a 1-day, 3-session Institute with a 
group of the outstanding therapists of the 
country as instructors. 

The Institute will be open to A.G.P.A. 
members, psychologists, and social workers 
who meet the minimum requirements for 
A.G.P.A. associate membership. The fee will 
be $15.00 for members and $20.00 for non- 
members. This includes registration, tuition 
fees, and dinner in the evening. 

For further information write Director of 
Training Institute, American Group Psycho- 
therapy Association, Room 300, 345 East 
46th Street, New York 17, N. Y. 

The 14th Annual Conference of the 
A.G.P.A., January 10-12, 1957, at the Henry 
Hudson Hotel, New York City, is open to 
members and nonmembers of the A.G.P.A. 


AMERICAN PUBLIC HEALTH ASSOCIATION 
84rH ANNUAL MeetiNc—Reports on de- 
velopments in the mental health field as re- 
lated to public health will be presented on the 
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84th annual meeting program of the Associa- 
tion, in Atlantic City, N. J., November 12-16, 
1956. Many eminent authorities in the field 
of mental health will be represented on the 
agenda of more than 400 scientific papers 
which deal with such other public health 
topics as community health organizations, 
health education, medical and dental care, 
health insurance and rehabilitation, and ac- 
cident prevention. 

The American Public Health Association, 
1790 Broadway, New York, is the largest 
professional organization of public health 
workers in the world. Its president is Dr. Ira 
V. Hiscock, chairman of the Department of 
Public Health, Yale University. 


Dr. MALZBERG To MAKE DEMOGRAPHIC 
Srupy or Menta Disease.—Benjamin 
Malzberg, Ph.D., statistician in the New 
York State service for the past 33 years, has 
received a grant from the National Institute 
of Mental Health of $188,607.00 for a 5- 
year study of demographic and related aspects 
of mental disease. The study will be based 
on department figures and depict the trends 
of mental disease in New York State, and 
their correlation with significant social 
factors, 


Cot. Gass Honorep.—Upon his de- 
parture from Walter Reed Army Medical 
Center, Washington, D. C., Col. Albert J. 
Glass, chief of the department of neuropsy- 
chiatry, Walter Reed Army Hospital, was 
recently awarded a certificate of achievement 
in recognition of the quality of his services 
which “have been of the highest order, char- 
acteristic of the best traditions of the Army 
Medical Service.” Col. Glass has been newly 
assigned to the Army Surgeon General’s Of- 
fice, 
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ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MENTAL Disgase.—The annual meeting 
of this Association will be held December 
7-8, 1956, at the Hotel Roosevelt, New York 
City. The subject of the meeting will be 
“The Brain and Human Behavior.” 


Dr. Henne New DIRECTOR or NEWARK 
State ScHoo..—Dr. Frank R. Henne has 
been appointed director of Newark State 
School to succeed Dr. Isaac N. Wolfson, 
recently appointed senior director of Letch- 
worth Village, 

Dr. Henne has served for the past 8 years 
as assistant director of Harlem Valley State 
Hospital at Wingdale, N. Y. He began his 
state service in 1936 at Marcy State Hospital, 
advancing to senior assistant physician in 
1941. 

Dr. Henne is a graduate of the University 
of Toronto Faculty of Medicine. A diplomate 
of The American Board of Psychiatry and 
Neurology, he was recently certified by the 
A.P.A. as a qualified mental hospital admin- 
istrator, 


Dr. Bertak Honorep.—Dr, Leopold Bel- 
lak was chosen president-elect of the Society 
for Projective Techniques and Rorschach 
Institute at the Society’s annual meeting in 
Chicago, August 31, 1956. This is the first 
time an M. D, has been chosen president of 
this Society. 


Tue THomas A. C. RENNIE OBITUARY. 
—In the biographical sketch and tribute to 
Dr. Rennie which appeared in the September 
issue of the Journal (page 287), the name of 
Dr. Oskar Diethelm, who kindly prepared 
this memorial notice, was inadvertently 


omitted. We tender our apologies to Dr. 
Diethelm, 


DIAGNOSIS OF CATATONIA 
Die Katatonie ist eine Gehirnkrankheit mit cyclisch wechselndem Verlauf, bei der die 


psychischen Symptome der Reihe nach das 


Bild der Melancholi Mani 
scenz, der Verwirrtheit und schliesslich des Blédsinns darbicten, vos aae der Stupe- 


en, von welchen psychischen 


Gesammtbildern aber eins, oder mehrere fehlen können, und bei der neben den psychischen 


Symptomen Vorgänge in dem motorischen Nervensystem mit dem allgemeinen Charakter 
des Krampfes als wesentliche Symptome erscheinen. 


—Kart KAHLBAUM (1873) 


(Die Katatonie oder das Spannungsirresein) 
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Le Test pe RORSCHACH ET LA PERSONNALITÉ EPILEP- 
toue. By J. Delay, P. Pichot, T. Lemperière, 
and J. Perse. (Paris: Presses Universitaires 
de France, 1955.) 


This monograph is a model of clarity, organiza- 
tion, and constructive critical appraisal. The task 
the authors set themselves is to evaluate the prob- 
lem of epilepsy with respect to 2 issues: (1) is 
there an “epileptic” personality?, and (2) what 
are the characteristics which might be so desig- 
nated? The Rorschach test is used because of its 
potential value in rigorously answering both these 
questions; and there is a background for hypotheses 
in the large number of studies of epileptics which 
use the Rorschach as their major personality test. 
The volume is divided into 3 main sections, The 
first, “The Epileptic Personality,” is a relatively 
brief survey of clinical observations on, and theories 
concerning epilepsy. The systematic approach of 
the authors is beautifully manifested in this section 
for they succeed in bringing order into the diversity 
of views on the nature of epilepsy and the source of 
epileptic personality traits. Fullest consideration is 
given to modern theories. The authors grossly di- 
vide these into the theories which regard the epi- 
leptic personality as innate (genetic and constitu- 
tional theories) and those which treat the epileptic 
personality as secondary or acquired. The latter 
theories are further subdivided into those which 
explain the personality characteristics of epileptics 
as somatically determined and those which adopt 
a psychological determinism, From the most gen- 
eral features to the most specific, they continue to 
subdivide these categories and then deal with each 
Point of view in more detail. In view of the con- 
flicting ideas, each partially supported by empirical 
findings, they reconsider the problem in the light 
of studies with the Rorschach test and pursue their 
Own researches on it, 

The second section, “This History of Rorschach's 
Test in Epilepsy,” is a thorough evaluation of the 
available literature. Each study is presented with 
a summary of results, data on the nature of the sam- 
de the research design, and a critical appraisal. 
Ht is is a difficult task for presentation but the au- 
f ors succeed in making it readable and highly in- 
„ormative, Some familiarity with Rorschach scoring 
3s essential for an understanding of this section since 

findings are given in terms of Rorschach scores 
and ratios, This section concludes with a summary 
review of the literature and an attempt to integrate 
findings of the many studies—another excellent 
a of clarity and research acumen. The con- 
usions from their closely reasoned summary argu- 
a Warrant paraphrasing. They are as follows: 

) ¢pileptics, including those of average or su- 
id intelligence, differ from normals (primarily 
e respect to “lowering of creative power... 

a poverty of inner life,” “emotional instability, 


an egocentricity and impulsive approach to human 
problems.”) ; (2) the epileptic personality does not 
seem to be simply a reaction to the social limitations 
of the illness; (3) epileptics show Rorschach signs 
characteristic of organic brain damage (even in 
cases with no demonstrable brain damage) with 
neurotic signs superimposed; (4) studies on con- 
stitutional and hereditary factors are inconclusive; 
(5) there is a relationship between the type of 
epilepsy and the nature both of the intellectual im- 
pairment and of personality abnormalities; (6) 
dementia in epileptics is not a sufficient explanation 
of the personality change that occurs; (7) two 
general polar types of personality emerge: (a) 
those with a general retention of intellectual func- 
tioning and with difficulties in social adaptation of 
an impulsive, egocentric type; and (b) those with 
a predominance of intellectual deficit with con- 
stricted but relatively satisfactory social adjustment. 

Following this review of the literature is the 
third and last section, “The Rorschach Test with 
Fifty Epileptics.” All 50 patients studied were 
ambulatory; the diagnosis of epilepsy was con- 
firmed both clinically and by the EEG. Many 
variables are considered in their study: age, sex, 
date of onset, duration of illness, intellectual level, 
etiology and localization, behavior difficulties. Like- 
wise, with respect to the Rorschach, those factors 
which proved most discriminating from among the 
many studies considered, were selected for further 
investigation. The approach they use is one of de- 
termining (1) the diagnostic value of each Ror- 
schach sign; (2) the interrelationships among the 
signs; (3) the relationship between each sign and 
clinical characteristics of the patient group. The 
clearest and broadest finding, in part supported by 
the available literature, is the distinction between 
2 subcategories of epileptics: (1) those with few 
Rorschach responses (R < 15), rigid or constricted 
adjustment profiles (Rorschach’s erlebnistyp), low 
e score, andthe absence of Mme. Min- 


of the total response, particularly its “adhesive” 
quality, e.g., leaning, attached, seated; or its “ex- 
plosive” quality, ¢.9., tearing off, burning, in an 


the presence of Minkowska’s sign “liens.” Contrary 
to other studies, they find no pageants aa 
cither of these 2 epileptic types an i gence; 
and they find only a slight negative relationship 
between the presence of Piotrowski’s organic signs 
in the Rorschach and intelligence. They obtain 
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presence of character difficulties, the latter clini- 

cally determined. They also find relationships be- 

tween the organic signs in the Rorschach and the 
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localization of brain damage, but no discriminating 
relationship to the etiology of the epilepsy. 
This volume warrants close consideration by 
people working in the field of epilepsy and cer- 
tainly by all those concerned with psychodynamic 
issues in epileptics. Beyond that, the book has more 
general interest. While their research design fol- 
lows a fairly simple model, it is systematic and can 
serve as an example for the investigation of other 
clinical problems. However, both their results and 
the heuristic value of their original study are limited 
by their design; they do not choose to explore new 
issues, to cut across traditional categories, to ana- 
lyze their data from many different vantage points. 
Within its limits, however, it is well conceived and 
well executed. The value of the Rorschach test in 
studying epilepsy and discriminating among epilep- 
tics on the basis of a number of variables is unam- 
biguously demonstrated and gives further evidence, 
if such be needed, of the unique contribution this 
instrument offers to psychiatry and psychology. 
Marc Friep, Px. D., 
Boston Psychiatric Hospital. 


LEHRBUCH DER ALLGEMEINEN PsyCHOPATHOLOGIE: 

GRUNDBEGRIFFE UND KLINIK. By K. W. Bash, 

M. D.; preface by Professor H. Binder, M. D., 

and a contribution by H. Landolt, M.D. 

pag Georg Thieme Verlag, 1955. 
00. 


“Psychopathology is the mediator between psy- 
chology of the normal and psychiatry,” the author 
states, and this textbook of general psychopathology 
was written in an endeavor to bring, for their mu- 
tual advantage, psychology and psychiatry again 
closer together. Recent results of psychiatric and 
Psychological research have been integrated and 
comprehensively presented. They art used as a 
basis for new theoretical concepts, especially with 
regard to consciousness, Bewusstheit (awareness) 
and Unbewusstheit (unawareness), delusions and 
hallucinations, depersonalization, and other psycho- 
bes concepts such as Vitalantrieb (life force) or 
libido. 

The psychopathological phenomena are analyzed 
on the basis of the “Gestalt and Field” theory and 
from the viewpoint of depth psychology. Original 
is the author’s organization of the material on the 
basis of structured psychological basic principles. 
The book is divided into 5 parts: Part I: The 
psychopathology of unstructured basic psychic phe- 

nomena is concerned with defining these concepts 
and demonstrating their polar characteristics. Part 
II presents a brief introduction into the psychologi- 
cal concepts of “Gestalt and Field,” abstract and 
concrete thinking and behavior. Part III deals 
with the psychopathology of basic psychic processes, 
such as feeling, sensation, intuition, and cognition, 
which leads to new concepts about delusions and 
hallucinations. Part IV describes the more highly 
structured psychic functions: memory and falsifi- 
cations of memory; disturbances of orientation, of 
the ego, perception and apperception, intelligence 
and personality ; drives and instinct and their patho- 
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logical disturbances, which leads to Part V, in 
which clinical syndromes and their relationship to 
each other are discussed (the general adaptation 
syndrome of Selye, the syndrome of Gestalt dis- 
integration, the acute exogenous reaction type, the 
organic psychosyndrome, the syndrome resulting 
from localized brain damage). 

Summaries after cach chapter and many well- 
chosen case reports illustrate the text material and 
facilitate the reading and understanding of the often 
problematical concepts. Diagrams, an index of ex- 
amples of psychopathological phenomena, and a sub- 
ject and author index are welcome additions. Lit- 
erature references, wherever needed, are given in 
the text. 

This book will be of great value to the student 
as an up-to-date introduction into the field of gen- 
eral psychopathology, and stimulate the more ex- 
perienced to further research. Its use, however, is 
limited to those who have a full command of the 
German language. Unfortunately, even they wil! te 
confused by the author’s frequent use of words suh- 
ject to his own definition, as well as by his unin- 
hibited coining of new ones. 

Max Rinxe, M.D., 
Boston Psychopathic Hospital. 


Prrenoiocy, Fan AnD Science. John D. Davies. 
SR Haven: Yale University Press, 1955. 
75- 


In the 1820's there had washed up on the western 
shores of the Atlantic a wave of interest in a new 
and exciting system of brain and mind study 
emanating like two later systems—mesmerism and 
psychoanalysis—from Vienna. The inventor of the 
new doctrine was Franz Joseph Gall (1758-1828), 
who on the assumption that character traits were 
localized in regions (“organs,” 37 of them) of the 
brain concluded that these organs in turn affected 
the contour of the skull, the physical geography of 
which thus revealed the nature of the individual in 
mental health or disease. 

: Gall had begun lecturing on his theories in Vienna 
in the late 1790's, but in 1802 the Austrian govern- 
ment forbade these lectures as subversive of morals 
and religion. Meantime Gall had acquired a dis- 
ciple, Johann Gasper Spurzheim (1776-1832), and 
leaving Vienna the two set out on their travels, 
settling, as Mesmer later did, in Paris: Spurzheim 
at first collaborated with his teacher and “played 
Brill to Gall’s Freud,” as Davies neatly puts it. 
Later he struck out on his own and became Jung 
to Gall’s Freud, if we may so continue the figure. 
It was Spurzheim who coined the word phrenology 
which Gall refused to adopt. Spurzheim conducted 
missionary work in Britain with marked success. 
The Edinburgh Review (1815) however was not 
taken in. “The writings of Drs. Gall and Spurz- 
heim have not added one fact to the stock of our 
knowledge . . . a mixture of gross errors, extrava- 
gant absurdities, downright misstatements . . . such 
is the trash, the despicable trumpery, which two 
men, calling themselves scientific enquirers, have 
the impudence gravely to present to the physiolo- 


" gists of the 19th century, as specimens of reasoning 


and induction.” Nevertheless the Edinburgh barris- 
ter, George Combe, was converted to phrenology on 
a rebound from his earlier Calvinism, and became a 
powerful influence in spreading the new gospel. 

But to come back to America, the land where 


` mystics and metaphysicians, parapsychologists and 


messiahs from Buncombe County flourish, here 
phrenology also had its palmy days, the author 
lists banker Nicholas Biddle of Philadelphia as 
probably the first American phrenologist. The num- 
ber of eminent persons who gave adherence or 
serious consideration to the new teaching cautions 
not alone against too ready acceptance of theory 
unsupported by evidence but also against too ready 
tidicule of such assumptions in the past. It is 
needful to vew the historic perspective clearly. 
Earlier students or promoters of phrenology in- 
cluded Dr. John C. Warren, professor of medicine 
at Harvard, Dr. John D. Wells, professor at 
Bowdoin—both these teachers lectured on phren- 
ology to medical students—Dr. William Physic of 
Philadelphia who headed the Central Phrenological 
Society, Dr. John Bell, editor of the Philadelphia 
Journal of the Medical and Physical Sciences, Dr. 
Charles Caldwell, “the American Spurzheim,” who 
crusaded west and east converting many and form- 
pd ag societies, and Dr. Benjamin Silliman of 


In 1832 Spurzheim began a triumphal tour in the 
United States; it was cut short by his death after 
three months. He had been received with honors 
by both Yale and Harvard. The Boston Medical 
Society marched in a body at his funeral. 

After the death of Spurzheim, George Combe 
was the leading phrenologist in the world. Emer- 
son had said of his phrenological text, The Consti- 
tution of Man, that it was “the best Sermon I have 
read for some time.” Combe took over where 
Spurzheim’s barnstorming had left off—158 two- 
hour lectures in 18 months throughout the East. 
His large audiences “were from the intellectual 
elite of the country.” Some 40 to 50 societies had 
Sprung up to promote the new psychology and a 
al oo sacred literature flooded the country. 

n ze was taking on th i 
Dienie g on the character of a psychic 

It was not, however, without its critics like any 
other cultish doctrine based on a mickle of plausible 

tions and a muckle of zeal and enthusiasm. 
D most famous single attack was launched by 

r. Thomas Sewall, professor of anatomy at the 

lumbian College, Washington, D. C. (1828). 

i At Amherst College (1833) a student debate was 

gaed on phrenology. Henry Ward Beecher took 

aa negative side and won gloriously, but immedi- 
ly thereafter he announced his unqualified ac- 

ceptance of the new religion to which he remained 

a life-long devotee. 

tela the 1840's phrenology spread like a 
igious revival through the Eastern cities of the 

‘pom States, mainly through the operations of 

Owler brothers (to whom a whole chapter is 
ed), and gradually moved westward. It be- 
came a vulgar tent-show where the gullible paid 
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for guidebooks to all questions of health, eugenics, 
matrimony, religion, and self-enhancement generally. 

And it was not alone the less intelligent who had 
their heads read; myriads of the most prominent 
citizens of their day lent their prestige to the new 
movement—among these: James A. Garfield, John 
Brown, G. Stanley Hall, Walt Whitman, Edgar 
Allan Poe, Joseph Smith, Clara Barton, Charles 
Sumner; also, across the Atlantic, Queen Victoria 
and Prince Albert, Bismarck, Karl Marx, Baude- 
laire, Balzac, George Eliot. Henry George was 
proficient enough to analyse his own head. As 
might be expected, violent controversy and opposi- 
tion accompanied the missionarying of the phren- 
ologists throughout their crusades. John Quincy 
Adams “could not see how two phrenologists 
could look each other in the face without bursting 
into laughter. Oliver Wendell Holmes .. . read 
a sarcastic lecture to the ‘boarders’ at his Breakfast 
Table on this ‘pseudo science.’” 

Thus far we have been dealing with the histori- 
cal side of Mr. Davies’ study. The next 100 pages 
discuss in separate chapters the part phrenology 
has played in education, insanity, penology, health, 
literature, phrenomagnetism, medicine and religion 
—a prodigious program but not beyond the am- 
bition of this new revelation, “variously termed 
a social science, a universal philosophy, a guide to 
reform life itself.” 

In education, Horace Mann and Dr. Samuel Grid- 
ley Howe became devotees. Many of the mid- 
nineteenth century pioneers in psychiatry also ac- 
cepted the new doctrine. These included Amaeriah 
Brigham, H. A. Buttolph, Samuel B. Woodward, 
Isaac Ray. A number of articles on phrenology 
appeared in the early numbers of the American 
Journal of Insanity. In his famed “The Medical 
Jurisprudence of Insanity” Issac Ray frequently 
quoted Gall, Spurzheim, and the Combes. ‘ 

The reader will have noticed that Davies devotes 
a chapter to “phrenomagnetism,” and may have 
wondered what that is. It was the offspring of 
two psetudo-sciences. Mesmerism had reached the 
American shores during the 1830s and was soon 
competing with phrenology for customers. “Animal 
magnetism” became a popular commodity. Then, 


„on discovery that magnetizers by “placing their 


hands upon the separate mental (phrenological) 
organs of their ‘patients’ during their ‘magnetic 
sleep,’ and thereby . . . inducing these faculties to 
exhibit their ‘appropriate language’ in a ‘pure state’,” 
it became apparent that here was something the 
universal science could not ignore, could even use; 
so, after some tremors of conscience, she opened 
her arms and phrenology had a new department— 
phrenomagnetism. $ 

During the 1840's phrenology, especially after 
incorporation of the show business of the magne- 
tizers, began to lose favor with those of the medical 
profession who had earlier been sympathetic. It 
was true however that it was not a total loss. It 
had emphasized the importance of the study of 
brain structure and the localization of special func- 
tions and these leads were of value for both medi- 
cine and anthropology. 
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The clergy was fairly united in hostility to 
phrenology, as a system of materialism, but much 
of the pulpit invective, the author suggests, “maybe 
charged simply to the clergy’s dislike of innovation 
and suspicion of science in all its various forms.” 

It is now a century and a half since phrenology 
was invented. It has been called a social science 
and a new religion and by other less complimentary 
terms. Henry Ward Beecher declared that his 
whole ministry was based upon it, and that a 
“practical knowledge of the human mind as is given 
by phrenology” is the best preparation for the 
Christian. 

From first to last phrenology made a stir in the 
world for more than 100 years, 

The American Phrenological Journal did not 
fold until rorr. In its vigor, however, as Davies 
puts it, “it had a one-generation career.” Men of 
critical judgment, allured at first by its revolu- 
tionary claims, could still see, after discarding its 
head-readings and the other extravagances, that it 

had made its contribution to the scientific study 
of man, of brain function, of anthropology, of ex- 
perimental psychology. Indeed Edwin G. Boring 
could write (1929), “It is almost correct to say 
that scientific psychology was born of phrenology, 
out of wedlock with science.” 

All these things Mr. Davies tells in his book. 

CBSE, 


Tue BRITISH ENCYCLOPAEDIA OF MEDICAL Practice: 
MenicaL Procress, 1955. Edited by The Lord 
Horder. (London: Butterworth, 1055.) 


This annual volume bringing up to date some of 
the important advances in the wide field -f medicine 
is well known and follows the same fc: a. 

In these comparatively early days of antibiotics, 
the nature of infection, the meaning of immunity, 
the relation of host to parasite assumes importance 
of even greater dimensions than ever. 

The first flash of excitement at the introduction 
of antibiotics suggested the possibility that bacteri- 
ology might even die out! Instead, a whole new set 
of problems has arisen in the study of the organ- 
isms which compete in our environment. This prob- 
lem is present in all fields. In the critical surveys, 
of which there are 12, all systems of the body are 
reviewed in the newer aspects which have been 
discovered as to etiology and treatment. Blood 

diseases and their mechanism and treatment are 
reviewed as more settled opinions develop. In 
surgery, the thyroid gland and its tumors are of 
special interest. Breast carcinoma, thoracic surgery 
in general and cardiac and vascular lesions are 
dealt with. Progress in pulmonary tuberculosis is 
fully reviewed in all its aspects. 
As everyone recognizes that anesthesia has made 
remarkable surgical procedures possible, a full re- 
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view of the strides made in the specialty is most 
welcome. 

The survey on endicrinology brings the state of 
affairs in regard to the pituitary and the adrenal 
up to date. There is an interesting article on malig- 
nant disease mostly concerning etiology. The uro- 
logical review contains nothing especially new, but 
among the items of interest are some accounts of 
experiences with carcinoma of the prostate and the 
problems of urinary infection. 

Recent developments in pharmacology and thera- 
peutics mostly concern antibiotics, anticoagulants, 
and oral diuretics. The abstracts from “the litera- 
ture” are useful, but perhaps not as numerous as 
in previous years. 

Trevor Owen, M.D., 
Toronto, Canada. 


An Intropucrion to Psycuiatry. By Mar Valen- 
tine, M. D., D. P. M. Baltimore: 1055. $3.75.) 


In his preface the author quotes the Duke of 
Wellington “Publish and be damned.” Recognizing 
this possibility he states that his reason for writing 
yet another book is an attempt to present psychiatry 
for the medical reader in such a way that it will be 
consistent with his training in applied biological 
science. The over-all reaction to this book is diffi- 
cut to pin down. One gets the impression of a very 
fine motor which is not tuned to its optimum per- 
formance; goes along, purring smoothly, and then 
sputters and jerks. It seemed to us a rather heroic 
undertaking, starting out with a brief history of 
psychiatry then going through the various mental 
illnesses, dwelling on electroencephalography and 
clinical psychology and winding up with forensic 
psychiatry. The latter is obviously limited to the 
British Isles. There is included an appendix with 
verbatim interviews to demonstrate the illnesses 
previously alluded to. The author’s groupings and 
classifications of the various syndromes do not 
follow most systems. Still, there cannot be too 
great a quarrel with his personal opinion. He states 
“The volume is divided into sections rather than 
chapters and decimal sub-division is used in place 
of page-numbering.” If there is an advantage in 
this arrangement it escaped the reviewer. The book 
is nicely bound and the print is pleasant to read. 
It is small, being some 7} by 43 inches and about 
half an inch thick, and fits rather well into a coat 
pocket. Dr. Valentine has definitely made a sincere 
effort. Whether he has succeeded or not in his 
original aim will probably be dependent upon one’s 
training in biological science. However, this little 
book could well serve as “An Introduction to 
Psychiatry.” 

Wittam K. Ketter, M. D., 
Louisville, Ky. 
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GENETIC PRINCIPLES IN HUMAN POPULATIONS + 2 
H. J. MULLER, D. Sc., BLOOMINGTON, IND. 


The heredity-environment controversy, 
which had already been raging for a long 
time in this writer’s student days a half- 
century ago, is an excellent example of wish- 
ful thinking by 2 sets of fanatical opponents, 
both of whom ought to know better. 


HEREDITY AND ENVIRONMENT 


It is of course absurd to deny the influence 
of environment in giving rise to alterations 
in living things. Its importance is illustrated 
by the fact that life is sometimes defined as 
a continual adjustment of inner to outer con- 
ditions. Although this definition misses the 
main point, such adjustment is certainly 
characteristic of living things. Moreover, 
the higher they are the more applicable is 
the statement. Thus, the most advanced 
system in the most advanced organism, 
namely, the central nervous system in man, 
has this kind of adjustment as its primary 
function. In consequence, it achieves a degree 
of plasticity of response far exceeding that 
of anything else we know. We must admit 
that in this sense its reactions are determined 
in great detail by its surroundings. And yet 
we also know that the human organization, 
including that of its nervous system, is a 
Superlatively intricate one, more intricate 
than any other known structure. Thus its 
Capacity to carry out these varied reactions, 
and the exact form taken by them, depend 
not only on its past and present environment 
but also on what complexities of inner consti- 
tution have been provided by its long prior 
Course of evolution and by its more immedi- 
ate circumstances of ancestry. 

It follows that nongenetic conditions, for 
: eir part, can determine such enormous dif- 
crences in response as those between the 
civilized man and the savage, and those be- 
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tween the normal man and the victim of 
polio, of oxygen deprivation at birth, or of 
a sadistic foster father. On the other hand 
heredity, for its part, can predetermine such 
differences as those between a man and a fish, 
and those between a normal man and a 
sufferer from anencephaly, phenylpyruvic 
amentia, or Huntington’s chorea. Moreover, 
even abnormalities which appear to the 
superficial observer to be of exactly the same 
kind, such as a grossly underweight condition 
in two different persons, or a strikingly de- 
formed cranium, or an apathetic disposition, 
may in one case be traced to imposed condi- 
tions of living and in another case to pe- 
culiarities of the biological inheritance. 

Today, although few people would deny 
that differences as gross as those just men- 
tioned can be caused by either environment 
or heredity, opinion tends to fall into two 
camps with regard to the causation of the 
smaller differences, especially those within 
the range vaguely delimited as “normal.” 
Yet we all know that, so far as environmental 
effects are concerned, the lesser deviations 
from the mean are more numerous than the 
more extreme ones, and that the effects tend 
in general to follow a normal curve of fre- 
quency distribution. Similarly, studies in he- 
redity have shown that, when any measurable 
characteristic is considered, the mutations 
causing smaller deviations (many of them 
quite invisible) arise more frequently than 
the so-called large mutations. Moreover, the 
larger the effect of the mutation the more 
harmful is it likely to be and the smaller, in 
consequence, will be the number of descend- 
ants to whom it will be passed down. For 
these two reasons the hereditary effects, like 
the environmental ones, will tend to give rise 
to a more-or-less normal curve, in the case 
of most quantitatively varying traits. The 
observed curve will of course be a resultant 
of both the environmental and genetic varia- 
tions acting together, in a more or less cumu- 
lative although far from strictly additive 
manner, 

What proportion of the differences de- 
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pends upon hereditary rather than environ- 
mental causes is a matter that varies widely 
according to the trait under consideration, 
the genetic nature of the population, and the 
existing environmental complex. For ex- 
ample, the skin color variations seen in Har- 
lem, New York City, are mainly genetic 
while those seen on the beach at, say, Brigh- 
ton, England, are mainly caused by differ- 
ences in exposure to sunlight. Each problem, 
then, requires separate assessment, based on 
empirical evidence. The task is especially 
difficult when, as in the case of mental traits, 
given types of cultural and material environ- 
ments that may influence the result tend to 
be handed down in families, thus confusing 
the estimate of what is contributed by bio- 
logical inheritance. 

This is not the place to describe the method 

of attack on this difficulty provided by a 
comparison of the differences shown by 
identical twins, fraternal twins, ordinary sibs, 
and unrelated individuals of the same popu- 
lation, respectively, and also by data on sibs 
reared apart or differently and on unrelated 
as compared with related persons reared to- 
gether. Suffice it to say that, despite the 
cogent criticisms raised by Price(r1), by 
Neel and Schull(2), and others against cer- 
tain of the simplifying assumptions of the 
twin studies, the results for mental traits are 
in reasonably good accord with those other- 
wise arrived at, as for instance by the studies 
on foster children. Thus, for those features 
of intelligence measured by Binet tests, it 
may be concluded that in middle-class Ameri- 
can communities the hereditary contribution 
to the variance is commonly about double 
that of the environment. 

In this connection it is to be observed that 
the tendency of one fetus to gain an advan- 
tage over the other is usually stronger for 
identical than fraternal twins, because of their 
closer association and greater tendency to 
mirror-imaging. Hence this factor, which 
appears to be the most important one inter- 
fering with a simple interpretation of com- 
parisons between identical and fraternal twin 
differences, acts to decrease the resemblances 
between identical twins more than those be- 
tween fraternal twins. It thereby leads to 

an underyating rather than an exaggeration 
of thè influence of heredity, as gauged by 
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the twin method. On the other hand, the 
main influence which seems to act in the 
opposite direction, the greater tendency of 
identical twins, because of their greater like- 
ness, to be treated more nearly alike and to 
adopt more similar environments, does not 
entirely constitute a methodological fault. 
For heredity always acts, in part, by in- 
fluencing the selection, and in fact the crea- 
tion, of the environment of the given indi- 
vidual. That is, this ecological channel is an 
admitted and important path of action of 
some hereditary differences, in non-twins as 
well as in twins, and the results of this type 
of action are not ordinarily to be separated 
from those of the more direct operations of 
the hereditary mechanism. 

It is important to realize that, however 
great the influence of environment may be 
upon the structure and functioning of the 
organism, the modifications thereby arising 
do not result in corresponding changes in 
the hereditary material. They therefore {ail 
to be transmitted germinally. It would take 
us too far afield to demonstrate here that the 
archaic folk belief in the inheritance of ac- 
quired characters, which goes by the name 
of Lamarck since he espoused it as the 
method of evolution, is entirely irreconcilable 
with the fundamental genetic principles of 
accurate gene segregation and reduplication, 
and the fortuitous microdistribution of mu- 
tations. Nor can we review the numerous 
direct tests of this matter. No doubt it was 
largely the false promise of easy progress 
offered by the Lamarckian doctrine that led 
to its repeated revival by nongeneticists hav- 
ing special pleadings to make in regard to 
problems of the mind or nervous system, 
such as Driesch and Semon (who based their 
belief on a cellular psyche), MacDougal 
(whose results were discredited by those of 
Crew in a repetition of the experiments), 
and Pavlov (who subsequently discovered 
and admitted that his work had been techni- 
cally faulty). Later, Stalin the omniscient, 
using Lysenko as his mouthpiece, made 
Lamarckism, under the title Michurinism, 
the basis of all Communist biology. How- 
ever, in view of the “resignation” of Ly- 
senko, announced only a short time ago, 
there will probably be a considerable interim 
before another claimant arises to herald his 
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discovery of new proof of this doctrine. In 
the meanwhile, it is high time for all those 
in fields affected by these matters to adjust 
their outlook, if they have not already done 
so, to the modern genetic conceptions of 
heredity and variation. 


HOW THE HEREDITARY CARDS ARE SHUFFLED 


According to modern genetics, each of the 
24 different chromosomes present in a ma- 
ture human sperm or egg cell is differentiated 
along the length of its coiled thread of 
polymerized nucleic acid into hundreds of 
functionally distinct regions, denoted by the 
geneticist as “genes.” After union of the 
egg and sperm nuclei at fertilization there 
are 2 sets of 24 chromosomes present. We 
say that these 48 chromosomes constitute 24 
pairs because each of the 24 chromosomes 
from the mother is matched by a homologous 
or partner chromosome from the father. 
This partner contains corresponding genes, 
that are ordinarily arranged in line within 
it in just the same sequence, with the excep- 
tion of a portion of the pair of chromosomes 
that differentiates the sexes. Although the 
corresponding or allelic genes, those that 
Occupy the same position in line in 2 homo- 
logous chromosomes, are often of identical 
Composition, there are always some genes 
here and there which are not just like their 
alleles in the partner chromosome. Partner 
chromosomes present these differences be- 
cause they have been derived from different 
Parents and no pair of parents, taken from a 
heterogeneously breeding population, are of 
absolutely identical gene content, 

„Before we consider the past and future 
history of these gene differences in the popu- 
lation let us review some other essentials of 
gene and chromosome behavior. The most 
Temarkable faculty of each gene lies in the 
fact that it constructs a duplicate of itself, 
an act that forms the basis of all growth and 
reproduction. That is, the gene collects, next 
to itself, scattered bits of given raw materials 
that Jie about it in the nuclear fluid, rear- 
ranging them and binding them together into 
h Pattern identical with its own. As this 

appens all along the chain of genes that 
Ei each chromosome the consequence is 
Pos in place of each original chromosome 

cre now appears to be 2 of them, as if it 
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had split in half, although the process was 
really that of multiplication, not division, by 
2. Since at the ensuing cell division the 2 
members of each of the 48 chromosome 
doublets are pulled into opposite daughter 
cells, it follows that each of these cells gets 
to have a representative of each of the 48 
chromosomes that the original cell had had, 
and of every gene within each of these 48 
chromosomes. As this process of precise 
doubling and apportionment takes place at 
each of the successive divisions of the fer- 
tilized egg and of the body derived from it, 
all the cells in the body proper may be ex- 
pected to contain in their nuclei both original 
sets of chromosomes, 24 in each set, and all 
their included genes, those derived from both 
parents. (There is, however, some possi- 
bility of certain systematic gene changes 
associated with the differentiation of somatic 
cells—a matter as yet uncertain—and, as we 
shall see, there is always a chance for the 
occurrence of occasional random mutations 
during the multiplication of the body cells.) 

Now since a person is derived from an egg 
and a sperm cell each of which contained 
but 1 set of 24 chromosomes, the 2 sets of 
chromosomes, 48 in all, present in any per- 
son’s cells must somehow become reduced 
to one set of 24 again during the process of 
maturation of his own germ ae be form 

S or sS , in preparation for the next 
a of Mlb This happens through 
the physical coming together, or synapsis, of 
ali partner or homologous chromosomes, 2 
by 2, in parallel arrangement with all cor- 
responding genes apposed, followed by the 
apposed members being pulled or segregated 
to opposite daughter cells, in a cell division 
that has not been preceded by chromosome 
doubling. If in the case of a given pair of 
partner chromosomes the maternal member, 
that originally derived from the person’s 
mother, chances to be pulled to a given 
daughter cell that is to become a sperm, it is 
purely a matter of chance, with equal prob- 
abilities of occurrence, whether the maternal 
or the paternal member of any other pair 
will be pulled into that same cell. Thus, al- 
though the mature germ cell (sperm or egg) 
in just one complete.set of 
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of that individual (or, as we may say, the 
grandfather or the grandmother of the pro- 
spective offspring), but is a mosaic, or re- 
combinant, derived partly from each. 
The mosaicism or recombination is on an 
even finer scale of subdivision than the ac- 
count given thus far would indicate, however. 
This is because, before the partner chromo- 
somes separate, they have engaged in a curi- 
ous exchange of corresponding pieces, known 
as crossing over. This involves a breakage 
of the 2 homologous chromosome threads at 
one or more exactly corresponding points, 
and a criss-cross joining together of the 
pieces. If the fingers of one hand were to 
represent one set of (only 5) chromosomes, 
it would be much as though a given finger 
of one hand had had its end replaced by the 
corresponding end of that finger of the other 
hand, and vice versa, in a kind of mutual 
transplantation process. Sometimes the 
pieces transferred are longer, sometimes 
shorter, and sometimes they are sections 
from the middle instead of the end. In con- 
sequence of all this, the complete set of 24 
chromosomes present in each germ cell con- 
stitute a rather intricate mosaic work, or 
recombination, of the two sets that had been 
contributed to the fertilized egg a whole 
generation previously, 

It follows from this series of events that 
any individual gene is represented only once 
in the mature germ cell’s set, being either the 
original maternal gene, now to be called 
grandmaternal, or the corresponding but per- 
haps somewhat different grandpaternal one, 
This may be called Mendel’s first law, If 
now a mature germ cell happens to contain 
a given gene of grandmaternal origin then 
the chance that it will also contain some other 
grandmaternal gene, that lies in a different 
chromosome, rather than the corresponding 
grandpaternal one, will be just 50%. This 
is the basis of Mendel’s second law. How- 

ever, if that other grandmaternal gene, in- 
stead of lying in a different chromosome, 
happens to lie in the same chromosome as the 
first grandmaternal gene under consideration, 
it will inevitably come to be included in the 
same mature germ cell with the first one 
except in those cases in which the pair of 
chromosomes in question has undergone 
breakage and crossing over between the 
points at which these genes are located. The 
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chance for just this exchange to occur is 
usually less than 50%, and it is evident that 
the nearer together in the chromosome the 2 
genes in question are placed, the smaller will 
be the frequency of cases in which they 
happen to become separated in this way. 
The genes are then said to be linked, and a 
study of the frequency of their separation in 
heredity, carried out by tabulating the char- 
acteristics of the offspring, allows an esti- 
mate to be made of the relative positions of 
the genes in question in the chromosome. 
By this method the so-called chromosome 
maps have been drawn up. They are no mere 
speculations. Their physical validity has been 
verified in a number of ways by direct micro- 
scopic observation, even though the genes 
themselves are too small to be distinguished 
by the highest power that it is practicable 
to use, 

The biological function of the whole com- 
plicated process of sexual reproduction, in- 
cluding fertilization, the operation of Men- 
del’s laws of segregation, and crossing over, 
that is, the advantage of this system of events 
to the species, lies in the mosaic genetic pat- 
terns it furnishes. In other words, the im- 
portant thing here is the provision, in suc- 
cessive generations, of individuals having 
diverse combinations of the genes in regard 
to which the individuals of earlier genera- 
tions had differed. For in the testing out of 
these varied combinations in the trials of 
life, some prove to be better able than the 
average to survive and multiply under given 
conditions, and in the course of many genera- 
tions those favored combinations will tend, 
under those conditions, to crowd out the 
earlier genetic combinations. Thus the popu- 
lation will have evolved. 


MUTATIONS AND THEIR CONSEQUENCES 


It is evident that the formation of these 
new combinations is dependent upon the 
preexistence of differences between the cor- 
responding genes of different individuals. 
These gene differences have not themselves 
arisen by the formation of new combinations 
of genes, however. They come about by 
sporadic changes of chemical composition, 
called mutations, that usually occur point- 
wise, within a single gene at a time, in a 
single cell at a time. The mutation is in a 
sense an accident on an ultramicroscopic 
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scale, involving the collision of a gene with 
some potent chemical particle, or bolt of 
radiation. The changed or mutant gene is 
in the great majority of cases impaired in 
its functioning, inasmuch as the change was 
not Lamarckian ; that is, it was not the result 
of an adaptive reaction. For blind changes 
made in any complicated organization are 
nearly always harmful. Very rarely, how- 
ever, the modification of gene functioning 
will happen by a fortunate accident to be of 
an advantageous nature; at least it may have 
an advantageous effect under given circum- 
stances. It is only because of the occurrence 
of these occasional mutations of a potentially 
beneficial kind that sexual reproduction, by 
giving new combinations of these mutant 
genes, serves to promote evolution. All this 
implies, of course, that the mutant gene, 
when it forms its daughter gene, copies its 
new structure rather than reproducing the 
old type. It is only because it can do this that 
the mutant gene can become permanently 
Incorporated in the species. 

We must infer that each one of our thou- 
sands of present-day genes represents the 
product of a long succession of advantageous 
mutations (the far more numerous disad- 
vantageous ones having died out). These 
advantageous, selected mutations have grad- 
ually differentiated each gene, and caused it 
to become ever more specialized and more 
nicely adapted to playing its present role or 
Toles, whatever they may be, in the system 
of operations occurring in the organism. By 
the selection of the better combinations of 
those newer mutant genes that at present 
exist only in scattered individuals in a popu- 
lation the process can be carried further. 
But after these combinations have become 
established as the norm of the population 
further genetic progress must involve the 
occurrence of still further mutations, which 
in their turn must be shuffled in the sexual 
Process and subjected to selection. 

Before considering further the processes 
of accumulation and elimination of mutant 
ete in populations, let us review some 

acts regarding the relations of the genes to 
the characteristics of the organism. What- 
ee be the nature of the primary 
brami products of the genes within the 
ell, these products must be of thousands of 

S, corresponding with the thousands of 
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different genes, and these products must 
interact with one another in innumerable 
ways to form secondary products, tertiary 
products, and those ever further removed 
from the genes. It is usually only after a 
most intricate web of these interactions has 
been followed through that those end-prod- 
ucts are at last found which we become 
aware of as the characteristics of the or- 
ganism. For only certain features, mostly 
of a superficial kind, are open to the view 
of us shortsighted spectators. 

Because of the great indirectness of the 
route connecting the genes with these end- 
results that we see, it is evident that any 
given characteristic must be a resultant of 
the action of many genes, some playing a 
major role in its development but many more 
playing only a minor role, Moreover, since 
some of the reactions constituting the web 
that leads from gene to character are likely 
to be more or less responsive to the influence 
of given environmental conditions, the de- 
gree and kind of development of each trait 
will depend to some extent upon these extra- 
genic influences also. It follows that the rules 
of simple Mendelian inheritance, giving for 
example a clear-cut 3 to 1 or I to I ratio 
among offspring, will operate only in the 
relatively rare cases in which the observed 
individuals differ in regard to just one pair 
of genes that has a major influence on the 
character studied, and in which the environ- 
mental effects also are minor in comparison 
with those of this gene-pair. Thus a gene 
should not be regarded as the absolute de- 
terminer of a trait, but only as a conditional 
determiner, one that gives rise to the possi- 
bility of a given biological effect being pro- 
duced, provided other conditions, genetic and 
environmental, are appropriate. The degree 
of this conditionality itself varies according 
to both the gene and these conditions. In 
another sense too a given gene is not the 
simple determiner of a given trait, inasmuch 
as the reactions it initiates, by participating 
in the biochemical web of processes previ- 
ously referred to, usually produce multiple 
effects, as a result of the branching of the 
web, Nevertheless there is often just one 
major conspicuous effect, a more charac- 
teristic symptom, by which, in practice, we 
identify a given gene’s presence. 

The prevalent type with regard to any 
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given trait, that which we call the normal, 
represents the present-day end-point of a 
most protracted evolutionary sequence and 
therefore exhibits that degree of develop- 
ment of the characteristic which in most 
cases has for a very long time been optimal, 
even though under present-day conditions 
it may no longer be optimal. It has accord- 
ingly been to the advantage of the species 
to incorporate within its genetic composition 
those genes, originally mutant, which aided 
in the development of the trait that we call 
normal and which tended to insure its de- 
velopment to approximately its present de- 
gree even in the face of fluctuating condi- 
tions, and variations in minor genes. It is 
true that the possibility of considerable lati- 
tude in development and in physiological 
reactions also becomes included in the genetic 
organization, allowing adaptive responses to 
certain standard variations in the environ- 
ment, but we do not here refer to this type of 
influence on the organism. In consequence, 
now, of the stabilizing arrangements set up 
by the prolonged selection for “normality,” 
we find that a trait usually tends to develop 
to nearly its normal degree even in an indi- 
vidual who has received from just one of 
his parents a mutant gene that would have 
produced a marked deviation, if it had been 
received from both parents. In other words, 
in the genetically half-normal, half-mutant 
individual, whom we call a heterozygote, the 
normal gene tends to be dominant and its 
mutant allele to be recessive, so that the 
heterozygous individual usually appears to 
be much more like the “pure” or homozygous 
normal type than like the homozygous mu- 
tant (the type which receives the mutant 
gene from both his parents). Nevertheless, 
even where dominance of the normal at first 
sight seems complete, searching investigation 
usually reveals some influence of the mutant 
gene in the heterozygous individual. That is, 
the mutant gene does have at least a small 
degree of dominance in most cases, and in 
the case of a minority of mutant genes the 
dominance of the mutant is considerable and 
conspicuous. 

Now, despite the fact that every species 
has been subjected to so long a process of 
selection for stabilization of its traits at the 
so-called “normal” level, it is notorious that 
most populations display a large amount of 
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variability in practically every respect. That 
considerable portion of this variation which 
is genetic is of course the result of the con- 
tinued occurrence of mutations. However, 
not everyone who is a genetic variant from 
the norm in some respect, or from his parents’ 
average, represents a newly arisen muta- 
tion—in fact, this is very far from the case. 
Most of the observable variations represent 
the diverse products of recombination of a 
great multitude of mutations, the great ma- 
jority of them minor in their individual 
effects. All but a few of these mutations 
arose in remote ancestors and have been 
handed down ever since, with perpetual 
shuffling of their combinations. 


OUR LOAD OF HARMFUL GENES 


It is possible to make some calculations 
regarding the number of mutant genes pres- 
ent in a population. As we have seen, the 
great majority of the mutant genes that 
arise are detrimental. Now each detrimental 
mutant gene has only a limited persistence in 
the population, that is, a limited number of 
generations during which it will, on the 
average, be handed down. For at long last 
its detrimental effect will cause some indi- 
vidual containing it to die before reproduc- 
ing, or to fail to reproduce, in consequence 
of the disability caused by that gene. Of 
course there will also be many cases in which 
an individual dies off for some reason that 
has nothing to do with the gene in question, 
but to balance these there will in any stable 
population be as many cases of the accidental 
multiplication of such individuals to a greater 
extent than the average. Thus the average 
number of generations through which a mu- 
tant gene is transmitted depends upon its 
own “merits.” For instance, if it is disad- 
vantageous enough to give its possessors one 
chance in 20, or 5%, of dying out, then it 
will on the average manage to persist through 
20 generations—the reciprocal of its 1/20 
disadvantage—before it brings extinction to 
its line. For it is clear that, on the average, 
a 1/20 chance of death must require 20 repe- 
titions before it hits the mark, somewhat as 
in “Russian roulette.” If, now, a group of 
mutant genes conferring a 1/20 disadvantage 
should arise anew by mutation in each gen- 
eration with a frequency of, say, 1 among 
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every 100 individuals, it will follow that in 
any one generation approximately 20 times 
1%, that is, 20% of the population, will con- 
tain these genes. For the population will con- 
tain the total number that can accumulate for 
the 20 generations of their persistence. In 
other words, the frequency of any genes must 
be equal to their frequency of origination by 
mutation in one generation multiplied by the 
number of generations that they persist. 

The curious fact emerges from such calcu- 
lations that a type of mutant gene that harms 
its possessor only a little does an amount 
of damage to the population comparable with 
that done by a gene having a drastically in- 
jurious effect. For one thing, each slightly 
harmful gene, on the average, causes the 
extinction of its line, by finally bringing 
about the misfortune of premature death or 
failure to reproduce, if only by acting as the 
deciding factor at some critical time. Sec- 
ondly, even though it produces only a slight 
handicap, the number of individuals whom 
it affects, that is, its persistence, is the re- 
Ciprocal of the amount of damage, so that 
the total damage it does is about as great as 
for the very harmful gene. Finally, this 
damaging effect of the so-called small muta- 
tions actually applies to every individual in 
the population. For, as we shall see, the 
small mutations attain such a high frequency, 
by accumulation, that every individual carries 
some of them and is somewhat reduced in 

fitness” by them, Because of the reciprocal 
relation between accumulation and degree of 
damage already mentioned, the amount of 
this effect exerted on an individual by a 
group of genes of a given mutation fre- 
quency will on the average be proportional 
to that mutation frequency, regardless of the 
amount of damage done by the separate mu- 
tations, „That is, genes of more frequent 
origin will do proportionately more damage, 
no matter how little or how much harm any 
one such gene does to one individual. Of 
Course this principle applies to mental just as 
well as to other features. 

We are on much less certain ground when 
we turn from these principles to a quantita- 
tive estimation of the frequency with which 
Mutations arise in man, the amount of their 
lation, and the degree of reduction 

fitness of the individual or population 
they occasion. However, there are a 
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number of ways of obtaining evidence re- 
garding these matters, and it happens that 
they all point toward approximately the same 
conclusions. One way of estimating the total 
frequency with which mutations arise per 
generation is to take the average figure for 
mutation frequency of an individual gene 
and then multiply it by the probable number 
of genes. There are several large sources of 
error in connection with both these figures, 
but according to a provisional estimate which 
I have made in this way at least 1 person in 
every 5, on the average, and possibly 2, 3, or 
even 4 in 5, are carriers of detrimental mu- 
tant genes that their parents did not have; 
that is, there is this frequency of genes 
representing newly arisen mutations. 

This, even at the lowest value that I re- 
gard as probable, is a startling figure. For 
it must be borne in mind that, in effect, every 
mutant gene that arises must finally be 
eliminated by extinction of an individual 
carrying it, and that therefore, over a long 
course of generations, there must be as many 
extinctions per generation as newly arisen 
mutations if the population is not to de- 
teriorate by accumulating ever more of them. 
Of course some individuals, having a con- 
siderable excess of mutant genes over the 
average number in the population, can in 
dying account for the elimination of 2 or 
more of these genes at once, but on the whole 
the number of individuals dying out geneti- 
cally must be of the same order of magnitude 
as the number of new mutations. It is un- 
likely that the frequency of dying out is as 
great as this at present, however. For fewer 
than a fifth of persons now born in our coun- 
try fail to grow up and reproduce, and many 
of those who do fail represent misfortunes 
of environment rather than of heredity. 
Thus it seems likely that under modern 
civilization mutant genes are arising in our 
population a good deal faster than they are 
being eliminated—that is, they are accumu- 
lating. 

Through how many generations does the 
crop of mutations of each generation ordi- 
narily tend to persist, and thus to form an 
accumulated load of mutations carried by 
each individual? Light on this question is 
thrown by the findings that show that even 
seemingly recessive mutations usually have 
some small amount of dominance, at least. 


488 GENETIC PRINCIPLES IN HUMAN POPULATIONS [Dec. 


For this dominance, by allowing the mutant 
gene to harm even the heterozygous indi- 
vidual to some extent, results in a much 
lower persistence than if the gene, before it 
could do any harm, had to wait for many 
generations until by mischance it met one 
like itself at fertilization and thus became 
homozygous. Even with its slight dominance, 
however, it is probable that the average detri- 
mental mutant gene persists for several 
scores of generations, although this is seldom 
enough to allow it to become homozygous. 
Multiplying this persistence estimate of sev- 
eral scores of generations by our rather in- 
exact estimate of the frequency of new mu- 
tations we see that all of us must be carrying 
something of the order of a dozen to several 
dozen of these detrimental genes. All taken 
together, they must lower our fitness con- 
siderably. 

Light on this problem is thrown from an- 
other angle by examination of the results of 
inbreeding, as in first cousin marriages, for 
this practice gives a calculable chance of 
formation of individuals homozygous for 
any detrimental genes that are present, and 
there is a consequent measurable increase in 
the frequency of premature deaths as well 
as of other expressions of lowered fitness. 
The results of such studies are in harmony 
with those of the preceding line of investiga- 
tion. They indicate that everyone carries a 
collection of detrimental genes so large that 
only a fourth, or even fewer, of these genes 
would have been sufficient to kill or sterilize 
him, under the given conditions of living, if 
these genes had been in homozygous instead 
of heterozygous condition(3). Estimating 
their amount of dominance as averaging about 
5%, this would result in a lowering of the 
expectation of life and reproduction of the 
average heterozygous individual by about 
20%, as compared with an “ideal” man not 
harboring any such mutant genes hetero- 

zygously. 


SALUTARY DIVERSITY 


The definitely detrimental genes that we 
have been considering are by no means the 
only basis of the genetic variation existing 
in a population. The great majority of meas- 
urable traits have a certain range of variation 
within which a difference in a given direction 
has little if any consistent or over-all influ- 


ence on the individual’s chances of survival 
or reproduction, in that a given difference, 
such as for instance a somewhat greater 
height, may according to variable circum- 
stances and accompanying genes be as likely 
to be advantageous as disadvantageous. 
Thus, although a given difference is hardly 
ever effectively neutral in selective value 
when the rest of the genes are held constant, 
nevertheless the different alleles of different 
genes are likely to have become balanced at 
a series of frequencies such as to result in 
the average value of the trait being as near as 
possible to the optimum in relation to any 
long-standing conditions of living. 

Tn addition, the range of variation is some- 
times kept wide by an active process of natu- 
ral selection. This happens in cases in which 
a given minority type finds itself at a 
premium when its numbers are below a cer- 
tain level but is at a disadvantage when 
numerous. This sort of thing has a geo- 
graphic basis if a portion of the territory of 
a fairly stationary population presents special 
environmental conditions, favoring the type 
in question, that are not found in the terri- 
tory at large. It has a more purely ecological 
basis where, within the same territory, there 
are advantages to the species in having di- 
verse capabilities and attributes, specialized 
for different modes of life, but the result will 
not follow unless mechanisms exist for allo- 
cating the individuals into those ecological 
niches for which they are better adapted. 
Such mechanisms often occur among animals 
of comparatively high intelligence, especially 
human beings. It has long been a pet con- 
tention of mine, for example, and it is one 
that has been independently espoused by the 
distinguished ophthalmologist Dr. Riddell 
of Glasgow, that myopia, although certainly 
a detrimental condition for most individuals, 
was advantageous in primitive communities 
for those possessing it so long as they re- 
mained a small minority, by giving them the 
relatively privileged, safer jobs of doing 
precision work such as shaping fine arrow 
points. This illustrates the way in which a 
certain amount of diversity may be actually 
fostered. It seems quite possible that some 
genetic characteristics that would be asso- 
ciated with leadership belong in a similar 
category. But where there is no tendency 
for sorting the individuals with the distinc- 
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tive traits out into their respective roles the 
selection favoring diversity fails to work. 

Still another process for maintaining di- 
versity goes into operation in cases in which 
there is for any reason a premium on the 
heterozygous type in contrast to both oppo- 
site homozygotes. The most cited example 
of this principle nowadays happens to be the 
gene for sickle-cell anemia prevalent in parts 
of Africa. The milder change in erythrocytes 
occurring in heterozygotes has given evi- 
dence of rendering its possessors less suitable 
as hosts for the virulent type of malaria 
there present and it frequently saves their 
lives in this way, yet the mutant gene cannot 
multiply enough to crowd out the normal 
gene since when it becomes homozygous its 
own effects in causing a drastic anemia are 
fatal. Thus diversity for this characteristic 
is maintained in this region, but only at the 
cost of the continual dying out of the numer- 
ous homozygotes. 

Although there is evidence of the long- 
continued action of the same mechanism, 
based on the superiority of the heterozygote, 
in the case of a number of genes determining 
antigenic differences, such as those of the 
blood groups, and the same thing may hold 
in the case of various other traits, the princi- 
ple is, fortunately, far from a general one. 
For if the heterozygous type were in general 
the superior one the maintenance of each 
superior type would be possible only at the 
expense of the continual throwing off of in- 
feriors, and those inferiors would form a 
more numerous incubus, the greater the 
relative success of the heterozygotes. The 
more generally applicable rule is that which 
we have mentioned earlier—that the hetero- 
zygote tends to stand part way in its charac- 
teristics, and also in the degree of disad- 
vantage or advantage it confers, between the 
2 Opposite homozygous types. The excep- 
tional cases of the heterozygote being su- 
Perior are probably represented for the most 
part (leaving out a few blood group genes) 
by adaptations that have not yet stood the 
test of geological time. For we should ex- 
pect natural selection in the end to find muta- 

is giving gene combinations which can 
achieve in homozygous form the same bene- 
ficial effects that at first could be attained 
only by the unstable, wasteful means pro- 
vided by the selection of heterozygotes. 

The phenomenon called heterosis or hybrid 
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vigor is often confused with the one dis- 
cussed in the two preceding paragraphs, but 
genetic analysis has given little ground for 
such identification. The general debilitation, 
often accompanied by particular disabilities 
and defects, that is usually found when or- 
ganisms which ordinarily intercross are in- 
bred, is caused by the bringing together of 
like recessive mutant genes of detrimental 
nature, These genes, of course, have far less 
influence in the heterozygous parents than 
in their partly homozygous offspring but it 
is probable that in the great majority of cases 
the individual homozygous for the normal 
allele would be superior even to the hetero- 
zygote. In small communities, especially 
where selection has been lax, there has been 
a more or less accidental accumulation of 
such genes. That is, the diversity of the 
types of mutant genes present has decreased 
through the smallness of the numbers and 
those types that remain are correspondingly 
more frequent and more likely to be homo- 
zygous, even though the inbreeding may not 
have been very close. In contrast with this, 
when the individuals of two such communi- 
ties, which differ in regard to the recessives 
that have become prevalent, breed together, 
their offspring, being homozygous for fewer 
of the mutant genes (although heterozygous 
for more of them), approximate more nearly 
to the ideal “normal” condition. 

The above example touches upon another 
important principle of population genetics: 
the phenomenon of drift, as Wright has 
called it, whereby given mutant genes happen 
to become established in a certain group of 
individuals without presenting any advantage 
at all, just as a result of a succession of acci- 
dents of multiplication. This process de- 
pends purely on the statistical fluctuations to 
which small numbers are subject and cannot 
occur to any considerable extent in popula- 
tions that remain continuously large and 
thoroughly interbreeding, as our modern 
populations are tending to be. However, 
populations that are at times reduced to small 
numbers, like many of those of the past, are 
subject to the relatively large variations of 
these small numbers. Thus a large popula- 
tion derived from a few individuals will tend 
to exhibit the accidental peculiarities of 
those individuals. More important than pure 
drift, however, is the divergence which oc- 
curs as the result of the diverse selection act- 
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ing upon different small groups, for some of 
these groups are likely later to increase in 
numbers, retaining these divergences. 
In fact, selection in exactly the same direc- 
tion, acting upon separated small groups 
living under sensibly the same circumstances, 
may often achieve very different genetic 
results, even though these effects may in 
some cases be outwardly the same. For selec- 
tion can only operate to eliminate or to multi- 
ply those mutant genes that have happened, 
accidentally, to arise, and to become numer- 
ous enough to afford a basis for selection. 
Since a mutation of any given type, in some 
particular gene, is an exceedingly rare event, 
of the order of I in 100,000 or I in 1,000,000, 
and since most mutant genes that start as 
detrimentals fail even as a result of accumu- 
lation to attain a frequency of more than 1 
in a 1,000, it is obvious that two different 
small groups, isolated from one another, will 
usually offer different materials to the selec- 
tive mechanism. Thus larger populations 
that may later be derived from them will 
differ in these respects, and the longer the 
isolation goes on the further will the inner 
divergence go, especially since the establish- 
ment of one unlikeness tends to favor the 
selection of another one. 

There is evidence, however, that human 
groups have had enough mobility in terms of 
geological time, and have engaged in so much 
mixing, in consequence, as to prevent the 
indefinitely great accumulation of such dif- 
ferences. For a study of the frequencies of 
antigenic characteristics to be found in the 
blood shows clearly the gradual change in 
these frequencies, as one passes across the 
great continental areas. Yet despite these 
imperceptible gradients, certain more con- 
spicuous characteristics, such as stature, 
coloration, shape of eye, etc., that we asso- 
ciate with recognized races and subraces, 
change in a sharper and more extreme 
fashion. It seems likely that these more con- 

spicuous differences have been maintained 
by a diversity of selection (including sexual 
selection, which may in part have been influ- 
enced by longstanding traditional attitudes) 
operating in the different areas, even while 
the general collection of human genes became 
to a large extent pooled. Today, however, 
these geographically diverse selective forces 
are weakening, as our artificial devices, such 
as sunglasses, vitamin capsules, modern gar- 
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ments, heating and cooling, and so on, are 
obviating the need for these special biological 
differentiations. At the same time, it is evi- 
dent from the results of race crossing that 
few or no drastic incompatibilities have yet 
come to exist between the diverse gene sys- 
tems that have arisen in different regions. 
The worst such incompatibility that we know 
of, that in the Rh system, exists within the 
European peoples themselves, and can only 
be improved—for them but not for those 
with whom they cross—by their outcrossing. 

Our discussion on nondetrimental diversi- 
ties has been concerned mainly with that 
category of genes, arising relatively rarely 
by mutation, which are not prone to be defi- 
nitely detrimental, or which at least can find 
some use under certain existing conditions. 
Even though these genes are so infrequent 
in their origination, they become very fre- 
quent by accumulation just because they have 
such a low rate of elimination. It is prob- 
ably these genes rather than the much more 
frequently arising definitely detrimental 
genes which, on the occurrence of some 
change of conditions favoring a different 
type, usually furnish the material for the 
next step in evolution. 

It is important for the medical man, the 
educator, the legislator, and all who have 
to do with the policies shaping the treat- 
ment of human beings and the sorts of lives 
they lead, to be realistic in recognizing the 
existence of great genetic diversities, both 
those in the normal range and those caused 
by the more detrimental genes or by unusual 
accumulations of the lesser ones. Only by 
facing these differences, studying them, and 
diagnosing them, can the course of education, 
the modes of character training, the kinds of 
jobs and of living arrangements, the medical 
treatments, be properly suited to fit these di- 
versities and to give each person the oppor- 
tunity to make the most of his own nature. 
Mass methods have only been a first step. 
Weall do have an enormous amount in com- 
mon, but instead of trying to iron out our 
differences we ought to try to take advantage 
of them and to cultivate in beneficial ways 
their diverse potentialities, Harmony is not 


uniformity. 
IMPROVEMENT FOR THE WORSE? 


It would take us too far afield here to 
analyze the radical changes which modern 
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civilization has brought in the conditions of 
selection. Surely the diverse selection oc- 
curring in small isolated groups is rapidly 
on the way out, and even the differences in 
selective factors between the larger groups 
are fading. In fact, the whole basis of selec- 
tion that in the long past has served to bring 
us to our present estate seems under modern 
conditions to be in process of disintegration. 
This fact can be best appreciated if in closing 
we return to a consideration of our huge load 
of detrimental mutations. 

The existence of this load should not in 
itself be a cause of alarm, for it dates back 
more than a billion years. We know that life 
in this world is necessarily full of imper- 
fections and that it has nevertheless advanced 
just because new things were tried, of which 
the majority failed but the small minority 
succeeded in a relative sense. The ground 
for concern lies in nearly the opposite direc- 
tion: in the fact that our scientific and social 
advances, our artificial aids to living, our 
therapies and our prophylaxes, are enabling 
us to counteract to a considerable extent the 
harmful effects of many mutant genes, and 
thus to retard their elimination and foster 
their accumulation, while at the same time 
Some of our physical practices, such as the 
increasing use of radiation, are causing an 
accelerated production of mutations. 

The obvious defense for our ameliorative 
procedures is that we can afford the resultant 
increase in our load of mutations since we 
have lessened the damage done by the indi- 
Vidual mutations. Unfortunately this argu- 
ment overlooks the fact, previously dis- 
cussed, that in the long run mutations having 
only a small harmful effect do about as much 

age to a population as an equal number 
of highly injurious mutations, because the 
small deviations accumulate so much more as 
to give rise, in the end, to just as heavy a load 
of disability as the large ones. This means 

t our modern methods are causing the 
load of mutations slowly to rise, and that this 
mse must continue until, even with all pres- 
ent and future aids to living in active opera- 
tion and consuming a maximal proportion 
of our efforts, we will again be having as 
many failures in life, resulting from genetic 
inadequacies that can no longer be held at 

ty, as had plagued mankind in his old pre- 
Scientific days. In other words, the mere 
Maintenance of the level of infelicity charac- 
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teristic of primitive man would then be 
possible only by the full use of all our 
artifices. This procedure would constitute a 
social burden even more onerous than the 
rigors of primitive life. 

All this illustrates the principle that the 
prevailing harmfulness of mutations results 
in a downward pressure toward deterioration 
that only selection finally counteracts. When, 
as in some parasites, any organ or trait can 
be dispensed with and is no longer actively 
maintained by natural selection—that is, by 
the dying out of the mutants that weaken 
that organ—then the organ gradually sub- 
sides and is lost. It is possible to circumvent 
this principle only by substituting artificial 
selection for natural selection. In the human 
species this would mean the institution of 
social and economic conditions, mores, moti- 
vations, and an educated understanding, of 
such a nature as to lead men and women to 
regard reproduction as essentially a social 
service, constituting one of their most im- 
portant contributions to society, and to lead 
them at the same time to accept a realistic 
appraisal of genetic values, including those 
applying to themselves. 

Such a revolution in outlook and in re- 
sultant practices, which I believe will even- 
tually come about with a spread of education 
in these matters, would not only tend to pre- 
vent genetic deterioration but even to pro- 
mote genetic improvement. In such a situa- 
tion, all advances made in therapy, hygiene 
and, in general, in the “art of living,” could 
only redound to the increase of human well- 
being. For they would no longer carry in 
their train the enervating aftermath of a 
compensatory increase in the mutational load. 
If we do not hitch our wagon of humanity 
to this star of controlled reproduction it 
will inexorably although perhaps imper- 
ceptibly roll down hill, despite all our efforts 
in the opposite direction, or rather, as an 
indirect consequence of those very efforts 
at improvement. 
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THE MOLECULAR BASIS OF GENETICS : 
LINUS PAULING, Px.D.,? PASADENA, Caur. 


I am sure that most mental disease is 

chemical in origin, and that the chemical 
abnormalities involved are usually the result 
of abnormalities in the genetic constitution 
of the individual. I think that it is probable 
that mental illness often results from a quan- 
titative biochemical abnormality—the pres- 
ence in the individual of molecules of a 
substance that is normally present, but in 
concentrations somewhat larger or somewhat 
smaller than normal. Presumably, the manu- 
facture or the retention of the substance in 
too large amount or too small amount is often 
the result of the genetic constitution of the 
individual, although in some cases it may be 
attributed to his environment—for example, 
to the nature of the food that he eats. On the 
other hand, mental deficiency seems to be 
often the result of a qualitative abnormality : 
the presence in the patient of molecules that 
differ in their structure from those present 
in a normal human being. The manufacture 
of abnormal molecules of this sort is deter- 
mined by the genetic constitution of the pa- 
tient; the disease is inherited. A disease of 
this sort, caused by molecules of abnormal 
structure present in the patient in place of 
the molecules of normal structure that are 
present in normal human beings, is called a 
molecular disease. 

The expression molecular disease is here 
used in a special way. All human beings are 
made up of molecules, and in a sense one 
might say that all diseases involve these mole- 
cules, and perhaps also the molecules that 
make up bacteria and viruses, and that ac- 
cordingly all diseases are molecular diseases, 
The restriction of the expression molecular 
disease to diseases that are due to abnormal 
molecules, differing somewhat in structure 
from related molecules that are present in 
normal human beings, seems to me a useful 

one. 


1 Read in the theoretical symposium on “Recent 
Progress in Genetics and its Implication for Psychi- 
atric Theory” at the 112th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
April 30-May 4, 1956. 

2 California Institute of Technology, Pasadena 4, 
Calif. 
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Sickle-cell anemia was the first disease to 
be shown to be a molecular one(1). In this 
disease the red cells of the blood are twisted 
out of shape, when they are in the venous 
circulation—they regain their normal shape 
in the arteries. The twisted red cells become 
sticky, they clump together, and sometimes 
interfere with the flow of blood to some parts 
of the body and cause damage by anoxia; 
they are also rapidly removed from the cir- 
culation, causing the patient to become ane- 
mic. The disease seems to be a disease of 
the red cell, a cellular disease ; however, it 
was found that in fact the hemoglobin mole- 
cules manufactured by the patient are ab- 
normal, differing significantly in their struc- 
ture and properties from the hemoglobin 
molecules manufactured by normal individ- 
uals, and it is clear that the disease is a diz- 
ease of the hemoglobin molecule. 

Although the complete molecular struc- 
ture of sickle-cell-anemia hemoglobin is not 
known, nor, in fact, the structure of normal 
hemoglobin or any other protein, the way in 
which the molecular abnormality causes the 
manifestations of the disease sickle-cell ane- 
mia is clearly understood. The molecules of 
the sickle-cell-anemia hemoglobin have such 
a structure that they clamp on to one another 
easily, to form long rods, which line up side 
by side to produce a liquid crystal of the 
nematic type. As this liquid crystal grows 
inside of the red cell, it becomes longer than 
the diameter of the cell, and in its continued 
growth it twists the cell out of shape. 

There is strong evidence that the combina- 
tion of the molecules of sickle-cell-anemia 
hemoglobin with one another is caused by a 
detailed complementariness in structure of 
one part of the molecule and another part of 
the molecule, so that the weak intermolecular 
forces that operate between protein molecules 
in general are able to collaborate when the 
surface region of one molecule comes into 
juxtaposition with the complementary sur- 
face region of a second molecule, forming a 
bond that holds the molecules tightly to- 
gether. This complementariness in structure 
is destroyed when the hemoglobin molecule 
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combines with oxygen, and accordingly the 
process of sickling of the cells is reversed 
when the blood is oxygenated. 

One of the properties in which sickle-cell- 
anemia hemoglobin differs from normal adult 
human hemoglobin is the electric charge: 
molecules of the two kinds of hemoglobin dif- 
fer from one another by about 3 electronic 
charges. The way in which sickle-cell-anemia 
hemoglobin was recognized as a substance 
with different molecular structure from nor- 
mal adult human hemoglobin was the meas- 
urement of the mobility of the two hemoglo- 
bins in an electric field, using the Tiselius 
electrophoresis apparatus. The genetic origin 
of the molecular abnormality was clearly indi- 
cated when the hemoglobin from the parents 
of a sickle-cell-anemia patient was studied. 
The hemoglobin of each parent was found to 
consist of a mixture of approximately equal 
amounts of the two kinds of hemoglobin. Ac- 
cordingly, the parents were identified as het- 


€rozygotes, containing two allelomorphic 


genes at some level in a pair of chromo- 
Somes. One of these genes manufactures 
normal adult human hemoglobin, and the 
other one manufactures  sickle-cell-anemia 
hemoglobin. The parents are in good health, 
so far as the anemia is concerned—the dilu- 
tion of the abnormal hemoglobin by the nor- 
mal hemoglobin prevents the sickling process 
from occurring in the heterozygotes, except 
under unusual conditions, as at very high 
altitudes, where the partial pressure of oxy- 
gen is low. When two of the heterozygotes, 
the carriers of the sickle-cell-anemia gene, 
Marry, one-quarter of their children may be 
expected to have the disease sickle-cell 
anemia, one-quarter to be normal, and one- 
to be carriers like the parents. 

The question of the continued high inci- 
dence of the sickle-cell-anemia gene, despite 
its continued loss because of the lethal char- 
acter of the homozygous condition, has been 
raised by Neel(2), who suggests 3 alterna- 
tive explanations: (1) continued production 


- of the sickle-cell-anemia allele through muta- 


tion; (2) the existence of an abnormal gen- 
etic mechanism that favors the heterozygous 
Condition over the normal condition; (3) a 
Positive selection of the heterozygotes, per- 
haps through increased fertility. The first 
explanation must be rejected because the rate 
of mutation that would be required is far 
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greater than any that has ever been observed 
for any organism. There now exists evidence 
indicating that the third alternative provides 
the correct explanation, and that malaria is 
involved. It was first suggested by Brain(3) 
that the nature of the red cells in the sickle- 
cell-anemia carriers might give protection 
against malaria parasites, and thus confer an 
advantage that would balance the disadvan- 
tage of the lethal homozygosity. A test of 
the hypothesis was carried out by Allison(4), 
who infected 15 healthy adult Africans with 
sickle-cell-anemia heterozygosity and 15 simi- 
lar healthy adult Africans with normal hemo- 
globin with Plasmodium falciparum by sub- 
inoculation with 15 ml. of blood containing a 
large number of trophozoites or by allowing 
them to be bitten by heavily infected anophe- 
les mosquitoes, in which the presence of 
sporozoites was confirmed by dissection of 
the mosquitoes. The infection was estab- 
lished in 14 out of the 15 Africans without 
the sickle-cell-anemia heterozygosity, and in 
only 2 of the 15 normal Africans. It was 
concluded by Allison that the abnormal ery- 
throcytes of the heterozygous individuals are 
less easily parasitized by P. falciparum than 
are normal erythrocytes, and that accordingly 
those individuals who are heterozygous for 
the sickle-cell-anemia allele have a selective 
advantage over normal individuals in regions 
where malaria is hyperendemic. 

It is, of course, not unreasonable that the 
abnormal hemoglobin might be less effective 
than normal hemoglobin in nourishing the 
parasites; moreover, it is known that the 
parasitized erythrocyte uses up oxygen 100 
times as fast as a normal erythrocyte, and it 
might be expected, as suggested by Allison, 
that the de-oxygenated erythrocyte would 
sickle, and thus crush the parasite. Accord- 
ingly, we have a molecular mechanism not 
only for the disease sickle-cell anemia, but 
also for the protection that the heterozygous 
condition provides against malarial infection. 

Since the discovery was made of the first 
abnormal hemoglobin, about 10 more have 
been discovered, and about a dozen diseases, 
kinds of hereditary hemolytic anemia, have 
been recognized as caused by these abnormal 
hemoglobins. 

I think that it is likely that many kinds of 
mental retardation are molecular diseases, 
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caused by the gene-controlled manufacture 
by the patient of abnormal molecules in place 
of normal ones that are manufactured by 
normal individuals. There is strong indica- 
tion that phenylpyruvic oligophrenia is a 
molecular disease, or perhaps a complex of 
molecular diseases. The investigations of 
Folling, Jervis, and others have shown clearly 
that phenylpyruvic oligophrenia is the result 
of a homozygous genetic abnormality that 
affects an enzyme that normally catalyzes 
the oxidation of the amino acid phenylalanine 
to tyrosine. The patients with phenylpyruvic 
oligophrenia are not able to carry out this 
oxidation effectively ; they do not manufac- 
ture an effective enzyme to catalyze the re- 
action. We may infer that the patient has 
inherited from each of his parents an ab- 
normal gene, which leads to the manufacture 
of an abnormal molecule in place of the 
normal enzyme. The alternative is that there 
is a block in the process of synthesis of the 
enzyme, so that nothing at all is manufac- 
tured—it may not be important to differen- 
tiate between the failure to manufacture the 
enzyme and the ability to manufacture an 
abnormal molecule that is not able to perform 
the catalytic function of the enzyme. 

The first step in solving a problem is to 
understand it. The discovery of the abnormal 
hemoglobins has provided us with a far 
deeper understanding of the hereditary hemo- 
lytic anemias than existed before. In the 
same way, much may be done in increasing 
our understanding of phenylpyruvic oligo- 
phrenia. It may be found that there are many 
different allelomorphic genes that can con- 
tribute to the production of the disease ; that 
is, that these genes, in homozygous state or 
double heterozygous state, may produce any 
one of a large number of somewhat different 
conditions that are now grouped together, 

and that some of the patients who manufac- 
ture abnormal enzyme molecules that retain 
a certain amount of catalytic activity may 
be susceptible to treatment. A test that would 
distinguish the carriers of phenylpyruvic oli- 
gophrenia would be useful ; in particular, the 
sibling of a phenylpyruvie oligophrenic pa- 
tient could learn whether or not he is a car- 
rier of the gene, and whether or not he should 
avoid marrying another carrier. 
A few months ago, when'I gave the Edsel 
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B. Ford Lecture(5), I mentioned that a 
score of diseases have so far been recognized 
as enzyme diseases, presumably resulting 
from the manufacture of abnormal molecules 
in place of the active enzyme molecules, and 
that it seems to me not unlikely that there 
are thousands of such diseases. I continued 
by saying that I foresee the day when many 
of these diseases will be treated by the use of 
artificial enzymes. When our understanding 
of enzyme activity becomes great enough— 
and this will require that a determination be 
made of the detailed arrangement of the 
thousands of atoms that make up one of the 
molecules of the enzyme—it will be possible 
to synthesize a catalyst for the oxidation of 
phenylalanine to tyrosine. A small amount of 
this catalyst may then be attached to a reticu- 
lar framework inside of a small open-ended 
polythene tube, which can be permanently 
placed in an artery of a new-born child who 
has been shown by the presence of phenyl- 
pyruvic acid in the urine to have inherited 
phenylpyruvic oligophrenia ; through the ac- 
tion of the catalyst the child should then 
develop in a normal way. This idea seems 
fantastic now; but the world of 1955 is a 
fantastic world from the viewpoint of 1905, 
and I have little doubt that my prediction 
about the world of 2005 will turn out not to 
be a bold one, but rather a timid and un- 
imaginative one, 

These hereditary diseases involve the genes 
—abnormal genes, abnormal molecules that 
we can now safely identify as molecules of 
deoxyribosenucleic acid, Recent advances in 
knowledge about the structure of deoxyribo- 
sentcleic acid have provided the basis for 
confident speculation about the molecular 
nature of the processes of heredity. For 15 
years there has existed strong support for the 
belief that biological specificity in general 
involves a detailed complementariness in 
Structure of interacting molecules(6), and 
the proposal was made 10 years ago(7) that 
the mechanism of self-duplication of the gene 
1$ a 2-stage mechanism involving the use of 
a molecule A as the template for the syn- 
thesis of a complementary molecule Ax, and 
and then the use of A7 as the template for 
the manufacture of a molecule coniplemen- 
tary to it and identical with A. Watson and 
Crick(8) then made an extraordinarily at- 
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Fic, 1—Diagram showing complementariness in 
structure of thymine and adenine, which form 2 
hydrogen bonds with one another, 


tractive and stimulating proposal about the 
structure of deoxyribosenucleic acid. They 
showed that the x-ray diffraction pattern 
given by fibers of deoxyribosenucleic acid 
is compatible with a proposed structure in- 
volving 2 deoxyribosenucleic acid chains, 
coiled about one another to form a double 
helix. In each chain there are residues of one 
of the 4 nitrogen bases, adenine, thymine, 
guanine, and cytosine, at positions every 
3.3 A along the axis of the double helix. The 
Structure is of such a nature that at each 
level the nitrogen bases of the 2 residues 
combine with one another through the forma- 
tion of hydrogen bonds. The stable hydrogen- 
bonded structures that can be formed are 
only 4 in number: they involve having one 
or another of the 4 pairs, adenine-thymine, 
thymine-adenine, guanine-cytosine, or cyto- 
Sine-guanine, at each level. The nature of 
the hydrogen bonds formed by these pairs is 
lg in Figs. 1 and 2 (these figures are 
pe a paper by Pauling and Corey(9) ; 

€y differ from the proposal by Watson and 
Crick in showing 3 hydrogen bonds between 
guanine and cytosine, rather than only (2). 
Accordingly the distribution of the 4 nitrogen 
bases along one polynucleotide chain is com- 
pletely determined by that along the other: 
if adenine occurs at a given level in one chain, 
thymine must occur in the other, and so on. 

he molecular mechanism of inheritance pro- 
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Fic. 2—Diagram showing complementariness in 
structure of cytosine and guanine, forming 3 hydro- 
gen bonds. 


posed by Watson and Crick is accordingly 
that the double helix is untwisted, and each 
of the polynucleotide chains, A and A+, then 
serves as the template for the manufacture of 
its complement, A™ and A, respectively. Al- 
though there are many details that need to be 
worked out, and some significant changes in 
this picture may well have to be made, there 
is no doubt, in my opinion, that Watson and 
Crick have made a contribution of great 
importance, and that we are now ready to 
attempt to formulate a completely detailed 
molecular mechanism of heredity, and to 
work out a thorough understanding of dis- 
ease in terms of molecules, I am confident 
that, in particular, there will be rapid prog- 
ress in the field of mental retardation and 
mental illness, during the coming decade. 
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THE GENETICS OF HUMAN BEHAVIOR +? 
FRANZ J. KALLMANN, M.D., New York City 


Experimental biologists are safely en- 
trenched in the age-old esteem for progress 
through science and can well afford to with- 
hold comments on the cultural and behavioral 
aspects of morphologic inequalities among 
people. It is only when such an investigator 
invades that particular province of psychiatry 
where belief in heredity in relation to per- 
sonality development is equated with lack 
of empathy or a depraved social conscience 
that a sinister tinge accrues to him and his 
work(1II, 19, 24). 

In the face of such a 2-valued system of 
conceptualization and terminology, connot- 
ing either trust or distrust in man’s perfecti- 
bility, even a truly liberal psychiatrist with 
genetic leanings finds it difficult to cast off 
the onus of being an unempathetic meta- 
scientist. To be sure, were he to feel called 
upon to express codified value judgments re- 
garding the original goodness or sinfulness 
of mankind (22), he would be out of bounds, 
However, it is not his fault if his investiga- 
tive data arouse so much disquietude that 
they need a de-emotionalized climate in which 
to be assimilated. Meanwhile, to balance the 
scales, there are zealous research workers 
everywhere who are ardent in their views, 
despite the fact that they have not had the 
benefit of genetic training. 

In the search for the roots of human be- 
havior, it would be well to stay clear of 
dichotomous absolutes. In particular, the in- 
teraction of heredity and environment is 
formulated as a meaningless antithesis as 
long as vague abstractions are used in de- 
scribing the properties of an organism that 
is most certainly both active and reactive, 

Man, to be sure, mirrors his culture and 
the social configuration of his parental home. 
Yet he also forms an autonomous functional 


1 Read in the theoretical symposium on “Recent 
Progress in Genetics and its Implications for Psy- 
chiatric Theory” at the 112th annual meeting of 
The American Psychiatric Association, Chicago, 
Ill., April 30-May 4, 1956. 

2From the department of medical genetics of 
the New York State Psychiatric Institute, Columbia 
University. 
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unit that perpetuates itself as the matrix 
of his hierarchically organized traits and 
self-assertive acts. The human infant, if 
normally endowed, is certain to possess those 
structural, functional, and behavioral poten- 
tialities that distinguish individuals of the 
human species from those of any other(15, 
17). While the emergence of his individ- 
uality will depend in part on the nutritive 
capacities of his family group, the constructs 
of his mind are at no stage like a hollow shell 
or a tabula rasa, as Locke would have it(4). 

In a more eclectic scheme of human per- 
sonality development, the importance of 
genic elements in the organization of be- 
havior patterns rests on the interdependence 
of organic structure and psychologic func- 
tion throughout the life of the individual. 
There is no behavior without an organism, 
no organism without a genotype, and no 
physiologic adaptedness without continuous 
and integrated gene activity, 

Environmental influences are vital, and 
after conception they gain coequality with 
those arising from heredity. However, only 
within the limits set by the genic constitution 
of the organism can external factors have an 
effect on the dynamics of physiologic func- 
tions and interactions, Beyond these limits, 
no power plant exists for generating behav- 
ioral potentials, Such basic phenomena as 
growth and maturation, homeostasis and 
adaptation, reflexive behavior and constitu- 
tion remain chameleonic allegories without 
the solid foundations of genetic principles. 

Man, in order to be able to maintain his 
present evolutionary level, must be both con- 
ditionable by culture and impressible by edu- 
cation. The ability to learn from others and 
to profit from experience is determined by 
the genotype, while cultural values and op- 
portunities have to be acquired by each in- 
dividual through communication with his 
group. Variations in basic traits are inherited 
to the extent that they are end-products of a 
chain reaction set in motion by genes, 

The effect of a gene expresses itself 
through the control of a specific enzyme 
which spurs on the production of a unit dif- 
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ference in development or function. The 
outcome of this action is subject either to 
reinforcement or interference by nonallelic 
genes, that is, other genes which are not 
located at the same point of a chromosome. 

Conversely, the occurrence of different 
mutants of the same gene at any one locus 
makes it possible for the given point to con- 
trol various normal and abnormal versions of 
atrait. In fact the demonstration of specific 
pathologic changes producible by a mutant 
gene provides adequate proof of the existence 
of a normal allele. The action of the normal 
gene can be assumed to play an indispensable 
part in maintaining health and normal be- 
havior, even if its biochemical equivalents 
have yet to be identified. Therefore, it is just 
as unfair to blame heredity for only the un- 
pleasant events in life, as it is to hold the 


_ genes responsible for every unusual mode of 


behavior whose origin is still in the dark, 

Broadly formulated, then, a person’s phe- 
notype may be defined as the visible expres- 
Sion of his moldability by environmental 
influences, while it is his genotype that de- 
termines his norm of reaction to the total 
Tange of possible environments during his 
lifetime. The implication here is that every 
gene-controlled mode of activity requires an 
Operational area in which to unfold (9, 18, 23, 
28, 31). 

Since no part of this environmental area of 
Operation is inert, in the sense of being in- 
effectual where the behavioral responses of 
the individual are concerned, appreciation of 
environmentally produced variations in the 
expression of gene-specific behavior com- 
ponents is clearly as essential to an under- 
Standing of heredity as is the knowledge of 
geometry to that of mathematics. Except for 
Teal instincts, which need not be learned, it is 
axiomatic that no type of behavior is con- 
trolled entirely by genic elements, nor is it 
ever the result of a single cause, genetic or 
fhongenetic(s5, 7, 33). Estimates of individ- 
tal contributions are meaningful only when 
viewed against the backdrop of the total ge- 
netic and environmental variation observed in 
# population. 

It has already been mentioned in this sym- 
Posium that some traits occur more often in 
One population than in another, depending on 

Telative frequency of a gene in different 
Populations. Also, noninstinctive responsive- 
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ness to conditioning influences varies in dif- 
ferent stages of development, and from per- 
son to person at a comparable stage of 
development(7, 13). The aggregate of gene- 
specific personality constituents is so vast, 
and the number of interactive variables in 
the shaping of a behavior pattern so infinite, 
that every individual can count on being 
unique—identical twins excepted. 

The gene-specific uniqueness of man’s in- 
dividuality is now recognized in all branches 
of the behavioral sciences, even if the parlia- 
mentary Bill of Acceptance has yet to be rati- 
fied by some. What differs most are the 
descriptive labels affixed to this uniqueness. 
For instance, the differentiation of early be- 
havior patterns has been described as an 
“ordered sequence” that begins with the es- 
tablishment of reflexive responses and gradu- 
ally leads through progressive stages of ma- 
turing to the development of coordinated 
motor, perceptual, and intellectual functions 
(6); or as “hierarchical organization of 
traits,” in the course of which the infant will 
in time develop a conscience and a sense of 
self(4) ; or as a process of “biosocial inte- 
gration with the total family configuration” 
(1). Other genetic phenomena have been 
referred to as the result of an innate equip- 
ment “with specific power plants and tools” 
(25) and as a biologically determined trend 
toward security and homeostatic stability, 
identified with a striving for “survival with 
a minimum amount of expenditure” (2). 

Despite these differences in terms used to 
describe the interaction of genetic and non- 
genetic components of behavior, there is in- 
terdisciplinary agreement on at least one 
general premise; namely, that those aspects 
of the environment which are potent in af- 
fecting the organism depend not only on the 
degree of maturity the organism has attained, 
but also on its ability to cope with extrinsic 
hazards, Another point of unanimity is the 
belief that many children are capable of 
working out fairly adequate ways of dealing 
with difficulties in their home milieu and in- 
terpersonal relationships. By the same token, 
the established interdependence of social as- 
pirations and biologic needs would seem to 
impose certain limits on the diversity and 
reach of human motives and the sublimating 
endeavors taken up by self-determination, 

Genetically, a chaotic lack of uniformity 
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in human societies is prevented by various 
principles of selection, and by the fact that 
the cultural forces which mold, as well as the 
formative elements which secure moldability 
on the human level, are actually end-products 
of the same evolutionary process. Viewed 
in this light, they are like the 2 sides of a 
coin, defying analysis as independent varia- 
bles(10, 12, 26). Hence, the inability to 
separate the 2 sets of determining factors 
can only in part be ascribed to the parental 
practice of rearing one’s own children. It is 
more than likely, too, that this virtual in- 
separability will last as long as our knowledge 
of the constituents of the coin remains as 
limited as it is at present. A reflection of 
this state of affairs is seen in the fact that 
most test devices for measuring meaningful 
personality differences have proven refrac- 
tory to standardization (8, 18, 21). 

Apart from unavoidable limitations on the 
assessment of gene-specific personality com- 
ponents, the twin study method represents an 
excellent comparative procedure for demon- 
strating the significance of heredity in many 
behavior variations, both normal and ab- 
normal, The effectiveness of the method is 
matched by its economy and versatility as a 
sampling procedure for investigating traits, 
which require vertical and longitudinal com- 
parisons under controlled conditions, and 
personal contact with families from various 
population groups, including some whose pri- 
vate affairs might otherwise not be open to 
research. Procedurally, it is no real disad- 
vantage that twins cannot be separated before 
they are born, or that they cannot be provided 
with 2 mothers of different age, personality, 
or health status, 

The popular notion that the behavior pat- 
terns of I-egg twins are alike chiefly because 

of unusual similarity in their early environ- 
ments has yet to be substantiated. If con- 
firmed, the argument would only strengthen, 
rather than weaken, any correctly formulated 
genetic theory. Psychodynamic concepts, too, 
are built on the premise that man is selective 
in respect to important aspects of his life ex- 
periences and so can be thought of as “creat- 
ing his own environment”(2). Utilization of 
our “own potential formula of adjustment” 
evidently depends on what Sanford (27) calls 
the body’s ability “to function at its own 


built-in best.” Plainly, each of these elegant 
allegories conveys a genetic idea. 

In the area of normal personality varia- 
tions, gene-specific derivations have been 
shown by comparative twin data to range 
from physical, coordinative, physiognomic, 
and temperamental characteristics to intel- 
lectual abilities, affective regulations, and 
special talents(6, 14, 16, 29, 32, 34). In be- 
tween are sex maturation patterns, variations 
in antibody production and neurohormonal 
alarm reactions, the capacity for longevity, 
and the ingredients for sustained tolerance 
of physiologic or psychologic stress, a highly 
essential prerequisite for a well-balanced per- 
sonality(17, 20, 30). It is well known that 
each individual has his own threshold of 
adaptability to different types of stress, and 
his own pattern of stress symptom forma- 
tion. 

Consistent similarity in the composition of 
these personality components is not found in 
the absence of genotypic similarity, Two- 
egg twins of the same sex tend to differ as 
much in their personalities as do any siblings 
reared together or apart. In 1-egg twins, 
even pronounced differences in life experi- 
ences, however adverse, are rarely potent 
enough to erase basic similarities in appear- 
ance and general personality traits. The brief 
histories of a few typical twins may help to 
illustrate this point. 


The 2-egg pair from an average middle-class 
home, shown in Fig. 1, falls within the normal 
range, despite striking dissimilarities in physical 
and mental development. Before puberty, the girls 
differed in height by 4 inches, in weight by 42 
pounds, and in intelligence quotient by 22 points. 
The bright girl is no longer as thin as she used 
to be, nor as constricted in the emotional sphere. 
Possessed of strong intellectual strivings, she is 
doing well in an academic course, while her dull- 
normal, belligerent, and emotionally immature twin 
sister has trouble with her commercial course. 

The I-egg twins in Fig. 2 come from the same 
locality and socio-economic background as the pre- 
ceding pair. Both honor students now in college, 
they are still indistinguishable either by their 
appearance or any of their test performances. Ex- 
cept for minor fluctuations in their degrees of 
maturity and self-reliance, no real difference has 
emerged between their equally pleasant and well- 
balanced personalities, 

„ The persistence of similar trends in the integra- 
tive and adjustive capacities of t-egg twins is 
illustrated by the 24-year-old college graduates 
shown in Fig. 3. Although one of them has been 
severely handicapped by a spastic-paralytic form 
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Fic. 1.—Developmental differences in two-egg twins reared together, 
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Fic. 2—Similarities in one-egg twins r 


eared together. 
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Fic. 3.—Monozygotic twins discordant as to cerebral palsy. 
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Fic. 4.—Monozygotic twins discordant for deafness. 
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-—One-egg twins partly concordant as to sexual proecocity. 
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HEIGHT 48°, WEIGHT 63 L85. 


ONSET OF PRECOCIOUS SYMPTOMS 
ABOUT AGE 6.4 YEARS 


NO MENSTRUATION (6.9 YEARS) 


LESS ADVANCED OSSEQUS DEVELOPMENT 


I7—KETOSTEROIDS 2.3 
AVERAGE {INTELLIGENCE (IQ 95) 


LESS MATURE ANO CONTROLLED; 
TENDING TO BE AGGRESSIVE 
MODERATELY JEALOUS 


JURNAL OF PSYCHIATRY, Vol. 113, No. 6 


HEIGHT 50", WEIGHT 67 LBS. 


ADVANCED FEMINIZATION SINCE 
5.8 YEARS OF AGE 


MENARCHE AT 6.6 YEARS 
MORE ESTROGENIZED VAG, SMEAR 
IT=KETOSTEROIDS 3.8 

AVERAGE INTELLIGENCE (10 93) 


NORMAL BEHAVIOR WITHOUT 
APPARENT ANXIETY 
STRONG IDENTIFICATION WITH MOTHER 


Fic. 6—Comparative data on one-egg twins with some difference in 
sexual precocity (age 63). 
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f si f 
NORMAL EKG, PR .I4, QRS .06 


STRAINED FAMILY LIFE; OVERDEDICATION 
TO WORK; HISTORY OF DEPRESSION 
AND RECENT ALCOHOLISM, IMPOVERISHED 
AFFECTIVITY. 


WEIGHT 165, B.P. 105/75, PULSE 96 

TOTAL CHOLEST 294, SUGAR Ill; UREA-N 13.8m.g% 
NORMAL EEG; FINE TREMOR 

AVERAGE INTELLIGENCE; 1,9, 108 


MODERATE IMPAIRMENT IN MEMORY,LEARNING 
AND ARITHM. ABILITIES (D.Q. 40%) 


MARKED DEPENDENCE, POOR STRESS 
TOLERANCE 
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k 
SIMILAR EKG, PR IG, QRS. 


COMFORTABLE HOME; PROSPEROUS BUSINESS 
PARTNERSHIP WITH TWIN; NOTICEABLE 
DECLINE IN VIGOR AND AcuITY. 


WEIGHT 196, B.P 115/75; PULSE 78 
BLOOD GHOLEST. 213, SUGAR II6, UREA-N 9.5m.g.% 
NORMAL EEG, GROSS TREMOR UNDER STRESS 
AVERAGE INTELLIGENCE, 1.0. 109 


IMPAIRED MEMORY AND SIMPLE ASSOC. 
LEARNING RATE (D.Q. 43%) 


MODERATE ANXIETY WITH FAIR EMOTIONAL 
CONTROL 


Comparative data on one-egg twins discordant as to reactive depression and alcoholism. 


——- 
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of cerebral palsy, both young men have reached 
nearly the same level of superior intellectual ability 
and emotional equilibrium. In spite of considerable 
difficulty with speech, motor coordination, visual 
imagination and the handling of nonverbal ma- 
terial, the spastic twin is friendly, efficient in his 
office work, and gets along well with people. A 
notable difference between the twins is in their 
attitude toward religion, the spastic being the one 
who takes a very active interest in it. 

Equally remarkable are the 2 girls in Fig. 4. 
Although they are 1-egg twins whose parents are 
both deaf, early total deafness manifested itself in 
only one of the pair. Both girls are friendly, alert 
and well-behaved, and on the Vineland Social Ma- 
turity Scale achieve about the same level of per- 
formance. The deaf twin, before she reached the 
age of 2, had a habit of tearing out her hair when- 
ever she was angry. Gradually, however, like her 
hearing twin she learned to vent her fury on the 
more impervious fur of her toy rabbit. 

In another pair (Figs. 5 and 6), a different stress 

situation arose from body changes associated with 
isosexual precocity. The taller twin developed 
signs of early feminization before her sixth birth- 
day and began to menstruate at the age of 64, 
followed 6 months later by the development of 
similar symptoms in the other twin. In the absence 
of any detectable organic lesion in the brain or 
Ovaries, precocious puberty would here seem to be 
an extreme constitutional variation set off by 
hypothalamic influences. 

The present difference in osseous development 
and sexual precocity (Fig. 6) is not matched by 
Corresponding discrepancies in intellectual perform- 
ance or emotional adjustment. Although the more 
Matured twin seems to show less curiosity about 
the body, and a stronger identification with the 
Mother, neither girl is noticeably perturbed by an 
experience for which they were sufficiently pre- 
pared, 

The adjustive disparity that developed in the 

twins shown in Figs. 7 and 8 was precipi- 

tated by a malignant schizophrenic psychosis in the 

Wife of one of them. After years of struggling 

against the disintegration of his home and business 

Interests, the luckless twin at the age of 53 became 

espondent and began to drink excessively. Inci- 

to these complications were over 60 electro- 

ks and bilateral breast operations necessitated 
Prolonged cortisone medication. 

Residual corollaries might be seen in any of this 

twin’s Present symptoms, which include impover- 

affectivity, impaired memory, extreme emo- 
S dependence, poor stress tolerance, and a con- 
lege loss of weight (Fig. 8), The only trouble 
R that the other twin, without a comparable history, 

S nearly the same degree of impairment in 
memory and intellectual functions, gross tremor 
nen stress, and even a slightly higher deteriora- 
tiga On the whole, the contrasting life 

tions of the twins have not obscured the re- 


markable similarities in their basi i 
their basic ‘sonalit 
characteristics, oe d 
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As to behavior disorders that are not suf- 
ficiently explained on a situational or experi- 
ential basis, the list of conditions for which 
complete twin sibship data are now available 
is headed by the schizophrenic and manic- 
depressive types of psychosis. Since these 2 
disorders do not occur interchangeably in the 
same twin pairs, they are assumed to be 
genotypically specific. The potentialities for 
a cyclic psychosis are probably associated 
with a subtle disturbance in a neurohormonal 
control mechanism which ordinarily protects 
a person from having harmful extremes of 
emotional responses, 

While the tendency to exceed the normal 
range of mood alterations apparently re- 
quires the mutative effect of a single domi- 
nant gene with incomplete penetrance, the 
metabolic deficiency in a potentially schizo- 
phrenic person is most likely the result of a 
recessive gene. The disordered behavior pat- 
tern produced by this specific vulnerability 
factor is not correlated with inadequacy of 
the parental home in a simple manner, but 
is subject to modification by mesodermal de- 
fense reactions. Psychodynamically, the pat- 
tern has been described as an integrative 
pleasure deficiency leading to adaptive incom- 
petence(25). 

Involutional melancholia and other non- 
periodic forms of depressive behavior in the 
involutional and senile periods have been 
shown by twin family data to be unrelated to 
the manic-depressive group of disorders. 
There is an indirect link with the schizo- 
phrenic genotype through certain forms of 
emotional instability characteristic of schizoid 
personality traits. Other symptoms of mal- 
adjustment in the senescent period may arise 
either from gene-specific metabolic dysfunc- 
tions peculiar to the senium, or from graded 
differences in general health and survival 
values. 

Homosexual behavior in the adult male 
continues to yield a higher 1-egg concordance 
rate than any of the other conditions investi- 
gated. This finding points to a disarrange- 
ment in the balance between male and female 
maturation patterns, resulting in a shift 
toward an alternative minus variant in the 
integrative process of psychosexual matura- 
tion. 

Another condition with a well-established 
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monozygotic concordance rate of close to 
100% is an entirely different defect of more 
obvious organicity, namely, mongolism(3). 
Since the corresponding rate for 2-egg co- 
twins does not exceed that of their later-born 
siblings (approximately 4%), the search for 
the etiologic factor in mongolism is narrowed 
down by twin data to a more or less per- 
manent change in the mother’s endocrine or 
reproductive system. Evidently, the noxious 
influence during a mongoloid pregnancy can- 
not be transient, but acts on a genetically 
predisposed embryo, or upon the ovum, or 
upon the embryo prior to the earliest stage 
when twinning occurs by division. 

In regard to all these disorders, twin 
family studies are helping materially to focus 
attention on persisting obscurities in their 
etiology. Generally, the objective of genetic 
investigations in man is not only to demon- 
strate that gene-controlled phenomena play 
a role in the differentiation of normal and 
abnormal behavior patterns, but to determine 
how this action takes place. 

In conclusion, it may be said with some 
measure of satisfaction that recent progress 
in genetics has been encouraging. Although 
exact studies of the subject only began at the 
turn of this century, advances in the cellular, 
structural and metabolic areas of personality 
organization have been remarkable. An im- 
mediate result has been the improvement of 
our knowledge regarding the interacting bi- 
polarity of human life. Growing insight into 
this interaction will gradually unfold a better 
understanding of human behavior. Some- 
where along this line it will be possible to 
explain variable behavior patterns in terms 
of physiochemical processes powered by 
genic elements. 

Once this goal has been reached, psychia- 

trists and other workers in the behavioral 
sciences will no longer hesitate to welcome 
geneticists as allies in interdisciplinary studies 
of human frailties and capacities. Only then 
may modern man begin to recognize his po- 
tential ability to plan his own future, as well 
as that of the world around him. In conse- 
quence, he may learn to exercise his obliga- 
tion of self-determination in this direction. 
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DISCUSSION OF THE GENETICS SYMPOSIUM 
HENRY W. BROSIN, M.D. Stanrorp, CALIF, 


Our Association is fortunate in having 
present today distinguished guests who have 
been able to call our attention to some of the 
new developments in genetics, a science basic 
to psychiatry, which will inevitably, over 
time, alter a few of our views about how best 
to care for our patients. It seems probable 
that these changing attitudes will be rather 
subtle, more concerned with proper perspec- 
tive and proportion than with gross replace- 
ment of current beliefs. The remarkable 
recent advances in experimental and popula- 
tion genetics demonstrated by Drs. Muller 
and Pauling encourage us to look ahead to 

some of the probable directions to which their 
work will lead us and, perhaps, give us a 
glimpse of the consequences, 

The phenylalanine studies by Dr. Pauling 
call attention in an emphatic manner to the 
“well-known” fact that mental deficiency is 
not a single entity but due to many factors, 
some of which may be prevented or con- 
trolled. They also suggest the hope that with 
adequate research, it may, someday, be pos- 
sible to find those synthetic compounds which 
can be given to a defective child lacking the 
Proper enzyme, thereby rescuing him from an 
incapacitating state. If this success can be 
repeated in other types of mental deficiency, 
we shall be more interested in identifying 
carriers and motivated to find preventive 
measures as well as corrective techniques, 
This will be increasingly true for the three 
dozen pathological states in the human which 
are at present thought to be of demonstrable 
human origin(1). While most of these occur 
infrequently (less than 1 in 10,000), the 
methods developed in studying them are of 
unknown but large potential benefit in our 
major diseases, 

When we remember that the population of 
the world is now calculated to be about 2.5 

billion and will probalby double in 58 years, 
it behooves us to follow these leads both for 
the sake of the immediate mastery of the 
conditions named and also for the probable 
gain in methods for studying behavioral pat- 
terns, both normal and disordered. I need not 


1 Address: Center for Advanced Study in the 
Behavioral Sciences, 202 Junipero Serra Boule- 
vard, Stanford, Calif, 
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underscore the many additional pressures 
which will be a part of our own and our pa- 
tients’ problems due to the unavoidable stress 
imposed by such large populations. 

Genetics is important in pointing out what 
is not hereditary, as well as in showing us 
what is. For example, the convulsive states 
are generally regarded as hereditary unless 
traumatic origins can be demonstrated. The 
evidence from family and encephalographic 
studies indicates it is one of the conditions in 
which a carrier state seems probable(2). Yet 
such experts in human genetics as Neel and 
Schull(3) are extremely cautious in their 
evaluation of the evidence and, in a grading 
system of 1 to 4 for reliability where 1 is most 
reliable, accord this evidence a slender 3. 
Kallmann cites his own uncertainties and 
those of others, in spite of the purported posi- 
tive evidence, including the twin studies of 
Lennox and Solly., He also reports that 
Alstrom(4) “remained unconvinced of the 
statistical validity of these data. . . . In his 
opinion, only a small fraction of epileptics 
owe their disease to heredity.” Among the 
numerous probable etiologic factors responsi- 
ble for convulsive disorders we should not 
overlook those described by Freud in his 
essay on Dostoievsky and Parricide(5). 

I am impressed by the rigorous discipline 
and careful workmanship of experimental 
geneticists in dealing with all their data, in- 
cluding the human, They accept the axiom 
that the adult is the result of interaction be- 
tween the genetic factors and the environment 
at all stages of fertilization and development 
with a seriousness which gives us confidence 
that they can be of tremendous help to us 
in our search for causes and correctives in 
the more psychological disorders. This 
disciplined devotion to method has brought 
experimental geneticists to a careful experi- 
mental exploration of the operational mean- 
ing of “environment” in a manner which is 
most encouraging to a clinician. It seems to 
me that they will be most helpful to psychi- 
atric theory in pointing out the pitfalls of 
either a misplaced belief in genetic control 
or an oversimplified environmentalism. Fur- 
thermore, geneticists and other workers in 
allied fields have pointed out the pitfalls in 
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uncritical translation of animal experimenta- 
tion (comparative genetics) to the human 
subject in view of the added complexities of 
the latter levels of organization. Sturtevant, 
Murphy, and Schnierla have described some 
of these fallacies in detail(6, 7, 8). 

The older views of a gene as a golf ball, 

as an independent entity, with a simple pat- 
tern of one-to-one correspondence have been 
considerably revised, The concepts of poly- 
genes, major genes, genic interaction, genic 
balance, environmentally contingent gene ef- 
fects, phenocopies (a condition in which 
organisms which look alike actually prove 
to have different genetic heritage), and extra- 
nuclear reactions provide a more flexible 
model for explaining the manifold variations 
which are found in real life. The growth of 
critical skill in the light of more flexible con- 
cepts can be seen in the summary by Wright 
(1952) in regard to human intelligence 
studies (Colchester Studies by Penrose, 1938, 
Ohio Studies by Halperin (1945) for the 
lower grades and Terman (1925) and Hol- 
lingsworth (1940) for superior children). 
Th brief, while we recognize that quantitative varia- 
tion in man has a genetic basis, we have made little 
Progress toward sharply defining the genetic and 
Nongenetic components of variation in particular 
cases [3, p. 114]. 

I believe that Dr. Kallmann’s work de- 
Serves high praise for his comprehensive and 
enlightening series. The high standards de- 
veloped by some geneticists, which may even 
lead to unfair criticism, may be seen in Neel 
and Schull’s evaluation of human twin stud- 
tes, They conclude (3, Chap. 16) : 

An objective evaluation of the contribution which 
twin studies have thus far made to human heredity 
i$ a matter of some complexity, That the studies 
ave not made the contributions which Galton en- 
Visaged is certain. . . . But more important is the 
inherent difficulty in arriving at sound conclusions 
tte face of obscuring effects of the biological 

ses to which twin data are subject. 

With improved background knowledge we 
can expect all psychiatrists who are also com- 
mitted to the importance of genetic activity 
by means of instinct theories to be especially 
interested in the developments in genetics, 
ethnology (K. Lorenz, N. Tinbergen, E. 
Hess, J. P. Scott, J. Fuller, Wm. H. Thorpe), 
constitutional and cultural anthropology, so- 
Cial and experimental psychology, ecology, 
Social psychiatry, in fact all those sciences 
Which promise to give us a true experimental 
PS ee, Sir eee ae se aS 
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to work out in better detail the complexities 
of such concepts and hypotheses as the life 
and death instincts, the influence of heredity 
in (1) psychological expressions of sexuality 
including (2) allied forms of criminality, (3) 
the castration complex, (4) aggression, (5) 
guilt and similar concepts. It seems likely 
that such investigation will give us important 
data about ego structure, primary ego in- 
tegrity, adaptivity, and the nature of the 
unconscious functions as Freud had pre- 
dicted. 

Although we cannot expect speedy prog- 
ress in improving human population through 
eugenics programs, we can expect much more 
usable information through large surveys 
determining (1) existing pools of single 
genes, (2) the distribution of identifiable 
genes in the population, (3) the complex 
nature of inherited human behavioral pat- 
terns, and similar studies described by Dr. 
Muller. As he has told us, we shall then be 
able to identify and treat susceptible indi- 
viduals and families with more accuracy and 
certainty. 

George Gaylord Simpson(9) has pointed 
out the importance of an increasing inclina- 
tion and ability “to think in terms of popu- 
lations.” We probably need much more 
description before we can do meaningful ex- 
periments, as pointed out by J. von Neumann 
last year at this meeting in his analysis of the 
auditory system. Although the study of the 
individual case is the approved clinical 
method, we must also study many cases with 
different methods and different observers in 
order to avoid the fallacies of a scientific 
myopia, and thus achieve a more compre- 
hensive unified theory of psychiatry. 
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DISCUSSION OF THE GENETICS SYMPOSIUM 
BENTLEY GLASS, Pu. D.,1 Batrimore, Mp. 


To stress the alteration in the frequency 
of certain genes in the population which re- 
sults from the modified rigor of natural se- 
lection brought about by our creation of an 
artificial environment and especially by the 
medical alleviation of illnesses once fatal at 
an early age, I might reinforce Dr. Muller’s 
words with some of my own, written on a 
former occasion : 


By surrounding himself with a social environment, 
mankind has unwittingly modified the rigor of 
natural selection in many ways. The price we must 
pay, in the end, for the mercies of medical care 
and surgical aid is the dysgenic increase in the 
frequencies of certain detrimental genes whose 
effects we have learned to ameliorate. Thousands 
upon thousands of diabetics who in a former day 
would have died early in life are now saved by 
insulin to live relatively normal lives, and, of 
course, to pass on the gene responsible for their 
diabetes to their descendants. Myopia is no longer 
a grave handicap in life; hearing aids alleviate 
certain types of deafness. Probably no one would 
have it otherwise. Yet to contemplate a future 
Population composed largely of persons who must 
wear both glasses and hearing aids, and must start 
the day by inserting their false teeth and taking 
first an insulin injection in one arm and then 
allergy shots in the other [and we might add, 
topping off their preparations for the day with a 
tranquilizing pill of some sort] is none too pleas- 
ant. To say the least, medical science is steadily 
increasing the load it must carry.” 


Dr. Pauling’s lucid discussion of the ways 
in which genes influence and control the na- 
ture of hemoglobins and other biochemical 
substances which characterize the hereditary 
differences between people may be amplified 
so as to show how a knowledge of the exist- 
ence and the exact position of a blocked met- 
abolic step can lead to more illuminating 
experimental attacks on clinical problems, 
Dr. Pauling has described some of the earlier 
work with phenylketonuria, or phenylpyruvic 
oligophrenia, as it is also called. In this meta- 

bolic disorder, which is inherited as a simple 
recessive trait according to the pioneer 
studies of Fölling and of Jervis, the tissues 
are unable to convert the amino acid phenyl- 
alanine into tyrosine. Jervis has recently 
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shown, by enzymatic studies of liver tissue 
from phenylketonuric individuals, that their 
tissues lack the enzymatic activity, readily 
demonstrable in the liver tissue of normal 
persons, for the conversion of phenylalanine 
to tyrosine. When a metabolic block of such 
a character occurs, the symptoms that result 
may arise from any or all of 3 causes: (1) 
the lack of the product normally formed, or 
of some of its subsequent secondary prod- 
ucts; (2) the accumulation of the substrate, 
which is no longer transformed into the 
product; or (3) the production in enhanced 
amounts of toxic byproducts of the blocked 
substrate. In the case of phenylpyruvic oligo- 
phrenia, feeding patients with extra tyrosine 
does not alter the degree of mental deficiency, 
so that lack of the normal product is not a 
cause of the mental symptoms. British work- 
ers have lately reported that on the contrary 
keeping phenylketonuric patients on a diet 
very low in phenylalanine results in some 
cases in a noticeable improvement in their 
mental ability. Research may therefore now 
be directed to an investigation of the effects 
on the nervous system of phenylalanine itself 
or of byproducts produced from it, such as 
phenylpyruvic acid. 

In spite of the biases inherent in the collec- 
tion and interpretation of twin data, such 
studies can be invaluable in the investigation 
of chronic and mental diseases, The mere 
determination of the concordance and dis- 
cordance between co-twins can be made much 
more valuable by collecting similar data for 
other degrees of relationship, such as full 
sibs, half-sibs, parents, step-sibs, spouses, 
and randomly selected control individuals, as 
Kallmann and Reisner did in their classic 
study of tuberculosis, and as Kallman has 
continued to do in his studies of the psycho- 
ses. Perhaps even more valuable, in the long 
Tun, are the uses to which co-twin material 
can be put in the study of norms and capaci- 
ties of reaction, By alternately using one 
monozygous twin as subject and his co-twin 
as control, I have been able to demonstrate 
some very striking individual reactions to 
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caffeine that are characteristic of particular 
genotypes. The possibilities can readily be 
extended to mental disease, as Lennox and 
Jolly have demonstrated in regard to the 
seizures, brain waves, and intelligence tests 
of epileptics. The “normal” monozygous 
twin of an epileptic and his affected co-twin 
constitute as good subjects as possible for 
the study of similarities in reaction capacity, 
such as the remarkable resemblance of their 
brain waves, and for obtaining insight into 
differences traceable to past experience and 
to external etiologic factors. Thus, so long 
as there is no brain damage, the IQ scores of 
monozygous twins remain extremely alike, 
whether both or only one of the twins has 
experienced seizures. But, once brain dam- 
age occurs in one twin, the intelligence 
scores of the co-twins asstime a considerable 
difference. The experimental and continuous 
study of the monozygous twins of individuals 
with a chronic or a mental disease, together 
with the study of the heterozygous carriers 
of genes that in the homozygous condition 
produce pathologic effects, promises to be- 
come among the most significant ways in 
which the applications of genetics to disease 
can bring about fruitful results. 

Thus population genetics, the analysis of 


BENTLEY GLASS 


505 


hereditary biochemical differences, and co- 
twin experimentation alike emphasize the 
same conclusion. While the initiation of a 
chronic disease, and even of an infectious 
one, depends on some stress imposed by the 
environment on an individual beyond his 
capacity to resist, that very capacity to re- 
sist ultimately resides in the genes. In the 
future, physicians must take cognizance, if 
they are wise, of those hereditary differences 
that make it possible to predict that certain 
diseases will more probably appear in certain 
individuals, certain families, and certain races 
than in others, just as they recognize also that 
pathological symptoms will appear under cer- 
tain external conditions more often than 
under others. If the physician is to treat the 
whole patient, and not work merely to efface 
the symptoms of disease, then genetic in- 
vestigation is imperative. Genetics and bio- 
chemistry, advancing hand in hand, can 
pinpoint the critical defect, which then may 
be obviated. Nonetheless, in the long run the 
genetic welfare of the entire population must 
be balanced against the relief of the indi- 
vidual, for there is as yet no known cure for 
the sick gene itself. The genetic responsibility 
of the members of the psychiatric profession 
is thus exceedingly great. 


LETTER FROM GERMANY 
FRITZ DOUGLAS ROEDER, M. D.: GÖTTINGEN, GERMANY 


In Western Germany psychiatric methods 
have undergone significant changes during 
the last 5 years. As in other countries, they 
especially concern drug therapy, which has 
been widely improved through the introduc- 
tion of phenothiazines and alkaloids of 
Rauwolfia. This new trend can only be com- 
pared with the beginning of active psychiatric 
therapy in 1935 (shock therapy, etc.). To 
start with the standard methods: 

Hardly anything has altered in the now 

classical insulin therapy (Sakel) during the 
last 10 years. All experienced authors recom- 
mend sufficiently long series and the creation 
of deep comas, lasting from half an hour 
to one hour. Of course, the technic of the 
treatment varies in the different hospitals, 
If the results are not yet quite satisfying, 
the reason might be found in a lack of tech- 
nical organization rather than in the use of 
different technics. We think it is not advis- 
able to treat the patients in the regular wards, 
where they are placed in accordance with 
their psychial and social behavior, We prefer 
the establishment of insulin pavillions. For 
this work we try to appoint only physicians 
who are not only well experienced in psy- 
chiatry but have a good knowledge of internal 
medicine as well. If the “insulin physician” 
changes to another place we see that his 
successor is made familiar with the technics 
of the treatment and the possibilities of 
complications before he takes over. More- 
over, the insulin patients should be nursed 
by specially trained nurses and it should be 
possible to put them into single rooms, so as 
to be able to isolate agitated or extremely 
sensitive patients. We consider the arrange- 
ment of an insulin ward the best solution, 

A remarkable therapeutic effect was 
noticed by Hafner(12). It is known that 
the insulin therapy causes an increase of 
weight in schizophrenic patients, a fact which 
was considered to be based specially on insu- 
lin. But it was interesting to see that our pa- 


1 Facharzt fiir Nervenkrankheiten, The Univer- 
sity of Göttingen, Bunsenstrasse 11, Göttingen 
20(b), Germany. 
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tients showed the same effect after electro- 
convulsive therapy. When Häfner went more 
deeply into the matter he stated that a certain 
change takes place in the bodily constitution 
with some of the cases. The direction of this 
characteristic change was always from the 
schizothymic leptosome to the cyclothyme 
pyknic type. Apparently the change of the 
constitutional character brought about a bet- 
ter resistance to psychosis, as it exists in the 
pyknic type even without any treatment. Pa- 
tients who did not show any change of their 
constitution after treatment inclined more 
easily to new outbursts or deterioration of 
personality, 

We still consider the acute infectious dis- 
eases such as active tuberculosis, diabetis 
mellitus, decompensated mitral and aortic in- 
sufficiency, and the more serious diseases 
of the liver as an absolute counterindication 
for insulin therapy. But there is no objection 
to using the method on patients with hyper- 
tonicities of the non-nephrogenic type. 

Until 1935 the mortality of insulin therapy 
was between 1.3 and 1.6%. The degree of 
carefulness of technic plays an important 
part in the quota of mortality. The figures 
from our clinics lead to the conclusion that 
the mortality—if the treatment technic is 
corectly applied—does not exceed 1%, and 
can be lowered to less than o. 5% after better 
Practical organization of the insulin wards. 

Hibernation therapy in psychiatry is 
widely spread in Germany, since Laborit and 
Huguenard(18) first used derivatives of 
phenothiazin (Largactil) for accomplishing 
their hibernation artificielle in surgery 
(1948). We use these synthetic antihista- 
mines, the derivatives of phenothiazine, 
Atosil, Latibon, Dibutil, Megaphen and 
others in combination(5, 12, 15, 24), These 
substances act strongly upon the vegetative 
system. It is supposed that they effect a 
chemical interruption of the fibers between 
the cerebral cortex and thalamus, a “pharma- 
cologic lobotomy,” Cases of schizophrenia 
which were already under treatment for 
several years and did not react to insulin, 
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electroshock treatment, etc., showed an im- 
provement after Megaphen treatment. The 
paranoid and catatonic subforms of schizo- 
phrenia also showed good results. It is easy 
to interrupt stupors and to calm exitation. 
About one-half of the paranoid schizophrenic 
patients showed a turn for the better, even 
when the treatment was stopped. The ability 
to make interpersonal contacts improved in 
hebephrenic and schizophrenic states, and 
mannerisms decreased. If the success is to 
be permanent, Megaphen must be given con- 
tinually in an adequate dose. Patients with 
manic episodes show quicker results than 
after electroshock treatment, but not in all 
cases. The endogenous depressions could 
be toned down, the anxiously agitated re- 
sponded better than the inhibited hypo- 
chrondriac forms. The patients were freer 
and lost their depressive thoughts and sui- 
cidal impulses, In the beginning of a depres- 
Sive phase it is possible to give a certain 
Telief to the patient from his agitated symp- 
toms, easier than when using the older 
psychiatric methods. Megaphen combined 
with electroshock therapy some weeks after 
the beginning of depressive phases resulted 
in significant improvements. 

In treating drug addicts, insulin in small 
doses is combined with Megaphen. The pa- 
fients must reach a relaxed, sleepy state. 
Additional hypnotics are not required. By 
8iving Megaphen in the evening for some 
time, sleep disturbances can be prevented. 

There was good success in some cases of 
delirium tremens, which calmed down in 24 
hours. The treatment lasts for about 3 weeks, 
but this depends entirely on the therapeutic 
effect. The hibernation treatment can be re- 
peated if necesary. So far we have not made 
use of an additional supercooling, besides it 
would be too difficult to accomplish it with 
our patients. The hibernation treatment is 

ar from being a panacea for mental diseases, 
but we think its results are more encouraging 
than the application of the other available 
drugs, 

Concerning the undesired side-effects of 
this therapy H. J. Haase(g) described 

arkinson syndromes after Megaphen 
(Lagactil) therapy (1954). So far these 
treatment methods correspond with your 
Own. A new development which has taken 
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place in German psychiatry as well as in the 
treatment of organic diseases of the nervous 
system is a biological therapy. Its origin 
goes far back. In the ’twenties Plaut(23), 
then at the Kaiser Wilhelm Institute for Psy- 
chiatry in Munich, began careful experiments 
on the biology of brain substance. By these 
experiments he tried to find out whether 
lipoid antibodies of the brain, which we can 
identify in vitro, also play a part in vivo, if 
they come into contact with the living brain. 
It was remarkable that rabbits, preliminarily 
treated with brain substance, did not show 
any symptoms of sickness, although their 
serum contained brain autoantibodies. Even 
brain antisera of high efficiency, injected into 
the spinal canal, were perfectly compatible. 

Especially this fact was important for cer- 
tain therapeutic applications. Roeder(26) 
followed in the steps of Plaut and started to 
investigate the chemical structure and the 
metabolism of the different parts of the gray 
matter and topistic units of the brain stem, 
using isotopic methods. To put it briefly, 
some anatomically defined regions of the 
central nervous system possess a special 
chemical structure and metabolism. By this 
fact the posibility of a substitutional ther- 
apy for degenerative diseases of the central 
nervous system seemed to be given. Several 
cases of Parkinsonism were treated with in- 
jections of fresh substance of the corpus 
striatum of calves. Two or 3 days after the 
intramuscular injection the general habitus 
improved. Rigor and tremor decreased 
visibly, the patients felt relieved. This effect 
lasts for 4 weeks, then the injection must 
be repeated. We did not observe any ana- 
phylactic or allergic reactions, just as Plaut 
did not find any while experimenting with his 
animals, 

This effect seems to be specific in the con- 
stellation Parkinsonism-striatum-substance. 
No improvement was attained in a case of 
acute, quickly progressing spinal muscular 
atrophy by massive injections of anterior 
horn substance, motor bulbar nucleus and 
motor cerebral cortex. Biological methods 
of this type are beginning to be used for 
psychoses. 

Here we must refer to the experiments 
of Kornmiiller (16) although he started from 
quite another principle, suggested by the 
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work of Cerletti. First he injected into test 
animals extracts (lipoid solutions) of the 
brains of rabbits which had been subjected to 
several electroshocks. In the electroencephal- 
ogram the latter showed conditions as they 
are observed in the state after electroshock. 
This led to studying the effects of such ex- 
tracts on psychoses. The extraction of these 
biocatalysts is done with acetone and ether. 
The effective extracts are left over, after 
the phosphatides have been precipitated. The 
observations of Kornmiiller refer to manias, 
depressions, mixed psychoses, of the manic 
type mostly, and schizophrenia as well as 
psychopathy. The result was best with en- 
dogenous depressions. In extremely favor- 
able cases the patients could be released al- 
ready after several injections. But even in 
serious cases there was a close temporal con- 
nection between the injection and an astonish- 
ing improvement of the clinical state which 
lasted from 2 to 7 days. The injections im- 
mediately cause strong vegetative reactions, 
mostly well-defined deviations of pulse and 
blood pressure, especially lowering of the 
blood pressure. This is caused by the water- 
soluble ingredients of the brain extract. In the 
meantime it comes to symptoms of weariness 
which change over into shorter or longer 
sleep. The anxious restlessness is diminished, 
the patients feel quieter, become content, re- 
veal their psychotic ideas and are more ac- 
cessible to psychotherapy. Some patients who 
have experienced electroshock describe this 
state as similar to the awakening after this 
treatment. 

The so-called delayed reaction which is 
caused by lipoid-soluble particles of the ex- 
tracts appears on the first day after the in- 
jection, sometimes not before the second or 
third day. This mainly affects the rhythm 
of waking and sleeping, digestive function, 
and so on. The tormenting sleeplessness 
yields distinctly already in the following 
night, so that sleeping drugs, which were in- 
dispensable before, can be omitted. The ap- 
petite improves and persistent constipation 
stops, but the effects upon the central psychic 
functions, especially upon impulse and af- 
fectivity, are in the foreground, Already in 

the morning of the day following the injec- 
tion many patients are distinctly more free 
and bright; their consciousness is less 
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troubled by depressive contents. Sometimes 
we have observed deviations toward the 
manic side, but sometimes also a passing in- 
crease of depression. Whenever we asked 
the patients in this state how they were, 
we always heard that they felt more easy, 
quieter and more relaxed. They are espe- 
cially relieved, when the painful organic feel- 
ings are decreasing. The effect of the injec- 
tions passes a few days later. Then depres- 
sions combined with corresponding delusional 
ideas may start again. Sedative effects on pa- 
tients, suffering from mania or mixed psy- 
choses with mania dominating, were only 
short, lasting hardly longer than 2 days; a 
progressive improvement of the clinical pic- 
ture could not be obtained. Contrasting with 
the good success in cases of depression the 
observations with schizophrenia were disap- 
pointing, While the biochemical catalyzers 
in the extracts of Kornmiiller seem to have 
a direct effect on manic-depressive dementia, 
they do not influence diseases of the schizo- 
phrenic types. 

In all cases which are not influenced by 
electroshock, insulin therapy, and other meth- 
ods mentioned, we have started to use psy- 
chosurgical methods on a limited scale. In 
the clinic of Kötter in Braunschweig leu- 
kotomy is performed more frequently. It 
was here that Boehlke(1) developed a new 
method of leukotomy: The bisection of the 
brain substance is accomplished by the arched 
bending up of a steel wire, which is led 
through a hollow needle and can be erected 
by pressure, In this way the size of the cut 
can easily be calculated. The technical princi- 
ple of this leukotome is similar to that of 
Nosik, who published it in May 1954. 

Whether such a wide destruction of the 
fibres of the frontal lobe, as it has been 
practiced until now (when performing the 
standard methods) is really necessary seems 
doubtful to us! So we were led to use the 
stereo-encephalotomy (Spiegel,  Wycis, 
Freed, Marks) as a psychosurgical method. 
Riechert(25) started it on a bigger scale in 
the neurosurgical clinic in Freiburg. The 
author introduced it in Géttingen, where it 
is used on therapy resistant psychotics. We 
observed good effects after the bilateral co- 
agulation of the medial nucleus of the thala- 
mus, especially a decrease of the nervous ten- 
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sion, restlessness, and hallucinations. Some 
of our worst showed a very marked improve- 
ment shortly after this operation. Instead of 
being aggressive, tense, and negativistic, they 
were managable, cooperative and were able 
to start with occupational therapy. From 
being introverted and autistic, they became 
extraverted and liberated from their specific 
schizophrenic attitude. If hallucinations re- 
mained, they ceased to produce their inner 
mental effects. The unwanted side-effects 
of the prefrontal lobotomy did not occur. 
The success with obsessive neurosis was ex- 
cellent. The gyrus rectus of the orbital fron- 
tal brain was interrupted on 2 or 3 points 
on the subdominant side. By this method a 
decrease of pathologic impulse is gained with 
encouraging results. These aimed divisions 
of the cerebral tracts are called “hodotomy” 
(13) (the interruption of a tract, a pathway). 
On our way to achieve more subtle methods 
of treating psychoses we were inspired by 
the work of Papez and McLean on the limbic 
system, especially its anterior temporal por- 
tion. Morbid processes in these structures 
seem to be not only basically concerned in the 
pathogenesis of psychomotor epilepsy, but 
also in that of mental diseases, as especially 
the papers of Freeman and Williams on the 
relations of auditory hallucinations to the 
amygdaloid nucleus have shown. But the 
System we are specially interested in (from 
the operative point of view) is the anterior 
cerebral pole and the medial nuclei of the 
thalamus, which belong to the lastest devel- 
oped systems of the frontal brain. But many 
Observations will be necessary before the 
foundations of these operative interventions 
will become more exact. 
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NEUROPHYSIOLOGIC AND PHARMACOLOGIC INFLUENCES ON 
EXPERIMENTAL NEUROSES+* 


JULES H. MASSERMAN, M.D., ann CURTIS PECHTEL, Pu. D.? 
Cuicaco, ILL. 


As do humans, the lower animals differ 
widely in their capacity to adapt to configura- 
tions of stress and conflict. This paper re- 
ports an analysis of various biodynamic and 
environmental factors in the susceptibility of 
cats and monkeys to the induction of ex- 
perimental neuroses and to subsequent ther- 


apy. 
METHODS 


Subjects —There were 142 cats ranging 
in age from 6 months to adulthood and 43 
monkeys (2 African vervets, 5 African 
mangabeys, 7 South American spider mon- 
keys and the rest rhesus) from about 1 to 20 
years old. 

Training and Observation—All animals 
were trained to discriminate visual, auditory, 
temporal, and other cues and to respond to 
them by pressing the appropriate one of two 
levers the required number of times for a 
reward from a designated food box. The 
period required for maximal performance 
averaged from 2 to 6 months in the cat and 
from 3 to 8 months in the monkey ; however, 
some animals were studied for 2 years before 
other experimental procedures were begun. 
During this interval observations were made 
in both laboratory and living quarters as to 
each animal’s metabolic processes and activ- 
ity under varying circumstances, its sexual 
and exploratory patterns, its social behavior 
with cage and colony mates, and its 
relationships to other species including the 
experimenters, These observations were 
rated on 30 6-point scales previously demon- 
strated to possess high reliability, 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, April 30- 
May 4, 1056. Aided by Grant M-730 from the 
United States Public Health Service, Contract DA- 
49-007-MD-403 with the Office of the Surgeon Gen- 
eral and a grant from the Mental Health Fund 
of the Department of Public Welfare of the State of 
Illinois. 

2 From the department of neurology and psychi- 
atry, Northwestern University School of Medicine, 
Chicago, Ill. 
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Drug Studies —The effects of alcohol, bar- 
biturates, opiates, lysergic acid, mephenesin, 
dexamyl, dibenzyline, reserpine, Thorazine, 
and Miltown were studied on groups of 10 to 
30 cats and monkeys. These drugs were ad- 
ministered in capsule or in food, by gastric 
tube or by parenteral injection, the technique 
of administration optimally effective and least 
disturbing to the animal being the one of 
choice. Dosages ranged from those produc- 
ing no apparent changes to maximal sub- 
lethal effects. Each drug was used from 10 to 
60 or more times per animal, and its effects 
in normal animals were compared with those 
induced in animals which had been rendered 
experimentally neurotic or had been sub- 
jected to various cerebral lesions. 

Production of Experimental Neuroses— 
As described in previous reports, neuroses 
were induced in our animals by exposing 
them to adaptational conflicts between learned 
patterns for securing food (or, in the monkey, 
a tendency to persist in learned food-seeking 
even in the absence of a direct hunger drive) 
as opposed to fear of the repetition of a 
threatening experience. In the cat, effective 
deterrents were a mild grille shock, an air 
blast, or, in 3 cases, the loss of dominance in 
group competition. Those used with the 
monkey were grille shock, a jet of water, or, 
more significantly, the sudden appearance of 
a toy rubber snake in the food box. From 
10 to 50 such experiential traumata presented 
irregularly at the time of food-taking pro- 
duced in a few days or weeks marked and 
persistent deviations of behavior character- 
ized by physiologic manifestations of severe 
anxiety and somatic malfunctions, general- 
ized phobias and compulsions, disruption of 
learned patterns, sexual and social aberra- 
tions and, in some monkeys, evidences of hal- 
lucinated or delusional behavior. All of these 
patterns were rated on appropriate 6-point 
scales and many were recorded on motion 
picture film for later comparisons. The ani- 
mals were then further observed for spon- 
taneous developments in their neurotic be- 
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havior or, as previously described, were 
treated by various techniques including brain 
surgery. 

Cerebral Lesions——Twenty-two normal 
monkeys and 27 normal cats and 18 neurotic 
monkeys and 23 neurotic cats were subjected 
to bilateral surgical lesions in cingulate areas 
23 and 24, orbitofrontal area 13 and the 
amygdaloid nuclei or to stereotaxic destruc- 
tion of the mediodorsal or anterior thalamic 
nuclei. These animals were further observed 
for from 8 to 36 months before anatomical 
control studies were made of the site and ex- 
tent of the cerebral lesions. 

In 16 monkeys which showed almost com- 
plete diminution of previous neurotic symp- 
tomatology through brain surgery and other 
therapy, a second neurosis was induced. 


METHODS or ANALYSIS 


Since, in general, the variables which in- 
fluenced resistance to the induction of neu- 
roses and subsequent recovery were found 
to be similar in monkeys and cats except in 
regard to the effect of drugs, only the data 
= monkeys need be presented and analyzed 

ere, 


CATEGORIES OF DATA 


T hese were rated on 5-point or other ap- 
Propriate scales as follows: 

Age.—Our 43 monkeys were divided * into 
2 groups, one of 13 animals estimated to be 
younger than 3 years and the rest older. This 
was done because the 2 populations, as will 
be demonstrated, differed significantly in 
their spontaneous behavior and in their re- 
Sponses to experimental procedures. 

Adaptation to Laboratory Routine.—This 
category was derived from highly reliable 
Tatings of (1) the time required to teach the 
animal to enter the transport cages willingly ; 
(2) manifestations of fear or anger toward 
the experimenters ; (3) the number of days 
before the monkey would eat food freely 
available in the experimental apparatus; (4) 
resistance to the initiation of learning (avoid- 
— 
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ance of levers, etc.) ; and (5) the consistency 
of these patterns. 

Learning. —This was derived from the 
learning scores of the monkeys on several 
problems, requiring counting, switch manipu- 
lation, and spatial discrimination. However, 
the ratings do not isolate the learning capacity 
of the animal since this is also influenced by 
factors of motivation, adaptation (r = .546) 
and other variables. 

Resistance to Induction of Neuroses.— 
Twenty-three of the 43 monkeys employed 
characteristic adaptive maneuvers during the 
induction of neuroses, ranging from sitting 
immobile in the apparatus while observed by 
the experimenter, switching hands or reach- 
ing with the mouth to secure food, snatching 
or throwing the food, appealing to one or an- 
other experimenter, etc. These maneuvers 
were rated as to number and duration. 

Spacing of Traumata.—The conflict-en- 
gendering experiences were repeated at a 
rate of from I or 2 daily to 3 or 4 over a 3- 
week period and were rated according to the 
intervening intervals, from 1 for those ad- 
ministered close together to 5 when they were 
widely spaced. 

Number of Trawmata—Ratings were also 
made of the number of traumatic stimuli re- 
quired to induce nearly maximal neurotic 
patterns, 1 for less than 5 traumata to 5 for 
more than 25. 

Time for Induction of Neurosis —Simi- 
larly, the period necesary for reaching the 
near maximal neurotic symptomatology was 
rated as 1 for 2 weeks or less up to 5 for 
more than 5 weeks. 

Course of Recovery.—This was indicated 
by the reduction of specific, highly reliable 
ratings of various neurotic symptoms, rang- 
ing from 1 for a reduction of less than 1 
point to 5 for a reduction of between 4 and 
5 points in 4 months, 


TREATMENT OF THE DATA 


Wherever possible product-moment corre- 
lations were calculated, although our data 
do not meet all of the assumptions implicit in 
the mathematical models on which this statis- 
tic is based, Nevertheless, despite the rela- 
tively small numbers and the many interac- 
tions, most of these correlations are statisti- 
cally significant ; further, the consistency of 
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the trends indicates that they are hardly 
likely to be the result of chance. Ideally the 
interactions would be partialled out, but the 
data are not reliable enough or sufficiently 
numerous to justify this procedure. Similarly, 
we have avoided setting up the usual confi- 
dence limits as these relationships should be 
regarded only as good estimates. 

Those variables for which product-moment 
correlations could not be obtained and which 
could not meet the assumptions behind Tpis 
and re are presented in the form of per- 
centage tables. However, the trend of the 
data is again apparent, 


RESULTS 


Age—As indicated in box A of Table 1, 
there is little difference between our 2 age 
groups in regard to adaptation to laboratory 
procedures, although it should be noted that 
the 4 most adaptable: young animals were 
spiders and mangabeys which tend to make 
better initial adjustments than does the rhe- 
sus. However, it can be seen in B that the 
older animals tend to be better learners than 
the younger, Similarly sub-table C shows that, 
while almost half of our animals employed 
no definitely classifiable substitutive maneu- 
vers during neurotigenesis, the older ones 
were much more likely to do so than their 

younger mates. Corresponding comparisons 
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in D indicate a definite tendency for the 
younger animals to show full neurotic symp- 
tomatology after fewer trauniata. This vul- 
nerability is even more apparent in the time 
required to induce a neurosis and in the fat- 
ings under F for limitation of recovery. 
Adaptation to Laboratory Routine-—The 
data presented in Table 2 under the column 
labeled Adaptation indicate a moderate but 
consistent positive relationship between gen- 


eral adaptability to laboratory routine and re- 


sistance to neurosis as well as to. subsequent 
rapidity of recovery, 

Learning,—This column indicates a mod- 
erately high correlation between speed and 
effectiveness of learning and temporal resist- 
ance to neurosis, However, there was only 


TABLE 2 


Propuct-Moment CORRELATIONS AMONG VARIABLES 
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Spacing of t raumata,— 1 his column shows 
a high negative relationship in line 3 indicat- 
ing that if the conflictful experiences are rela- 
tively widely spaced, they are more neuro- 
tigenic; however, the time actually required 
to induce neurotic responses or to effect re- 
covery was not significantly affected because 
others variables were also involved. 

Substitutive Maneuvers.—As is evident in 
column 4, animals which had adapted and 
learned well were more apt to use substitutive 
maneuvers in protecting themselves against 
conflict, and were also likely to recover from 
neuroses more quickly. 

Nature of Traumata.—No relationship be- 
tween the severity of the neurosis and 
the nature of the trauma—rubber snake, 
grille shock, or a combination of these 
—is demonstrable in our data except where 
less effective stimuli such as streams of air or 
water were used. However, 4 animals which 
were only mildly affected by grille shock 
were very disturbed by exposure to the toy 
snake. 


Nature of Surroundings.—Twelve mon-- 


keys were subjected to conflictual traumata in 
an experimental cage that permitted partial 
escape to narrow ledges or across a barrier 
whereas the remaining group of 31 were 
made neurotic in an apparatus that allowed 
no such opportunities, The constricted mon- 
keys had a mean scale rating of 2.55 for 
number of traumata required as compared 
with a mean of 3.4 for the others, while the 
corresponding means for time required were 
2.9 and 3.3. In effect, room for psychological 


Species—Two vervet monkeys showed 
the greatest resistance to conflict whereas our 
spiders and mangabeys, despite excellent 
adaptive capacities, proved to have the least 
resistance of all the animals to the induction 
of neurosis (mean ratings of 2.1 as to num- 
ber of traumata required and 2.8 as to time 
necessary as compared with means of 3.1 and 
3.2 for the rest of the group). This differ- 
ence did not hold for progress of recovery. 

Brain Lesions —The ratings in Table 3 
show that monkeys with brain lesions are 
somewhat less resistant to the induction of 
neurosis ; the ratings being .4 of a point lower 
in number of traumata required and .8 point 
in time necessary for induction. There is 
also .4 of a point difference in progress of 
recovery. With the exception of 2 animals 
with lesions in cingulate area 24 which had 
high ratings, the location of the lesion made 
only a small difference in their resistance to 
stress. The data for animals made neurotic 
a second time were similar to those cited. 

Drugs.—All but 2 of the younger monkeys 
were studied for the effects of one or more 
drugs either during the induction or in the 
course of their neuroses. In moderate dosage, 
with the possible exception of alcohol, no 
drug protected the animal from the effects of 
stress, 

Likewise, while barbiturates, alcohol, and 
some of the ataraxic drugs administered to 
cats during retraining or other therapeutic 
procedures sometimes slightly ameliorated 
neurotic symptomatology, there were no per- 
sistently favorable effects in the monkeys. 


TABLE 3 


Tue DISTRIBUTIONS IN ROUNDED PERCENTAGES ON SCALES For INDUCTION OF AND Recovery FROM NEUROSIS 
IN MONKEYS WITH AND WITHOUT BRAIN LESIONS 


Number of traumata Time of induction Progress of recovery 
i ithout ith Without With Without 
oon “elon iain lezion les Jesion 
% 
Eois 22.5 95 90 48 9-5 
ces cae 13.5 237 + 22.5 48 19.0 
B cvseve 36.0 23.7 45.0 47.5 . 23:7 
ere 22.5 32.5 13.5 38.0 x 23.7 
D iir 45 95 90 48 E 90 23.7 
Mean Mean 
rating ... 27 41 2.5 33 rating .... 20 33 
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A differential analysis of observations on 
142 cats and 43 monkeys during the last 12 
years indicates that animals which adapted 
well to general laboratory routine, which 
learned efficiently, and which explored vari- 
ous substitutive maneuvers in initial efforts 
to resolve conflictful situations, subsequently 
showed longer continued resistance to severe 
stress and resumed effective behavior more 
readily under therapy. Younger animals were 
more susceptible to the induction of neurosis 
than were older ones and there were definite 
species differences: i.e. spider monkeys and 
mangabeys were more vulnerable to conflict 
than were vervets and rhesus. Other factors 
which expedited neurotigenesis were: repeti- 
tion of the traumatic experiences at unex- 
pectedly long intervals, minimal opportunities 
to escape from traumata, representational re- 

enforcement (e.g. rubber snake with grille 
shock added) and a diminution of adaptive 
capacities produced by cerebral lesions. 

Our data indicate that better adaptabil- 
ity and more efficient learning (correlated at 
r = .546) represent in part a greater capacity 
to perceive and remember and integrate, thus 
for a time making possible a broader versa- 
tility of adaptive and substitutive responses 
before eventual breakdown occurs. Con- 
versely, young animals which have only par- 
tially developed these abilities or brain-dam- 
aged animals which have partially lost them 
can deal less adequately with continued stress 
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and conflict and therefore more readily de- 
velop patterns sufficiently persistent, gen- 
eralized, and disruptive to be termed neurotic. 

Finally, it is evident that behavioral phe- 
nomena even when directly observed and 
partially isolated in the laboratory must al- 
ways be viewed against a rich context of in- 
teractions among the innate capacities and 
acquired patterns of the animal as continually 
modified by its constantly changing evalua- 
tions of and transactions with its environ- 
ment. 
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THERAPEUTIC RESULTS IN MENTAL HOSPITALS WITH A 
MINIMUM OF PROFESSIONAL PERSONNEL: 


LEO H. BARTEMEIER, M.D.,2 Battimore, MD. 


J Some patients in public mental hospitals 
improve sufficiently to return to their fami- 
lies and their occupations without having re- 
ceived any medication or psychiatric treat- 
ment. There are others whose illnesses are 
modified to such an extent that the slight 
amount of treatment they receive seems in- 
sufficient to account for the favorable changes 
that take place. Some illnesses, like reactive 
depressions, toxic confusional states and the 
acute reactions induced by the withdrawal 
of alcohol and certain drugs, are known to be 
self-limited. The recovery of patients who 
are hospitalized because of these conditions 
can be predicted and the factors that effect 
Tecovery would also seem to be understand- 
able. In addition to these, there are other 
Patients who improve, without benefit of 
treatment, from such illnesses as severe and 
Prolonged anxiety, exacerbations of schizo- 
Phrenic illnesses, addiction to demerol, and 
the involutional depressions. The recovery 
of some patients from these illnesses without 
adequate custodial care and without psychi- 
atric treatment is unexpected and unusual. 
It cannot be regarded as spontaneous be- 
Cause it always occurs during the period of 
hospitalization and is always attributed to 
ne hospital by the patients and their fami- 
es. Like many other recoveries from men- 
illnesses, the details of the recovery proc- 
€ss are lacking, 

Psychiatrists, like other physicians, are 
etd to relieve suffering. When they 
a they rightfully feel that they have 

lled their responsibility. They have not 
7 been trained to see that it is as important 
understand the psychological factors that 
ect recovery from mental illness as it is to 
em the remote and the recent events 
om brought it about. No intensive, de- 
ed study of the total recovery process of 
Patients who were hospitalized because of 
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their mental illnesses has been reported. 
It would seem imperative that clinical in- 
vestigation of this sort be undertaken with 
patients in mental hospitals who are not re- 
ceiving specific psychiatric treatment. Con- 
tinuing observations of these patients might 
also clarify the extraneous factors that im- 
pede recovery. Information regarding all 
the nonpsychiatric influences that assist in 
bringing about improvement from mental 
disorders might also prove useful for the 
future care of patients in mental hospitals. 

At the present time it is difficult to esti- 
mate the optimum improvement of some pa- 
tients in relation to their discharge from hos- 
pital care. Some patients show a steadily 
increasing improvement from the time of 
their admission. This may be observed within 
the first 10 days or the first fortnight. If they 
do not leave the hospital then, and they usu- 
ally do not, because psychiatrists do not trust 
early improvements, these patients then ap- 
pear to lose what progress they have made 
and again become as ill as at the time of their 
admission. It would be worthwhile to learn as 
much as possible about these initial improve- 
ments by encouraging a selected number of 
patients to leave the hospital at such times 
to test the strength of what gains they have 
made and to continue their treatment on an 
ambulatory basis. 

The lack of accurate knowledge about the 
psychological factors that influence improve- 
ment or recovery from mental illnesses in 
hospitalized patients is related categorically 
to the evaluation of the quality of improve- 
ment when decisions regarding the discharge 
of patients need to be made. In one public 
hospital, for example, on an occasion when 
beds were urgently needed for the admission 
of a number of acutely ill patients, no beds 
were available. The professional staff reluc- 
tantly discharged patients whom they re- 
garded as not having recovered enough to re- 
turn to their families as well as others about 
whom they were highly doubtful. All of the 
patients whom they discharged, with few ex- 
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ceptions, were able to continue to live in the 
communities where they had previously 
resided. 

Many psychiatrists can recall isolated in- 
stances of recovery in hospital of patients 
who had not received any treatment. They 
can also describe specific events which they 
thought were related to the improvements 
which these patients manifested. These 
events, however, were not usually observed 
during the time they occurred but were 
ascribed to the improvements somewhat 
later. 

In some mental hospitals which have a 
somewhat adequate number of psychiatric 
residents and in which some of the patients 
undergo individual psychotherapy by psychi- 
atrists-in-training there is more opportunity 
to observe what benefits accrue from psycho- 
therapy and what other day-to-day experi- 
ences are of value in assisting patients’ re- 
coveries. Those who supervise the residents 

in their therapy with patients have the obli- 
gation to help them maintain a continuing 
awareness of the major influences effecting 
improvements that are not apparently con- 
nected with the psychotherapy as well as any 
benefit that patients derive from their psychi- 
atric treatment, The commonly observed 
tendency to overeyaluate psychotherapy is 
thereby protected, and the residents have 
opportunity to investigate all the factors 
effecting recovery, 


A married man was readmitted to a hospital for 
treatment of addiction to demerol. The hospital 
record showed that he had been previously diag- 
nosed as a sociopathic personality with drug addic- 
tion. His life history was that of a person who 
had never had the kind of father he needed and 
he had developed one relationship after another 
with older men with whom he worked and could 
admire for their achievements and who in turn 
cared about him. These relationships eventually 
terminated, and after the patient became increas- 
ingly successful in his own right as an electronics 
engineer he developed a painful illness. During this 
illness his treatment included injections of demerol, 
After his recovery his need for demerol continued 
and this was the beginning of his addiction. His 
first mental hospitalization was terminated by the 
patient himself and was of short duration, During 
his second admission he entered into psychotherapy 
with a member of the resident staff and, despite 
frequent interviews, it was evident that he was 
lacking in his motivation to get well. During this 
time, however, it happened that he no longer felt 
any need for demerol. He had discontinued the use 
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of the drug and, what was equally amazing, he 
experienced no symptoms from its withdrawal, The 
patient did not know how this change had taken 
place, but, as he said, he was certain that it had 
not resulted from the psychotherapy. The therapist 
was equally inclined to this belief. The patient’s 
improvement remained an enigma until it was 
learned from someone other than the patient that he 
had exchanged his so-called addiction for the close 
relationship he had developed with an older man 
who was also a patient in the hospital. He had re- 
ferred to this older patient only occasionally in his 
therapeutic interviews and then only briefly. It was 
also learned that the patient did not spend an un- 
usual amount of time with the older man but the 
satisfaction he derived from this father relationship 
continued after he left the hospital and has sus- 
tained him ever since. He has again become pro- 
ductive in his work, has no need for any drug, and 
says that he feels better than he has for years. 


This thumb-nail sketch is naturally devoid 
of many important details and leaves many 
questions unanswered. It does, however, in- 
dicate the principal factor in at least the 
transitory recovery of a patient during his 
hospitalization which would otherwise have 
remained unclear. It likewise throws con- 
siderable light on the prognosis and the need 
for plans to assist this patient in the future. 


A middle-aged woman came into psychotherapy 
in the outpatient department of a mental hospital. 
She was suffering from persistent and severe 
anxiety, had lost much weight, had attempted sui- 
cide on 2 occasions, and had developed fleeting de- 
lusions about her neighbors. After intensive efforts 
at psychotherapy combined with sedation had failed 
she finally was persuaded to be admitted to the hos- 
pital. During the first several days after admission 
the same psychiatric resident who had worked with 
her so unsuccessfully in the outpatient department 
continued to visit with her but only briefly. She 
was given no medication. Within 5 days this very 
sick patient began to eat heartily, to sleep soundly, 
and she visited freely with other patients and said 
she was entirely well. She had been observed by 
the psychiatric residents, by the nurses, and the 
psychiatric aides and no one, including the patient 
herself, could offer any explanation for her drama- 
tic recovery. She begged to return to her home 
because she felt so well and she saw no reason to 
remain. She was willing, however, to follow ad- 
vice and she continued in the hospital for an addi- 
tional 3 weeks. During this period she was engaged 
in almost daily interviews in an effort to learn what 
factors had led to her recovery. The only signifi- 
cant fact uncovered was her repeated assertion that 
she had regained her health because she felt ac- 
cepted and at-one with the other patients in the 
hospital. Her statement was regarded as significant 
because she had been estranged from her parents 
and her siblings for several years and always re- 
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fused to have anything to do with her neighbors 
whom she believed to be jealous of her attractive 
appearance, her pretty clothes, etc. Nothing beyond 
what the patient herself had said about her im- 
provement was ever learned. It was enough, how- 
ever, to suggest the possibility that her hospitaliza- 
tion and her identification with other patients was 
a reinstatement of her relationship with her broth- 
ers and sisters during an early period of her life. 
Before leaving the hospital she spoke of starting 
her life over again, of the mistake she had made in 
not being friendly with her family and her neigh- 
bors. After returning home she appeared to re- 
main well for a few weeks but then gradually be- 
came ill again. Before her symptoms became as 
Severe as they had been previously she entered into 
Be othersny with a psychiatrist in private prac- 
ice. 


These brief descriptions of transitory re- 
coveries of patients in 2 different mental hos- 
Pitals, which were achieved apparently with- 
out benefit of psychiatric treatment but were 
clearly dependent upon psychiatric hospitali- 
zation, are included for the purpose of em- 
Phasizing that which seems important at this 
period in the further development of psy- 
chiatry, In our preoccupation and intensive 
Striving to staff our public hospitals with 
adequate numbers of professional personnel, 
so sorely needed, we ought also to be mind- 
ful of the fact that even in those institutions 
which have a minimum of psychiatrists, 
nurses, social workers, and aides, there are 
always some patients who find their own 
Ways of recovery and return to their families 
and their jobs. Their improvements may be 
no more than temporary but they do repre- 
Sent surcease from suffering. They may take 
Place in the most unattractive and uncom- 
fortable surroundings or in the best equipped 
= most modern hospital. We do not know 
the number of patients who are benefited 
ee) by having been hospitalized and 
$ T significance the hospitalization has for 
DE We do not know how frequently the 

uence of another patient, or group of 
“ae or nurse, or psychiatric aide, or 
pry tate custodial care, has effected favor- 
para of mental illness. We are 
ve ed to think of a combination of whole- 
ST influences rather than any single hos- 
pes sy rationality or other experience. Until 

ve more accurate data, however, we 
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The need for evaluating psychotherapy is 
ever before us and the efforts which are being 
made to accomplish this are encouraging, 
indeed. In mental hospitals with almost ade- 
quate numbers of competent professional 
personnel there is opportunity for carefully 
conducted studies of the total recovery proc- 
ess. This will, naturally, need to be limited 
to those patients whose treatment is limited 
to psychotherapy, or to those patients who 
begin to show improvement and who receive 
no specific psychiatric treatment. These 
tasks do not represent new proposals. They 
are outlined to emphasize what is well known 
but which needs to be presented again and 


again. 
DISCUSSION 


Apprson M. Duvar, M. D. (Washington, D. C.). 
—Spontaneous recovery is a term rather frequently 
used to describe the successful rehabilitation of hos- 
pitalized mentally ill patients who have been given 
no specific psychiatric therapy. This is a dubious 
term at best and probably indicates lack of specific 
knowledge concerning the reasons for the patient’s 
improvement. I am more inclined to attribute this 
improvement to such things as the climate of the 
hospital, the relationships of the patient to ward 
and staff personnel, to general attitudes, such as 
interest in the patient, kindliness, and tolerance, as 
well as to the impact on the patient of proper treat- 
ment facilities including hospital architecture. I 
believe these things can have an enormous impact 
on the patient for good and they often help him to 
mobilize his own natural inclinations toward nor- 
malcy, Sometimes the shock of seeing so many pa- 
tients “worse off” than he results in a patient’s 
gaining renewed courage and determination. 

The present need for careful evaluation of the 
hospital climate has resulted in our turning to the 
sociologist for assistance not only in providing new 
knowledge but in providing interpretations for the 
benefit of our patients. This newer knowledge is 
permitting us to “structure” the hospital climate in 
various ways which are not yet fully clear or com- 
plete. Also, the trend toward patient participation 
in general treatment programs, with researches into 
patient influence on patient is a fascinating new 
field of exploration. At our hospital (Saint Eliza- 
beths, in Washington) we are daring to follow 
some of these changing concepts. For instance, we 
are now mixing the sexes in activity groups on the 
ward—both for therapy and recreation—where 
heretofore such mixing was permitted only in off- 
the-ward recreation or conference rooms. We are 
trying a plan to abolish “disturbed wards” and 
“suicidal wards” through the development of pa- 
tient participation in which a group of patients will 
help assume the responsibility for looking after a 
special patient who might be classed as disturbed or 
suicidal. A crisis situation may develop with our 
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first successful suicide in this type of climate. It is 
hoped that the hospital administration will not be 
forced from this type of patient-participation plan 
by possible resulting community pressures and de- 
mands after such a suicide, including increased pro- 
tective and security features such as were in vogue 
before these new treatment ideas developed. Our 
hospital is now being sued for negligence because 
we permitted a patient, who had been suicidal but 
then improved, to have a bathrobe with attached 
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belt of like material, with which she successfully 
hung herself to a window. Most of us would agree, 
I am sure, that the hospital which never has a 
suicide is really not a hospital but the public (and 
the courts) need to be educated to this idea. Our 
defense in this suit is embodied in the simple state- 
ment that the providing of a bathrobe is but one of 
the essentials of humane treatment and that we 
would be negligent if we did not provide such es- 
sentials, 
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THE PROBLEM OF AMBULATORY SCHIZOPHRENIAS* 
GREGORY ZILBOORG, M.D,? New York Ciry 


The history of psychiatry quite often 
shows certain characteristics of general, or 
political, or economic history, or even of 
the history of science. This is not surpris- 
ing, since psychiatric history is as much a 
history of human beings as any other history, 
and therefore is bound to share with all other 
histories the weaknesses, particularly the 
proneness to commit errors, common to all 
men. However, during the past 350 years 
we seem to have learned to be more tolerant 
with regard to scientific errors. In matters 
concerning politics or religion we are still 
quick to condemn errors, and to combat the 
mistaken views and those who entertain 
them as if we were dealing with a more or 
less criminal or immoral act, anda willful one 
to boot, 

Psychiatry, as a discipline, ever since it 
was differentiated from dogmatic theology 
as well as pathological anatomy—and this 
liberation took place gradually, becoming a 
visible fact only very recently—does right- 
fully claim a definite position in the hierarchy 
of medical disciplines. It also insists that 
It is close, and must remain quite close, to 
Sociology and anthropology and the humani- 
ties in general—as much as medicine must 
keep a close working relationship with physi- 
ology and chemistry. It is this close relation- 
ship of psychiatry to the humanities, and the 
Problems of values and of various modalities 
of human actions, that makes the weaknesses 
and errors which are found in the history of 
Psychiatry appear more glaring. These errors 
arouse in us such discontent and passionate 
‘patience that some of us become harsh 
and intolerant, and others glib and insensitive 
to clinical detail, 

All of us are subject to the widespread 
Weakness of terminological emphasis, i.e. 
catchwords, In no other aspect of psychiatry 
ae impediments to scientific and clinical 

ity appear more prominent than in dis- 
, Read at the 112th annual meeting of The Amer- 
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cussions of the problem of schizophrenias. 
Many still consider the term “schizophrenia” 
a mere substitute for the term “dementia 
praecox”; so many, while using the Bleu- 
lerian term, still view a schizophrenic from 
the standpoint of the Kraepelinian principle 
of prognosis. Schizophrenia, in this respect, 
appears only a modern catchword which does 
not relieve us of the older diagnostic-prog- 
nostic fatalism which the term dementia 
praecox conveys. That Bleuler, in changing 
the clinical designation, also emphasized that 
the affectivity in what used to be called 
dementia praecox is never lost and that the 
amenability to treatment (“good prognosis”) 
ought never to be excluded in these condi- 
tions, is recalled by comparatively few among 
us, 

Some psychoanalysts, the majority I 
would say, shy away from treating schizo- 
phrenias because schizophrenias, like the 
older dementia praecox, appear to them not 
amenable to treatment at all. Other psy- 
choanalysts, these are a very small minority, 
find that schizophrenias are amenable to psy- 
chotherapy. Regardless of the efforts re- 
quired and the great difficulties encountered, 
these psychoanalysts stand their ground as 
hopeful pioneers whose hopes are really justi- 
fied more often than not—provided tolerance 
and patience are blended with scientific per- 
severance and the psychological endurance 
of the therapist. 

When I speak of the therapy of schizo- 
phrenias I deliberately leave out of considera- 
tion the variety of shock and surgical and 
pharmacological therapies. These are of a 
totally different order and are of little con- 
cern in a discussion of the issues involved in 
the clinical psychology of schizophrenias. 
In other words, I am concerned here only 
with psychopathology and psychotherapy. 
And because it is psychopathology that is my 
concern I find myself in a rather junglelike 
nook in which the flora is rich and thick but 
the perspective rather nonexistent. To clear 
a passageway in this jungle is not easy. I 
shall limit myself to the statement that such 
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a passageway is not yet at hand, and that I 
find it impossible at this juncture to under- 
take the job of making one myself; perhaps 
this is the reason why I want to limit myself 
to the easier task of pointing out only certain 
errors. 

I have mentioned catchwords and alluded 

to their perseverant power in our clinical 
thought. Take as an instance the excellent 
work on pseudoneurotic schizophrenias by 
Hoch and Polatin(1), and some of the sup- 
plementary commentaries made by Axel(2). 
Hoch and Polatin quite obviously have in 
mind a number of cases which I ventured to 
call ambulatory schizophrenias(3) some 
years ago. Their interest in schizophrenias 
is expressed in the fully modern terms with 
which contemporary psychology, under the 
influence of psychoanalysis, has made us 
familiar; they speak of free associations, 
for instance, and of anxiety. Yet they show 
the tendency toward neologisms (‘“pan-anx- 
iety”) which is almost always a sign of 
clinical uncertainty; and at the same time 
they seem to be affected by the older, pre- 
Freudian and pre-Bleulerian tradition of the 
nontreatable nature of the condition. Even 
the term “pseudoneurotic schizophrenia” 
seems to suggest that in terms of purely 
descriptive emphasis on symptoms one could 
differentiate between a neurosis which 
promises a good prognosis, and a psychosis 
(schizophrenia) which promises the Opposite. 
In other words the older Kraepelinian, rather 
nonpersonal or nonindividualistic, formal at- 
titude keeps coming to the surface despite 
the apparent and honest effort to remain 
among the ranks of contemporaries, 

Again, in the discussion of which Axel’s 
contribution is rather typical, we find a gen- 
eral modern psychodynamic orientation, yet 
the older mannerisms of the older psychiatry 
come to the surface when a purely verbal 
and actually nonexistent difference between 
autistic and dereistic thinking is discussed 
despite the fact (which seems to be over. 
looked in this paper) that Bleuler himself 
merely suggested that “dereistic” would seem 
to him a better term, even though he meant 
it to mean the same thing as “autistic,” 

Yet despite this unclarity of clinical per- 
spective, and despite a considerable confu- 
sion which appears of semantic nature but 
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rather indicates that we are impressed with 
catchwords into which we continue to pour 
the meaning of older catchwords—despite all 
this, there seems to be a general feeling if 
not an overt agreement that neuroses and 
psychoses are sharply delineated clinical en- 
tities ; that sharp delineations are found only 
in formal textbooks of psychiatry and in the 
jargon which is neither scientific nor clinical- 
empirical, and that “intermediate” forms do 
exist; that so-called compulsion neuroses, 
particularly the severe ones, are at times 
hardly distinguishable from moderate, or 
even moderately severe, schizophrenias. 

Tt would be difficult, very difficult in my 
opinion, to pin our hopes on this type of 
thinking as the distinguishing feature of 
schizophrenias, for here again that typical 
disturbance in thinking which Bleuler de- 
scribed originally as characteristic of schizo- 
phrenias, is not easily demonstrated clinically. 
The reason is that only in advanced phases of 
schizophrenia does that which Bleuler called 
primary disorder come fully to the surface. 
Ordinarily the clinical picture is dominated 
by the symptomatology which Bleuler called 
secondary, and which on the whole represents 
the clinical picture originally sketched by 
Kraepelin. During the past 45 years our 
knowledge of the working of the unconscious 
has broadened and deepened to a very great | 
extent. Our technique of evaluating the 
meaning of the ideational content of our pa- 
tients has become considerably refined. Con- 
sequently, both Bleuler’s formulations and 
Kraepelin’s descriptions have acquired a 
meaning, 

What I have just said is to be emphatically 
noted; for the tradition of catchwords in 
which we are always involved has led the 
majority, if not all, of us to the misconception 
that Bleuler may have been terminologically 
right but Kraepelin was wrong from the out- 
set, and that the so-called newer, dynamic 
psychiatry required a complete revision of the 
older, erroneous one. That this is not true, 
historically as well as psychologically, has. 
been stated many times. This contention be- 
tween “the-old-to-be-discarded” and “the- 
new-to-be-inaugurated” is another example 
of how catchwords and slogans affect ouf 
psychiatric thinking, actually impeding ou% 
development. 
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As I myself have stated many times, 
Kraepelin, Freud, and Bleuler were actual 
contemporaries. Kraepelin was born in the 
same year as Freud, and Bleuler was but 1 
year younger. All 3 lived to a ripe old age, 
and they all completed their respective scien- 
tific tasks more or less fully before they 
died. I, for one, am unable to see that there 
was an actual struggle, still less a battle, be- 
tween the allegedly old and the allegedly new 
in the clinical work of Kraepelin, Bleuler, and 
Freud. Rather, I see in Kraepelin the com- 
pletion of the task of clinical psychiatric ob- 
servations, in Bleuler the infusion of these 
observations with the ideational and affective 
content, and in Freud illumination of this 
ideational and affective content—all 3 contri- 
butions, historically speaking, proceeding 
simultaneously and fulfilling the task which 
the nineteenth century had assigned to psy- 
chiatry with considerable impetus. 

Were it not for World War II and 
the demand for quick therapeutic results no 
matter what, I believe we would have escaped 
to a very great extent the confusion in pres- 
ent-day psychiatry which is due to the tena- 
cious adherence to catchwords and slogans. 
However, no period of history escapes its 
share of slavish adherence to certain catch- 
words; or, to put it differently, no historical 
period attains complete independence from 
the domain of tradition. If such independence 
could by a miracle be achieved, it would be 
truly fatal. For such an independence would 

able to look only into the future, and 
anything that has no past has no future 
either, 

The simultaneous fulfillment of the histori- 
cal psychiatric trend with which the nine- 
teenth century closed is nowhere reflected 
more poignantly than in a certain type of 

Scussion which of recent years seems to have 

come frequent, more presistent in all walks 
of clinical psychopathology. The American 
Psychoanalytic Society has repeatedly put 
on its annual program the discussion of so- 
called borderline cases; in certain psychiatric 
circles the pseudoneurotic schizophrenias are 

rought forth—a group of cases which at 
“ast in part, and probably fully, would fall 
under the heading of so-called borderline 


“ses or, as I prefer to call them, ambulatory 
Schizophrenias. f 5 
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We must be clear at least on one point: 
whatever label you pin on these cases, they 
seem to be cases of some transitional or in- 
termediary type which do not fit into Krae- 
pelin’s classification without reservation. They 
do not fit the Bleulerian descriptions as un- 
derstood by us and, without being able to ad- 
mit it, we still cling to Kraepelin because he 
seems to have been the only one who offered 
a classification that appealed to our sense of 
order and simplicity. Nor do these cases fit 
the so-called Freudian mechanisms because 
psychoanalysis, as should have been expected, 
never was able to create a psychiatry of 
its own—that is to say, a psychiatric nosology 
independent of Kraepelin and Bleuler. Freud 
himself was not a well-trained psychiatrist, 
and even if he had been his task was only the 
clinical understanding of the unconscious 
content of patients. No independent nosol- 
ogy was required for this purpose; the pur- 
pose could be achieved without any nosology 
whatsoever. 

Hence the recent concentration of interest 
on so-called borderline cases. Whatever the 
theoretical discussions, gyrations, and point- 
stretching one might engage in on this score, 
the fact that remains clear is this: there is a 
psychiatric area of theoretical penumbra, 
called by some “borderline,” in which there 
reigns considerable chaos or confusion with 
regard to clinical criteria and diagnostic dif- 
ferentiation. In this area the clinical psy- 
chiatrist who adheres to descriptive nosology 
feels free to use newer concepts and termi- 
nology and yet fails to clarify the confusion 
of the borderland ; in the same area the psy- 
choanalyst feels free to use some of the tra- 
ditional nosological criteria, and yet fails to 
clarify the chaos of the penumbra. 

This conclusion may at first glance appear 
disappointing and quite discouraging, but in 
actuality it is a disappointment only insofar as 
we always strive for orderliness and system- 
atization; whenever clinical data fail to 
fit into our man-made order or system, we 
feel keenly disappointed. Then, or often, we 
quite unwittingly begin to pull our observa- 
tions by the bootstraps, as it were, in order 
to fit them into our preconceived order or 
system, This is what has happened, I believe, 
in psychiatry and in psychoanalysis during 
the course of the past quarter of a century or 
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so. Having increased the acuity of our clini- 
cal observations and the depth of our psycho- 
logical understanding, we quite naturally, 
quite inevitably, came upon a series of psy- 
chopathological phenomena which was nei- 
ther the thing we used to think it was, nor the 
thing we thought it ought to be, nor the thing 
it might get to be. 

In the late ‘twenties psychoanalysis came 

upon.such a series of psychopathological 
syndromes, which it was unable to call by any 
of the names to which it was accustomed ; it 
was not even able to find any of the tradi- 
tional symptoms in those cases. Yet there 
was no doubt in the clinician’s mind that they 
were real “cases,” so to speak. A descriptive 
term was then introduced—‘a-symptomatic 
neuroses,” or “neurotic characters.” Later on 
the severer forms of these neurotic char- 
acters, or character neuroses, began to be 
called “psychopathic personalities,” or “psy- 
chopaths.” In the course of recent years we 
have been witnessing a renewed search for 
some nosological clarification of these phe- 
nomena, which undoubtedly had been mani- 
festing themselves under our own eyes for 
many years but had remained unnoticed, or 
improperly observed, until the ever-increas- 
ing refinement of our psychological insight 
and clinical intuition made the observation 
of these phenomena inescapable. I, for one, 
have no doubt that the ambulatory schizo- 
phrenias belong to this group of clinical prob- 
lems which of recent years began to present 
themselves to our clinical eye clearly yet 
without any specific nosological face, 

From the practical point of view, it really 
matters little what nosological pigeonhole we 
might find for these cases ; nor does it matter 
whether they belong to the neurotic group 
with the theoretically good prognosis, or to 
the psychotic group with the theoretically bad 
prognosis, What does matter is that the 
clinical condition in question would not have 
come to the serious attention of the psycho- 
therapist some 20 or 25 years ago. It would 
have been noticed by the members of the 
family; it would have been given by them 

that universal diagnosis which is called 
“being very difficult,” and would have been 
given that conditionally bad prognosis, ad- 
dressed to the would-be patient: “Tf-you- 
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don’t-get-a-hold-of-yourself you are-in-for- 
trouble.” 

Today, whatever psychiatric appellation we 
might prefer for such cases, we really do not 
have to wait for the trouble in years to come. 
We see the trouble right here and now, and 
we proceed with the work of psychothera- 
peutic influence. This psychotherapeutic opti- 
mism we owe primarily to Eugen Bleuler. 
It was he who opened the prison gates as it 
were; one is tempted to say that in this re- 
spect Bleuler’s optimism as to the possibilities 
for the recovery of schizophrenias presents 
as great a service to psychiatry as the libera- 
tion of the mentally ill in France carried out 
by Philippe Pinel some 120 years before. 

It is not possible here to give any hard and 
fast rules as to what technical devices are 
indicated in the psychotherapy of such cases. 
The cases of ambulatory schizophrenias pre- 
sent an unusual variety of symptoms and re- 
actions. The words of the late Thomas W. 
Salmon come to mind. He used to recall that 
someone referred to syphilis as the experi- 
mental laboratory for clinical medicine, be- 
cause syphilis at its different stages is able 
to reproduce almost any type of illness known 
to clinical medicine. Likewise, Salmon used 
to say, schizophrenia might be considered 
the experimental laboratory of clinical psy- 
chopathology. 

For this reason I feel reluctant to accept 
without serious reservations the term “pseu- 
doneurotic schizophrenia”—for after all 
schizophrenia remains the fundamental “ex- 
periment” as it were, in a given case. There- 
fore, the presence of so-called neurotic 
symptoms should not disconcert us in schizo- 
phrenias, any more than alcoholism, with 
its many sequelae, should be considered as a 
possible mask for schizophrenia, (As @ 
matter of fact, Bleuler rightly maintained 
that psychopathological complications of 
alcoholism which show hallucinosis should 
not be considered alcoholic hallucinoses but 
schizophrenias with severe alcoholism.) 

We may therefore safely state that the 
ambulatory schizophrenias, regardless of the 
particular type of symptomatology and, I 
must say, regardless of their apparent in- 
ability to do free associations, are amenable 
to psychotherapy. And, I should add, they 
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are amenable to psychotherapy much more 
than is generally assumed. 

These schizophrenics have an inordinate 
capacity to attach themselves to the therapist, 
almost as much as they have of sharply 
breaking away from the therapist and slip- 
ping into a kind of wordless, autistic state. 
Even while in this seemingly irreversible 
autistic state, they are open to considerable 
psychotherapeutic influences, 


I knew of an 18-year-old girl whose presenting 
symptoms were inability to get on with her school- 
work, and a tendency to become “abstracted.” She 
would look off in a semisomnolent manner as if 
completely oblivious of her surroundings, or of 
time, or of what there was for her to do, seemingly 
impervious to any appeals “to wake up” and to pay 
some attention to what was being told her, When 
she walked, her movements were swift and ener- 
getic, but rather devoid of purpose; thus, on her 
way to the doctor’s office, she would wander on 
‘to take a walk” and would never arrive to see her 
doctor at all that day. She would not telephone to 
Say that she was not coming, or that she was sorry 
she had missed the appointment. She was quite 
disorderly about her appearance. She would set her 
watch 1 hour ahead so as not to be late, and yet 
would come an hour late because her watch had 
Stopped (this with a smile), either because she had 
forgotten to wind it or because “it must have got- 
ten wet” when she took a bath and forgot to take 
it off. She would go for rather long periods with- 
out taking a bath. She would walk in the streets 
or parks for hours, sometimes throughout the night, 
oblivious of the rain or cold despite her being 
dressed rather lightly. She would lock herself in 
her room and cry for hours without apparent 
reason, She would play records throughout the 
night or, again, cover the record player and the 
telephone with a couple of pillows and blankets so 
as “not to be disturbed” and then go to sleep with- 
Out undressing. She always carried several books 
vig her arm and wore a yacuous smile on her 
ace, was almost always disheveled, and quite un- 
communicative. She would eat immense amounts of 
= for weeks, and then stop and pretty nearly 
ki rve herself for short periods, She would give 
b reasons for her behavior merely that she felt 
ored, or sad, or “not very happy”—that was all. 

At times the clinical picture was that of an ad- 
vanced schizophrenia showing considerable intellec- 
tual deterioration. When she did speak, she spoke 
ìn generalities and abstractions which one was 
unable to grasp at all—a typical dereistic type of 
verbigeration rather than communicative talk. 

The patient's attitude toward her father and 
mother, sisters and brothers was verbally solicitous, 
a even friendly ; yet this attitude alternated 
oe tly and often with tearful impatience “for no 
like t whatsoever,” and with explosive, tantrum- 

© hostility. She would establish very quick, 
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clinging friendships with women of her own, or 
mainly her own, age and just as invariably would 
turn against them, unable to bear them in a manner 
of mute rage. In other words, it was very difficult 
indeed to find a companion who would be helpful 
to her even without exercising any supervisory au- 
thority over her. As to young men, she seemed to 
be either totally unaware of them, or distant, cold, 
and consciously rather indifferent to them. 

As to her sexual feelings, she honestly claimed 
that she had none and never had experienced any 
in the past. She seemed to talk about sex with 
equanimity and frankness, yet with total absence of 
curiosity and apparently obvious boredom. She did 
not appear to dissemble, but she really did seem un- 
aware of any reactions toward men or of men’s at- 
titudes toward her. As a matter of fact, I was as- 
tonished to find that with a cool, straight face and 
a monotonous, kind of bored surprise at the skepti- 
cal look that I must have betrayed, she disclaimed 
any knowledge as to what sexual life is all about. 
She seemed quite sincere when she asserted that 
she knew nothing about autoerotic practices and 
had no idea of what the actual relationship between 
the sexes is. This particular ignorance, as we shall 
see, soon proved quite revealing, for the apparent 
ignorance served as a cover for many experiences 
and much imagery which were at the time totally 
repressed, 

This phenomenon is not an infrequent 
finding in schizophrenias, It is idle to bring 
up now the perennial discussion as to the 
strength of the superego or the weakness of 
the ego in schizophrenics. Whether we decide 
that the ego of schizophrenics is too weak to 
assimilate their sexual drives, or that their 
superego is too strong in asserting itself and 
in forcing the schizophrenics to repress their 
sexuality, the clinical result is the same: at 
first sight, we seem to deal with the total 
repression of sexuality. I am inclined to 
favor the opinion that it is the superego that 
is hypertrophied and overwhelms the more 
or less usual, if not normally strong, ego. 

The reason for my predilection is this: 
ever since I first came upon the finding(4) 
that at the bottom of the young schizophrenic 
reaction lies a complete suppression of sexu- 
ality, imposed from the outside on the child 
who is the future schizophrenic, I became 
inclined to the belief that a powerful and 
cruel superego imposes its demand on the 
ego to such a violent extent that the ego, 
whatever its relative strength, is over- 
whelmed and the consequent impression that 
we deal with a very weak one is gained. 
There is still another reason why I am in- 
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clined to favor this view. It is precisely 
because the ego of some, or of many, schizo- 
phrenics is sufficient unto the person we hap- 
pen to be dealing with that some psycho- 
therapeutic successes could be achieved in 
these cases. The therapist is of course un- 
able to create an ego de novo. The biopsy- 
chological core of the ego is too well estab- 
lished at the time the psychosis develops, 
at the age of 18, 20, 30, or 40. However, 
what is within the power of the psychothera- 
pist is to affect the pathological influence of 
the superego, or the effect of the pathologi- 
cal superego, which is the same thing. The 
superego being the result of incorporated ob- 
jects external to the person, it could be modi- 
fied to a great extent by skillful psychothera- 
peutic influences insofar as the patient 
ultimately develops an identification with 
(the incorporation of) the therapist, aban- 
doning in part or even to a great extent 
earlier identifications which were saturated 
with paralyzing hostility and swings into 
extremes because of ambivalence. 


As I have said before, the patient of whom I 

have sketched a surface clinical picture belonged to 
the type whose sexuality had been deeply buried 
since early childhood. During the first months of 
her treatment her intense dependence on her mother 
began to show itself as being in great part a 
covered-up, intense resentment of her mother and 
of all those who had taken her mother’s place from 
the patient's childhood till puberty. The patient 
gradually recalled—at first with the characteristic 
schizophrenic calm, then with violent resentment— 
how her mother would look at the little girl's 
finger, then smell it—evenings when putting her to 
bed and mornings when getting her out of bed— 
and how the little girl would get frightened when 
her mother would “catch the scent” of her 
daughter's infantile masturbation and without much 
ado or explanation would spank her into infantile 
purity. After recalling these early childhood pun- 
ishments, the patient began to show mild ideas of 
reference: people were looking at her in the street 
and perhaps making remarks about her—she knew 
not what exactly, but there was something sexual 
about those remarks. Thus she gradually became 
aware of her own sexuality, first by way of projec- 
tions, then gradually by becoming aware of her 
own sexual feelings and interests. It turned out 
that she had always known “all about it” but dared 
not to know what she knew. 

In order to complete the clinical picture, may I 
note merely by way of mention that there came 
into evidence a considerable admixture of uncon- 
scious homosexuality; it was this highly disguised 
homosexuality that seemed to be responsible for 
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the extreme polarity of her relationship to girls of 
her own age and to somewhat older women. 

There was also a characteristic set of symptoms 
which were related to a special form of acting out 
and exhibitionism, the real goal and meaning of 
which remained unconscious of course, but at the 
beginning only; for hours she would act in front 
of a mirror reciting Shakespearean and other roles. 
She loved this occupation; she would engage in it 
with abandon, even with ecstasy—although when 
with others she would be taciturn, tongue-tied, self- 
conscious to the point of tears. But in front of the 
mirror, alone with herself, she would pose, grimace, 
dress up, undress while reciting, and this gave her 
a sense of joy and of accomplishment. 

On one or two occasions she developed a friend- 
ship with a passive man who asked for nothing and 
remained respectfully friendly, a pleasant onlooker. 
She would then suddenly conceive the idea of driv- 
ing through the night into a neighboring town— 
she was a sort of tireless, restless person—then, do- 
ing actually nothing in particular but remaining on 
the move. She would run out into the garden bare- 
footed, dancing cheerfully in the light of the moon, 
and on several occasions got fully undressed, 
covered herself with an Indian sari, and stretched 
herself out on an oriental rug—all this while com- 
pletely unaware of the role of deliberate seducer 
which she was playing before a man who just 
looked at her. She was so fully unaware of her 
sexual play that, had the man made the slightest 
move toward her, she would have been horrified at 
his impertinence. She chose her men well, as you 
see. When the possible nature of her acting was 
pointed out, she merely asked in a tone of mild 
surprise and amusement and incredulity: “Really— 
do you really think so?” It was some months be- 
fore she fully appreciated the nature of her be- 
havior, recaptured her true sexual feeling and be- 
came transformed into a very well-measured and 
charming, socially very agreeable person. Again, 
she arrived at this level via ideas of reference and 
a suspicious attitude toward men. 

The finer details of the structure of this girl’s 
psychic apparatus, of the transformation of her 
feminine narcissism into a more simple, almost 
housewifely, interest in the various members of her 
family and even in cooking and mending, will not 
be gone into here. What matters here is the extra- 
ordinary flexibility, even elasticity, of these schizo- 
phrenics and consequently the great promise they 
represent from the psychotherapeutic point of view. 

_ The secret of this success does not lie in any spe- 
cialized technique. The latter must be psycho- 
analytically oriented, of course, and the psycho- 
therapist must frequently be far from passive. At 
times he must be not only perseverant but insistent. 
He must avoid too logical, too intellectual inter- 
Pretations, for this is one of the most dangerous pit- 
falls in the treatment of schizophrenics; it is easy 
to use the intellectual components as a springboard 
for abstract gyrations, indulgence in generalities, 
and those discussions of general principles which 
leave out everything personal and throw the pa- 
tient back into verbal autism. 
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From the outset, and for a long time during the 
treatment which lasted over 4 years, the patient 


liked music, philosophical books, abstract paintings, 


general poetical vagaries, but she would actually be 
unable to remember what she had had for luncheon 
or when she got up on a given morning. It is the 
constant testing of reality that must occupy the 
therapist and at times in the therapeutic hour it 
seems more important to pin the patient down as to 
what particular vegetable was served at dinner 
time, or what this or that woman wore for tea, 
than to find out at the moment why or about what 
the patient happened to cry or to be angry. 


I am inclined to emphasize this aspect in 
the therapy of ambulatory schizophrenias, 
because the so-called “total push” of Myer- 
son, or “direct analysis” of Rosen, would 
be of little avail in these cases. For what 
is remarkable in these cases is their terrible 
passivity; they are prone to “fold up” and 
“give in” under the slightest pressure. They 
are difficult cases, but they are different from 
the well-defined, more or less advanced, 
crystallized schizophrenias of various types. 
They seem to be more or less undifferenti- 
ated, or not sufficiently defined so to speak, 
and they bear many earmarks of many po- 
tential schizophrenic entities, running the 
whole scale from the schizophrenia simplex 
to the expansive, florid type. 

In other words, they are early schizo- 
Phrenias which we learn to diagnose, as such, 
Much earlier in the course of the illness than 
We did some 30 years ago. 

Consequently, as I said in the beginning, 
I would prefer to preserve the term “ambu- 
latory schizophrenias” rather than “border- 
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line cases” or “pseudoneurotic schizo- 
phrenias,” in order to emphasize the need for 
the development of ever greater diagnostic 
acumen, and ever greater knowledge of the 
psychotherapeutic possibilities. I am afraid 
that other designations convey a somewhat 
undecided attitude to both aspects of the 
problem, at least from the clincial, didactic 
point of view, and drive us unbeknown to 
ourselves into that state of mind which rec- 
ognizes only the very well defined, i.e., the 
well advanced and the established. 

We must never forget that what Freud 
said about hallucinations holds true also of 
the other well-established symptoms : they are 
the result of a long process which went on 
for a long time before, and these are patho- 
logical attempts at recovery and pathological 
restitution of lost reality. Once this process 
of “restitution” is far advanced, the therapy 
becomes more difficult and the hopes for a 
good result more doubtful. It is the ambula- 
tory schizophrenic who still “ambles” along 
in the world of reality that can be saved, 
regardless of his apparently tenacious cling- 
ing to his pathological adjustment. 
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ANXIETY PROBLEMS WITHIN CULTURAL SETTINGS* 
KENNETH E. APPEL, M.D.,? PHILADELPHIA, Pa. 


Behavior in the human being can scarcely 
be conceived, much less understood, without 
considering the cultural context. Forces 
from without (nurture) stimulate the or- 
ganism as do forces from within (nature), 
and both modify and pattern the person- 
ality(1). 

The individual tries to acquire material 
which the environment refuses to give; on 
the other hand, the environment, society, or 
culture tries to force material that the indi- 
vidual tries to reject. Neuroses are thus 
frustrated goal-directed (motivated) activi- 
ties representing noneffective “adaptation to 

stress and conflict’(2). If the individual 
cannot cope with the conflict, anxiety defense 
mechanisms develop. 
There may be indicated 3 types of anxiety : 
ego, id, super-ego anxiety. For example, 
ego anxiety might be thought to exist in the 
man who exhibits typical symptoms toward 
the beginning of the end of his working 
career. Restlessness, tension, apprehension, 
sleeplessness, loss of appetite appear ap- 
parently without reason. Investigation 
shows that a junior is moving up, with 
energy and judgment, and the threat of dis- 
placement is in the offing—the physiology 
and unconscious mind can react to the situa- 
tion before the conscious self recognizes and 
evaluates it. This is becoming more and 
more a cultural anxiety in our society. Medi- 
cine has prolonged life, and maintained 
physical and intellectual vigor beyond the 
traditional years. Yet concepts from out- 
moded medicine and out-dated ideas of 
industrial usefulness are creating new cul- 
tural, “mental,” and economic problems— 
conflicts and anxieties which our society has 
not yet learned to solve. Premature retire- 
ment, a sort of Cultural Alzheimer’s Anxiety, 
is a new condition which calls for new 
psycho-socio-economic solutions. 
Instinctive or id anxiety might be illus- 


1 Read in the Section on Psychotherapy at the 
112th annual meeting of The American Psychiatric 
Association, Chicago, Ill, April 30-May 4, 1956. 

2 School of Medicine, University of Pennsylvania, 
111 N. 49th Street, Philadelphia, Pa. 
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trated by the persistent, handicapping appre- 
hension of the stenographer whose elevator 
got stuck in a burning building ; or, the man 
whose parents died when he was under 6 
years of age, who was shifted to relatives, 
whose older sisters finally reared him with- 
out male influence, and who had many ill- 
nesses in growing up, chiefly of a respira- 
tory sort. He had a sort of permanent fund 
of anxiety or lowered resistance in his per- 
sonality. To stresses, whether of an eco- 
nomic, professional, or business nature, he 
had an anxious set which might be ca'led 
instinctive anxiety. His physical or meital 
state can not be properly evaluated from 
time to time nor treated adequately without 
considering the cultural as well as the medi- 
cal condition through which he has lived. 

Superego anxiety is the background of 
many unidentified tensions and unspecific 
somatic disorders. It is related to the general 
atmosphere of the aggressive, competing, 
struggling, aspiring U.S.A. of the twentieth 
century. Can I succeed? Can I survive? 
Will I attain prestige, power, success, things, 
status, comfort? Will I outdo myself, my 
parents, and the Joneses ? Can I keep my head 
above water with the energy and effort it 
entails? The level of aspiration and drain 
is pretty strenuous, The fear of failure, of 
falling, of submersion, dependency, humilia- 
tion, and extinction is a cultural phenomenon 
which may be involved in any headache, pal- 
pitation, indigestion, insomnia. The aspira- 
tions, goals, standards, values of a society 
determine, among other things, muscle ten- 
sions and illness. 

This is the cultural setting of much disease. 
Halliday, a number of years ago, pointed out 
that the indices of psycho-social illness are 
rising: infertility rate, peptic ulcer, suicide, 
exophthalmic goiter, diabetes, and hyperten- 
sion(3). Lawrence Frank writes on Society 
as the Patient(4). 

Superego anxiety exists at times in pro- 
fessional men in religion, the clergy, and the 
priests. They are supposed to live by more 
than human standards. It may arise in the 
cultural setting of the man brought up with 
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a sensitive, conservative, conscientious, cleri- 
cal background, involved in a broker’s busi- 
ness inherited from the other side of the 
family. Realistic necessities in this area of 
cultural values and modes may paralyze the 
nepotist, as we have not infrequently seen. 

Anxiety has different origins according to 
competent thinkers, Anxiety and fear per- 
haps are evolved from the “startle reflex” 
as described by Landis and Hunt(5). Ac- 
cording to Goldstein, anxiety is the experi- 
ence of the organism in a catastrophic con- 
dition, For Freud anxiety is the threat of 
break-through of erotic or aggressive im- 
pulses and perceived as a danger signal. The 
symptoms and inhibitions are developed to 
avoid anxiety. Rank, Adler, Jung, Alexan- 
der, Horney, Fromm, Kardiner, Sullivan 
pointed to anxiety orgins in the trauma of 
birth and separations, inadequacies and in- 
feriorities, the break-through of the irra- 
tional, hostility and aggression, helplessness, 
isolation, taboos blocking the child’s relaxa- 
tion or pleasure patterns, social and self-dis- 
approval. Mowrer’s theory is that fear of so- 
cial punishment, withdrawal of love and ap- 
proval are repressed, and that the associated 
fears and guilt repressed become neurotic 
anxiety. Thus he developed a guilt theory of 
anxiety as opposed to an impulse theory. To 
complete this array of assumptions, the exis- 
tentialists from Kierkegaard to Tillich speak 
of anxiety as being involved in actualizing any 
Possibility, in creativity, the realization of 
Self-hood, of the inevitability of anxiety, its 
confrontation in the development of indi- 
viduation; freedom and responsibility as 
goals of personality, and anxiety as inherent 
in the possibility of freedom. Anxiety is the 
reaction to the threat of non-being, to the 
threat of meaninglessness in one’s existence. 
The capacity to bear anxiety is a measure of 
selfhood. 

The profusion of diversity and conflict of 
theories is enough to cause a kind of cultural 
co among psychiatrists and analysts 

emselves. It might almost seem that they 
Create anxiety to cure it. There are, fur- 

«rmore, cultural conflicts and anxieties 
dann psychiatrists, psychoanalysts, and so- 
Ne e and among different schools of 
th ysis, There are professional castration 

Feats that reinforce indoctrination and 
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membership in certain groups. Anxiety exists 
in the cultural relations of psychiatrists, psy- 
chologists, and psychoanalysts, in a kind and 
proportion that does not exist among biologi- 
cal scientists and practitioners of medicine. 
There is not a Boston and Philadelphia 
anemia but there are different types of psy- 
chiatry and analysis in different cities of the 
country. No wonder the public is often con- 
fused. There are historic and legitimate 
reasons for some of this which could be 
interpreted to the public. But the variety 
of formulations certainly does not warrant 
the dogmatism that exists in some thinking. 
The variety indicates a heuristic richness 
which can stimulate investigation and re- 
search and offer a variety of tools for the 
alleviation of disorders of personality. 

What relevance does all this have to 
anxiety within cultures? We are beginning 
to study with profit the culture of the hos- 
pital community where the different goals of 
the various groups of personnel may conflict 
to the detriment of the patient. Reflection 
on the state of psychiatric thinking and train- 
ing indicates that the cultural homeostasis in 
psychiatry is under considerable strain and 
that it might be profitable to study more ob- 
jectively the cultural climate of our own dis- 
cipline with the concept of university edu- 
cation in mind. 

Cultural conflicts and tensions are not con- 
fined to psychiatry. Other branches of medi- 
cine are showing cultural changes. There is 
the cultural contrast between those who tend 
to stick to the structural, the anatomic, the 
physiologic and pathologic and pharmaco- 
logical and those who are stressing the social 
aspects and functions of medicine. The pub- 
lic is becoming increasingly involved and 
concerned in this conflict. 

Cultures as customs, beliefs, practices, and 
expectations are conditions of experience as 
well as physiology and structure. They 
modify not only ideas but feelings, prefer- 
ences, physiology, and behavior. 

Cultural attitudes influence human growth 
and development. One of my patient’s earli- 
est memories was of crying, pain, and 
hunger. Her pediatrician belonged to the 
obsessive self-confident culture that con- 
trolled physiology and feeding by rules and 
edicts opposing the humanitarian cultural 
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feelings of the mother. She deferred to au- 
thority. The patient remains in middle life 
subject to hunger pains and continual doc- 
toring. Indigestion, pain, hunger remain, 
only the crying has changed; it appears in 
stomach disturbances and reinforces them. 
Parents of extreme Prussian culture im- 
pressed their rigid rules of performance and 
cleanliness on eliminative processes too early. 
Duty was the word for defecation. The 
strands and straps of constriction were 
drawn so tight that only a psychosis of hate, 
symbolic destructiveness, and appeasement 
could and did finally break the parental hold. 

Cross cultural contacts may be the source 
of anxiety and psychosis. A girl brought up 
in the isolation of wealth and snobbishness 
could not marry a man who “worked” be- 
cause a gentleman does not work, Biological 
and social frustration developed pressures is- 
suing in psychosis where only in phantasy, 

revery, and delusion could her natural urges 
be fulfilled and released from the domination 
of parental culture, Another girl burst similar 
bonds of isolation and overprotection in a 
reversal of training by dashing into uncon- 
ventionality and promiscuity, 

Conflict of religion and economic culture 
is not infrequent. A man was brought up 
under strong maternal and religious influ- 
ence. Kindness, fair play, deference were 
virtues cultivated in him. When his college 
friends carried him into competitive busi- 
ness, he collapsed because he did not have 
the aggressiveness to compete and survive, 
It took 5 years for him to catch his breath, 
reorganize his resources, and take his part 
in society as a contributing member, 

A man and a woman showed similar prob- 
lems. Both grew up in the tradition of large 
families—the children looking after the par- 
ents in their ageing. Their children, much 
fewer in number, came into contact with the 

active hurrying, independent, achieving cul- 
ture of thriving, alive America. Individual- 
ism was accentuated. Parents were left alone 
except for financial contributions. Both the 
man’s and the woman’s frustrations and hos- 
tilities moved into self-disappointment, self- 

dissatisfaction, self-castigation—or melan- 
cholia. 

The overprotection and overdirection of a 
pietistic, religious culture, closely knit, did 
not prepare a gentle, young girl for her con- 
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tact with a lively spontaneous, wholesome 
extraverted group in another city. Her feel- 
ing of difference was accentuated into delu- 
sions of reference and persecution. She had 
illusions on looking into a mirror of seeing 
herself as a howling hyena with horrible 
fangs. Ten years of psychotherapy were re- 
quired to help her rescind her hostilities and 
distortions and move into friendly relations 
with for her a new and distant culture. 

An extreme case of cultural constriction 
was a 33-year-old woman brought up in an 
extraordinarily pietistic sect in the mid-west. 
The cultural and familial rigidities, taboos, 
and phobias sound almost unbelievable. 
Work was to be her life. Only boy-crazy 
girls went to high school. She was told not to 
speak to boys and men except the few rela- 
tives who visited the family. She was hired 
out as a family helper and was warned 
against any but the most formal contacts 
with the male members of the household. 
Recreation, amusement, socialization were 
taboo. “I get tired and feel exhausted. 
Sometimes it takes my appetite and sleep. 
Iam trying to keep from becoming too men- 
tally depressed. Have been fighting a losing 
battle for years.” Why she was not severely 
depressed or psychotic was difficult to under- 
stand. Her anxieties seemed to be reactions 
to cultural pressures rather than to intra- 
psychic echoes of childhood traumata., There 
had been a continued struggle against exter- 
nal conditions, She always maintained a bite 
on reality and finally, with support from her 
therapist, was able to shake herself loose 
from sick reality and move constructively 
into a new, more wholesome reality. One is 
sometimes tempted to enter deep psycho- 
therapy fascinated by intriguing patterns in 
psychopathology. By moving in on a com- 
paratively direct plan of reinforcing and 
guiding constructive impulses she was sal- 
vaged both mentally and vocationally. She 
was advised to move hundreds of miles from 
her home and culture—to Philadelphia, 
where she took a practical nursing course 
and established herself on her own, de- 
veloped satisfying social and recreational 
activities with religious affiliations of a less 
extreme form. Therapy can often be appro- 
priate and effective only if it considers the 
external cultural and environmental attitudes 
and relationships. 
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Anthropology brings to attention the rela- 
tivity of culture—rules, regulations, customs, 
beliefs, expectations, taboos, rewards, ac- 
ceptances, punishment. The Balinese woman 
wears no clothing above the waist. In Amer- 
ica technically such behavior violates the 
mores. However, fashion makes certain ac- 
commodations between extremes of instinct 
and restriction, a certain suggestive approach 
to the Balinese is found unofficially interest- 
ing and attractive to a significant portion of 
the population. 

The relativity of culture could bring to 
mind the relativity of concepts and formula- 
tions in psychiatry. Unfortunately, so often 
one finds in this profession the protectiveness 
of absolutes and controlling conformities, 
which one thinks of as signs of immaturity in 
patients. 

Among the Marquesans there is little 
breast feeding and it is believed this tends to 
make the children anxious and insecure. In 
the Alorese there is absence of genuine se- 
curity and affection of the mother for the 
child; the adult appears as rather disor- 
ganized with much submerged hostility. 
This is in contrast to the Navahos who, 
being accepted and loved as children, de- 
velop secure and confident personalities (6). 

, Halliday points out the increase in obses- 
siveness in western cultures. He believes 
this is related to repressive child rearing in 
infancy. Carothers speaks of the rarity of 
psychoses among preliterates. Among the 
Debuans paranoid conditions are culturally 
dominant (7). 
i In our culture manics seem to be decreas- 
ing. Carothers in Africa believes manics 
far outnumber depressions. Hysteria has 
changed its manifestations greatly since the 
times of Charcot and the early days of Freud. 
It has been said that the ratio of obsessive 
conditions to hysterical was greater in the 
last World War than in the first. Psycho- 
neurotic reactions decreased during the 
stringencies of German war camps. Faris 
and Dunham believed that schizophrenia 
came chiefly from slum areas, while manic- 
depressives came from upper levels. Redlich 
studied the incidence of psychoses and neu- 
roses in different socio-economic classes in 
ew Haven. The incidence of psychoses in- 
Ceased as the socio-economic scale de- 


creased, while the incidence of neuroses 
diminished. Methods of therapy show a cul- 
tural distribution—psychoanalysis is used by 
the upper economic classes ; physical methods 
more by the lower economic brackets. Psy- 
choanalysis is much more prevalent in Ameri- 
can psychiatric thinking and practice than in 
England, France, or present-day Germany. 
It is not used in totalitarian countries. 
Margaret Mead(8) notes that anthro- 
pology can throw “light upon an understand- 
ing of human psychodynamics, check tend- 
encies to read our own special local social 
forms into theories, and broaden our views of 
the many potentialities which each human be- 
ing has for constructing viable ways of life” 
(p. 420). And finally the goals of psychiatry 
and anthropology have something in common 
in “constructing, out of our insights, cultures 
in which human potentialities will have fuller 
play” (p. 433). Viewing the formulations, 
concepts, and theories of psychiatry and 
psychoanalysis in the broader perspectives 
of anthropology will help us develop sharper 
outlines and deepen our insights. Perhaps 
too we will be able to overlook some of our 
parochial perspectives, eliminate some of our 
defensiveness and hostilities, and join in a 
collaborative eros or agape for the benefit 
of our patients and the survival of mankind. 
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THE ATARACTIC DRUGS: THE PRESENT POSITION OF 
CHLORPROMAZINE, FRENQUEL, PACATAL, AND 
RESERPINE IN THE PSYCHIATRIC HOSPITAL»? 


H. ANGUS BOWES, M. D.’ Ste. ANNE DE BELLEVUE, QUEBEC, CANADA 
The desire to take medicine is perhaps the greatest feature which distinguishes man from animals. 


Perhaps never before in the field of emo- 
tional conflict have so many medicines been 
consumed by so many patients with so many 
diverse results as in the psychiatric hospitals 
of North America during the past 2 years 
that have seen the birth of the ataractic era. 
It has been a painful period of parturition 
for those of us who are reluctant to re- 
formulate our psychiatric concepts at the 
sensationalistic behest of ill-advised and 
overoptimistic publications. Some enthusi- 
astic members of our own fraternity have 
not been completely free from criticism in 
this respect. I have attended conferences 
on these drugs where the atmosphere ap- 
proached that of a revivalist meeting. 

Chlorpromazine and reserpine have been 
advocated for the treatment of every condi- 
tion from anxiety to zoophobia. No won- 
der that there is chaos in this field, with 
many psychiatrists doubting what are the 
real indications for these drugs and, per- 
haps, pondering their own inability to con- 
firm the optimistic claims advanced by re- 
search workers whom they trust, admire, and 
respect. 

We have all heard so many panegyrics on 
these drugs individually that an attempt at 
their collective appraisal might help to 
clarify the present position. In giving you 
an account of our own experiences with 
these ataraxics, I hope to act as a purveyor 
of ataraxy itself and that, in medical termi- 
nology, means “freedom from confusion and 
anxiety.” In my Oxford dictionary it is de- 


1 Read atthe 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, April 30- 
May 4, 1956. 

2From the department of psychiatry, McGill 
University, Montreal, Canada, and the Department 
of Veterans Affairs. 

$ Clinical director in psychiatry. Ste. Anne de 
Bellevue Veterans Hospital, Ste. Anne de Bellevue, 
Quebec, Canada. 
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fined as “stoic indifference”—you may need 
that as well! 

We have a small modern veterans psychi- 
atric unit of 550 beds; 200 for senile and 
failing psychotics and 350 for the admission 
and active treatment cases. During the past 
5 years we have had just over 1,100 admis- 
sions (31% return cases) and over 1,000 
dicharges. We have only a small staff of 8 
psychiatrists, half of whom are still in train- 
ing. However, we receive many of our ad- 
missions directly from the armed services 
shortly after their symptoms develop and, in 
addition, we offer rehabilitation services, in- 
cluding job-replacement, outpatient support, 
and financial aid to many of our discharged 
patients, for, with commendable foresight, 
our Canadian cousins have given pensions 
only to psychotics, whom they help, and not 
to neurotics, whom they hinder. I think that 
this eulogy of our psychiatric facilities is 
important in the objective assessment of 
what these new drugs will do and will not 
do. Here is no static, custodial backwater in 
which the administration of new drugs to a 
mass of patients might draw attention to the 
overlooked fact that many of them had spon- 
taneously improved during the years. 

In this optimistic and busy setting we 
started using chlorpromazine over 2 years 
ago. We were early in this field as we were 
fortunate in having Dr. Hanrahan, who, 
with Dr. Lehmann(2), did the original 
North American research on chlorproma- 
zine, as a frequent visitor to our staff con- 
ferences and his experience and advice were 
of considerable help in starting our work 
with this new drug. Our results were s0 
encouraging that we started to use reserpine 
as soon as it became available. 

Now, what did we learn from these 2 
drugs? First, that in chlorpromazine we 
had, for the first time, a drug that would 
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tranquillize without stupefying. It was more 
effective than electrotherapy in aborting 
manic attacks and could replace much of the 
maintenance electroconvulsive therapy which 
we had been using extensively to prevent the 
regression of chronic schizophrenics. It was 
also much more effective than any sedatives 
we had in the symptomatic control of excite- 
ment, aggression, destructiveness, and rest- 
lessness. Given in conjunction with ECT it 
shortened the course of treatment and either 
prevented the postconvulsive confusion fre- 
quently encountered after long courses of 
treatment, or, if it did develop, helped its 
resolution. 

This reduction in the number of electric 
treatments and the confusion usually ac- 
companying them enabled us to shorten the 
patient’s hospitalization by applying sup- 
portive psychotherapy, with emphasis on 
complete honesty and the reality situation, 
at a date earlier in the acute psychoses than 
would formerly have been possible. We did 
not find chlorpromazine to be as good a 
tranquillizing agent as reserpine in the eld- 
erly patients because of the development of 
orthostatic hypotension, confusion, and mild 
pyrexia. 

In treating schizophrenics we were able to 
confirm Kline’s(3) findings of a period of 
sedation followed by turbulence and reinte- 
gration with large doses of reserpine, and 
we used this method of treatment in acute 
Psychoses showing withdrawal and apathy. 
We reserved chlorpromazine for the agitated 
schizophrenic but found that often ECT had 
to be used as well before the patient became 
amenable to psychotherapy. 

_Emboldened by these findings we discon- 
tinued insulin coma therapy on July 1, 1955, 
and substituted intensive group therapy 
using chlorpromazine and reserpine as ad- 
Juvants. This new project rejoiced in the 
Singularly cacaphonous designation of “The 
Ataraxic Push Group”—but it worked. 

Personally, I have long regarded insulin 
Merely as an adjuvant to group psycho- 
therapy, but it is a messy form of treatment, 
expensive, time-consuming, and, with a 
0.6% mortality rate and prolonged comas, it 
18 frequently shock therapy not only for the 
Patients but for the staff as well. So I was 
Strongly motivated for the change. 
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At the beginning of the “Ataraxic Push 
Group” the nurses were quite resentful of 
their altered role and, at first, the patients 
were also. Many patients sat around with 
the wooden expression of the early stages of 
Parkinsonism, with pieces of tissue stuffed 
into their mouths to absorb the saliva— 
reserpine has such aesthetically unpleasant 
side-effects—or restlessly tottered around 
the room in a state of emotional turbulence. 
However, they did become amenable to psy- 
chotherapy and the physician in charge of the 
group, who has had considerable experience 
with insulin, is firmly convinced that this is 
a better form of treatment. His very en- 
thusiasm must have made a significant con- 
tribution to the success of the project. 

Let me give you some figures. In 1954, 
26 patients received insulin coma therapy 
with a 90%! remission rate, in the last 6 
months of 1955, 30 patients were treated in 
the ataraxic group—all have been discharged 
from hospital and are fully employed and 
adjusting satisfactorily. 

The modifications we have learned from 
experience are that there is no need to have 
the unpleasant side-effects mentioned earlier. 
We have gradually used reserpine less and 
less and replaced it with chlorpromazine. 
The Parkinsonian symptoms that still occur 
are controlled by Cogentin. The indication 
for inclusion in this group has also changed. 
At first it was merely a continuation of in- 
sulin coma group. Now we can include pa- 
tients whose physical condition would have 
contraindicated that form of treatment and 
those schizophrenics who fail to respond to 
supportive psychotherapy given in conjunc- 
tion with ECT or ataraxics or both. 

There are 3 small, closed, side-room sec- 
tions that used to be filled to overflowing 
with disturbed patients requiring isolation. 
Five years ago, with the aid of ECT, I was 
able to empty one of these sections and use 
it as a probation ward. Last July, we de- 
cided to do something about the hard core 
of disturbed and aggressive patients who still 
haunted the remaining 2 sections and to at- 
tempt to reintegrate these 15 rugged indi- 
vidualists into the large wards. 

With the help of large doses of chlor- 
promazine and reserpine we were soon able 
to reduce them to a state of benevolent 
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stupor. The nursing orderlies became less 
afraid of them and more accepting. They 
were then transferred with their orderlies to 
a room on the admission ward. A period of 
laissez-faire then followed in which the 
whims and caprices of these tranquillized pa- 
tients were indulged as far as possible and 
they were quite literally fussed over and 
petted. They were taken for walks, encour- 
aged to play cards and games and to par- 
ticipate in occupational therapy. Within 2 
months they were all transferred to other 
wards where they remained docile and 
pleasant. 

The nursing staff, as in most periods of 

laissez-faire in psychiatric therapy, were 
much more disturbed than the patients and 
were fearful of their reverting to their 
former behavior. However, when they re- 
mained quiet and pleasant in their new sur- 
roundings, the tension of the nursing staff 
gradually relaxed and they learned to accept 
the change. One of the sections thus liber- 
ated has become an honor ward for a modi- 
fied therapeutic community who receive just 
sufficient chlorpromazine to take the edge 
off their psychotic drives. Seclusion has thus 
been reduced to less than one-tenth and for 
days on end the remaining side-room section 
remains empty. 

So much for chlorpromazine and reserpine. 
The promise of these 2 drugs had gradually 
converted me from a dubious dilletante to an 
avid enthusiast in the ataraxic field. It was 
with real enthusiasm that I commenced re- 
search on 2 new ataraxics: Frenquel and 
Pacatal, 

Frenquel, which was given to 50 acute and 
80 chronic psychotics, is the gamma isomer 
of Meratran, a central nervous stimulant 
without autonomic side-effects. In the course 
of toxicity studies it was discovered that this 
new compound made laboratory animals 
quiet and tractable. In 1954, Fabing(4) 
noted that it would prevent the development 
of experimental psychoses if given before 
LSD-25 or mescaline and would relieve the 
subjective symptoms of psychosis produced 

by these phantasmagorics. These dramatic 
results stimulated interest in the application 
of this new drug to the treatment of schizo- 
phrenia and in May 1955 Rinaldi et al.(s) 
presented a most encouraging report of the 
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efficacy of Frenquel in the treatment of 39 
disturbed patients with psychoses of long 
duration. 

The following month I was able to obtain 
supplies of the new drug and proceeded to 
investigate it potentialities. At first we gave 
half our acute admissions, irrespective of 
diagnosis, Frenquel tablets alone with sup- 
portive psychotherapy. When injectionable 
material became available this was used at 
hourly intervals in quite high dosages. 

In addition, 30 patients on a 59-bed ward 
of chronic disturbed patients, mostly severe 
schizophrenics who had failed to respond to 
any physical methods of treatment, were 
given 40 mg. t.i.d. To secure their coopera- 
tion in taking the tablets, I told the entire 
ward that we had a new drug that might help 
them to get out of hospital and that we were 
going to give it to the patients whose names 
began with the letters A to K and asked the 
L’s to Z’s to watch for the difference. This 
directive group therapeutic session was quite 
an experience, 

Within 2 weeks of commencing treatment 
a striking change had taken place. The pa- 
tients on Frenquel had become more socia- 
ble, they were neater, cleaner, and tidier. 
They looked better. Some chronic eczema- 
tous rashes cleared up. All their skins looked 
healthier and their eyes clearer. They gained 
weight. They stopped responding to their 
hallucinations. This was so encouraging that 
all the patients on the ward were given 40 
mg. tid. and within one week the ward be- 
came quiet and orderly. For the first time 
the patients would read books and magazines 
instead of tearing them apart. Curtains 
could be left up instead of being pulled 
down. Pictures were no longer destroyed 
and flowers could be left untouched in their 
vases. Yet there was no oversedation seen 
in the patients. They played cards together 
and appeared much more sociable and inter- 
ested in their environment. Some who had 
Previously banged their heads against the 
walls and covered their heads with their 
Coats stopped responding to their hallucina- 
tions. It was most impressive. 

It had been my plan to put half of these 
patients on placebos, but, as the delivery of 
these was delayed and we were running short 
of tablets, all the medication had to be 
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stopped. Within 4 weeks the ward gradually 
regressed to its former state. Fights again 
became frequent, complexions muddy and 
eyes lack-lustre. Hallucinations returned ; no 
improvements were maintained. When the 
placebos, identically flavored and disguised 
arrived, they were given to the first 30 pa- 
tients by the nursing staff who did not know 
of the substitution. The patients responded 
almost exactly as in their previous reaction 
to the genuine tablets. Had they been con- 
ditioned? Was this merely suggestion? It 
was all quite intriguing. 

Meanwhile, the other patients, forlorn and 
dejected, rather pathetically held out their 
hands for the tablets and crept away dejected 
when refused them. So, we gave them the 
genuine tablets and they improved even more 
dramatically than the other 30 on placebos, 
some of whom had retained their halluci- 
nations. 

At present we are running a “double 
blind” study on 10 patients who appeared to 
benefit from Frenquel but who failed to 
Maintain their improvement on placebos. 
Apparently 4 patients benefited. 

To return to the admission cases. At first 
we appeared to be obtaining some very sig- 
nificant results but they were transient. Ap- 
parently the tablets, even in large dosages, 
were not effective. The intravenous injec- 
tion of 20 mg. repeated half-hourly, pro- 
duced a few slight improvements but they 
were not maintained. The 100 mg. injec- 
tion, repeated hourly, helped a few patients 
to reorientate. One elderly schizophrenic 
complained bitterly that following the injec- 
tion he felt lonely as his voices stopped talk- 
ing to him, however, his loneliness lasted 
only half an hour. A few patients with senile 
Confusional states became lucid for a few 
Minutes after the injection. It was also pos- 
sible to discuss delusional material fairly ob- 
J€ctively with a few patients after injecting 
100 mg. without their becoming as disturbed 
as they would have done previously. These 
Positive results were obtained only by those 

ysicians who still retained some enthusi- 
asm over the new drug. Some sceptical col- 
leagues obtained no results at all. What 
Positive results we obtained could be dupli- 
cated by sodium amytal, chlorpromazine, or 
Feserpine and we were having such encour- 
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aging results with Pacatal that our investi- 
gation was discontinued. However, we shall 
always be grateful to Frenquel for its com- 
plete lack of toxicity and the very forceful 
demonstration it gave us that we can never 
discount interpersonal relationships, emo- 
tions, and enthusiasms in psychiatric treat- 
ment. 

The success of Phenergan, Diparcol, and 
chlorpromazine in pharmacology has fo- 
cussed much attention on the phenothiazines 
and in 1954, a synthetic derivitive, N-methyl- 
piperidyl-(3)-methylphenothiazine, was first 
tested and discovered to resemble closely 
chlorpromazine in its pharmaceutical action 
but to be much less toxic. Horatz(6) has 
reported on over 5,000 cases of the use of 
Pacatal, as the drug is now called, as a pre- 
medication in surgery. Kleinsorge(7) has 
used it with barbiturates in ‘“‘therapeutic 
sleep,” a modification of continual narcosis 
being extensively developed in Europe. We 
were fortunate in being the first hospital in 
Canada to be given supplies of Pacatal for 
clinical assessment of its place in psychiatry, 
and our studies started in June 1955. 

After an initial personal test to make sure 
that the new drug could safely be adminis- 
tered, half the patients on chlorpromazine 
had Pacatal substituted in the same dosage 
and'it was also given to one-third of the 
new admissions. Toxicity studies had shown 
a wide margin of safety, but for the first 3 
months all the patients on the new drug had 
a weekly battery of liver, urinary, and blood 
tests and their temperatures, pulse and re- 
spiratory rates, and blood pressures were 
recorded thrice daily and they were weighed 
weekly. 

In our experience with 250 cases to date 
we have found no evidence of liver or kidney 
damage; the pulse rate, blood pressure and 
temperature remain constant on normal 
dosage and though the white cell count fluc- 
tuates we have had no cases of agranulocy- 
tosis. Two patients have developed leuko- 
penia; in one we discontinued the drug as 
at the time we had little experience of it; in 
the other we persisted with Pacatal as it was 
helping the patient and the white cell count 
gradually returned to normal. We now re- 
strict our laboratory studies to a weekly 
white cell count and differential for the first 
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month and monthly thereafter unless the 
white cell count is abnormal. A careful 
physical check is kept on the patients and 
this is much more valuable than any labora- 
tory studies. 

There is always the danger that a 

noisy and aggressive patient who has forci- 
bly been drawing attention to himself 
may become quiet and uncomplaining when 
put on the drug and so may be overlooked 
and may develop serious complications. This 
happened to 2 of our patients. The first, a 
veteran of 83, made a remarkable recovery 
from a recurrent manic episode in 5 days 
then we discovered that he had an atonic 
bladder and he required an in-dwelling 
catheter for one week. The second was a 
deteriorated young schizophrenic who de- 
veloped severe constipation and a paralytic 
ileus that lasted 4 days. The complications 
that occur with Pacatal are associated with 
the drug’s parasympatholytic effects. Nearly 
all the patients developed dry mouths and 
half of them had difficulty in accommoda- 
tion. Their pupils became dilated and they 
had trouble in reading small print, This was 
generally associated with high dosages but 
did occur in a few patients on only 150 mg. 
daily. It affected younger patients more than 
the elder. We subsequently learned that if 
chlorpromazine were substituted for half the 
dosage of Pacatal, the symptom frequently 
cleared up. Constipation occurred in 10% 
and if this was overlooked the patients be- 
came quite toxic and starting vomiting, We 
now prevent the development of eliminatory 
complications by the routine use of laxatives 
and have prostigmine available for obstinate 
constipation and oliguria. 

There were no cases of jaundice or extra- 
pyramidal syndrome. In fact we found that 
Pacatal, substituted for half the dosage of 
chlorpromazine, cleared up the symptoms of 
Parkinsonism which frequently occur with 
chlorpromazine. This was presumably at- 
tributable to the atropine-like effect of 
Pacatal. No allergic reactions such as edema 
or rashes occurred though several patients 
had previously experienced such reactions on 
chlorpromazine. We found that the large 

dosages we used at first produced tremors, 
orthostatic hypotension, and mild pyrexia in 
elderly patients, who became quite confused 
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and toxic. We now find that between 75 
and 150 mg. daily will make these dis- 
gruntled and irascible old hypertensives 
much more pleasant and cooperative. One 
paranoid, resentful veteran of the Boer War, 
who had long been an administrative thorn 
in the flesh of our hospital, became pleasant 
and friendly within one week of treatment 
and has been maintained in a reasonable 
frame of mind on 100 mg. Pacatal daily for 
the past 9 months, despite an alcoholic 
cirrhosis. 

We were unable to confirm Kline’s (8) un- 
favorable report on the toxicity of Pacatal 
and we can only presume that he was in- 
vestigating impure material.* 

The method of administration was to give 
those patients who would cooperate 10 mg. 
tablets thrice daily. The dosage was then 
adjusted up or down till the desired degree 
of tranquillization was obtained. We found 
this varied between 75 and goo mg. daily at 
first, when we were using rather high dos- 
ages. We now find that Goo mg. daily is 
sufficient to render the most excited patients 
quiet in 2 or 3 days. Intramuscular injec- 
tions of the acetate are supplied in 2 cc. 
ampules containing 50 mg. This is diluted 
to 5 cc. with sterile water as saline precipi- 
tates it and is much less painful than an in- 
jection of chlorpromazine. I have given it 
intravenously in the pure form with no ad- 
verse results, We have given between 50 and 
200 mg. daily by injection. It does not flatten 
the patient the way chlorpromazine does and 
he remains ambulatory but tranquil. We 
found Pacatal the treatment of choice in 
manic excitement and schizo-affective psy- 
choses. Like all the other ataraxics, it is 
not indicated in depressions of the intensity 
encountered in psychiatric hospitals though 
it will help to calm the agitation of the in- 
volutional depressive and is an excellent ad- 
Juvant to ECT, shortening its course and 
Preventing the development of postconvul- 
sive confusion or aiding its resolution if it 
does arise. In the more chronic patients 
Pacatal was most effective in the sympto- 
matic treatment of aggression, destructive- 
ness, restlessness and insomnia. 
es 


“This has since been confirmed in a personal 
communciation, 
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In comparison with chlorpromazine it was 
found by both patients and volunteers alike 
to be almost twice as strong a tranquillizer 
and to have a slightly euphoriant effect. One 
patient said it was “like champagne after 
beer.” The volunteers stated that it did not 
make them feel as heavy and drowsy as 
chlorpromazine but that it cut down their 
drive more and reduced their tension and 
hostility to the point that they were unable 
to enter into arguments. It was found to 
produce a vague feeling of restlessness and 
uneasiness when given to chronic severe 
anxiety neurotics whose reactions were char- 
acterized by palpitations and tremors, in 
other words, sympathetic overactivity. Ap- 
parently the parasympatholytic effect of 
Pacatal had still further increased their auto- 
nomic imbalance. We subsequently learned 
through experience that patients of pyknic 
build, who generally tend to show a para- 
sympathetic response to anxiety by sweating 
and gastro-intestinal upset, benefited more 
from Pacatal than the asthenics, who re- 
spond better to chlorpromazine. 

This was well demonstrated by 6 recur- 

rent manics, all of whom had previously been 
treated in our hospital for manic episodes 
with chlorpromazine. They were all of 
pyknic build and responded more rapidly to 
treatment with Pacatal. Two recurrent 
manics of asthenic build were given Pacatal 
during the manic phase and though they im- 
proved gradually, their remission was much 
more rapid on changing to chlorpromazine. 
These results were confirmed by our experi- 
ences with acute schizophrenic psychoses, 
which characteristically occur in asthenics ; 
these responded more rapidly to chlorpro- 
Mazine than to Pacatal. 
_ We are now obtaining excellent results 
in the treatment of severely disturbed psy- 
chotics by using Pacatal and chlorpromazine 
in equal dosage. Not only do the 2 drugs 
appear to act synergistically but they appear 
to be mutually anatagonistic to each other’s 
complications. Perhaps the Funkenstein test 
might be a further help in deciding which 
drug to use or in what proportions, Cer- 
tainly the alliterative aid “Pyknic-Pacatal,” 
‘Asthenic-Thorazine” (or “Lean-Largac- 
til”) has become a helpful guide in our 
application of this most promising new 
ataraxic. 
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It is my impression that the ataractic 
drugs work centrally by depressing the auto- 
nomic outflow and thus reducing the physi- 
cal concomitants of anxiety. The patient, 
now freed from his sweating, tremors, pal- 
pitation, and gastro-intestinal upset, is able 
to take a more objective view of his emo- 
tional problems with which he may now 
cope with the aid of psychotherapy. In addi- 
tion his drive is so much reduced that the 
fear of losing self-control is markedly di- 
minished. Chlorpromazine, as a predomi- 
nantly sympatholytic drug, is indicated in 
the asthenic who is prone to feel anxiety at 
an adrenergic level. Pacatal, a more vagoly- 
tic drug, is helpful to the pyknic, whose 
anxiety is frequently cholinergic in charac- 
ter. A combination of both drugs would 
seem to be indicated in those patients who 
lie somewhere in between these extremes. 

After this review of the accomplishments 
of the ataraxics, it is time to take an objective 
view of their place in the psychiatric hospi- 
tal. In their favor, let us say that for the 
first time our discharges outweigh our ad- 
missions, that the hospital atmosphere is 
calmer and more optimistic, seclusion is 
down to below one-tenth of its previous rate 
and ECT to one-third. 

However, not one single deteriorated 
schizophrenic has been discharged as a re- 
sult of these drugs. They just will not touch 
the hard bedrock case. This near-miracle, 
in our experience, can be accomplished only 
by lobotomy when the indications for this 
last-resort treatment are overwhelming. 
Now, before we submit any of our patients 
to lobotomy, we first try them on intensive 
courses of these drugs and a few patients 
show just sufficient temporary improvement 
to make us hold up their operations for a 
further period of reassessment and observa- 
tion. This has significantly reduced the 
number of lobotomy operations in the last 
2 years. 

The general acceptance of these “wonder 
drugs” by the lay press and our own spe- 
cialists has considerably stimulated the en- 
thusiasm of our medical and nursing staff. 
In the course of research work on the back 
wards, we have come to take an unusual in- 
terest in the legacy of chronic schizophrenics 
bequeathed us by former therapists. An in- 
fectious air of optimism has been created in 
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the increased interest that research causes 
the staff to show in them. Even such mun- 
dane procedures as the estimation of blood 
pressures, pulses and temperature rates 
achieve an added significance when they are 
taken by an enthusiastic nursing sister, who, 
unconsciously, is anxious to give the research 
physician just what she thinks he ought to 
want and is equally as eager to obtain it from 
the patient by cajolery or flattery. It makes 
their work more interesting and adds'a sense 
of achievement to what has often become a 
dull and monotonous task. 

We, ourselves, objective though we think 
we are, by our very interest bring a feeling 
of sympathy and understanding to those 
chronic patients who have been doubly con- 
demned for their failures firstly, to adjust 
to society and secondly, and much more 
heinous still, to respond to the treatment we 
had to offer, 

These factors of interest, expectancy, op- 
timism and enthusiasm must not be under- 
rated in our appraisal of these new drugs. 
If they have done nothing else, the ataraxics 
have spurred us on to new efforts. In this 
age of anxiety, when the social acceptance 
of the material accomplishments of the indi- 
vidual far outweighs his psychic needs, we 
are likely to become dependent upon ata- 
raxics more and more. The “emotional 
aspirin” is likely to become just as much a 
part of our way of life as the epileptic’s anti- 
convulsant, the alcoholic’s amphetamine, the 
executive’s antacid, the salesman’s hip-flask, 
and the socialite’s sedative, 


SUMMARY 


The ataractic drugs are so called from 
their ability to produce ataraxy: freedom 
from confusion and anxiety. In a veterans 
psychiatric unit of 550 beds with a high rate 
of admissions and discharges, chlorproma- 
zine and reserpine have been intensively 
studied during the past 2 years and since 
June 1955, Frenquel has been given to 130 
patients, and Pacatal to over 250, in an effort 
to clarify the indications for these ataraxics 
in the treatment of acute and chronic psy- 
choses, 
Our experiences with Frenquel are de- 
scribed in some detail as the originally hope- 
ful and eventually disillusioning results 


obtained may explain many ambiguous find- 
ings in this complex field of research. Fren- 
quel appears to have antihallucinatory and 
physically tonic effects in a small minority 
of regressed schizophrenics but to be of no 
value in the treatment of acute psychoses, 
Reserpine has also failed to fulfill earlier 
expectations. It is now reserved for the 
tranquillization of arteriosclerotics and as an 
adjuvant in the psychotherapy of some with- 
drawn schizophrenics, 

Pacatal, a phenothiazine derivitive re- 
cently developed in Europe, and chlorpro- 
mazine are virtually interchangeable and 
synergistic. Pacatal is almost twice as strong 
a tranquillizer but a weaker hypnotic. It 
is mildly euphoriant and strongly para- 
sympatholytic unlike chlorpromazine, a 
sympatholytic and depressant. Both are indi- 
cated in the symptomatic relief of psychomo- 
tor excitation, aggression, destructiveness, 
restlessness, and tension in acute and chronic 
psychoses. A combination of both, in which 
their mutually antagonistic autonomic ef- 
fects reduce the incidence of complications 
and abolish the Parkinsonian syndrome, is 
yielding promising results, 

In this study these drugs have significantly 
reduced the need for ECT and lobotomy 
without replacing these valuable methods of 
treatment. The seclusion of disturbed pa- 
tients has been reduced to one-tenth, Since 
July 1955, insulin coma therapy has been 
replaced by group psychotherapy using ata- 
Taxics as adjuvants, Over twice the num- 
ber of patients can be treated, so far with 
better results, Our discharges during 1955 
outnumbered our admissions; the hospital 
atmosphere is calmer, and there is increased 
confidence and optimism, These latter fac- 
tors cannot be ignored. 

Alone, ataraxics merely modify symp- 
toms but in conjunction with psychotherapy 
they open up wide vistas of therapeutic 
promise. 
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DISCUSSION 


Gornon O. Parton, M.D. (Ste. Anne de Belle- 
vue, Quebec).—In discussing the position of ata- 
raxic drugs in the psychiatric hospital, Dr. Bowes 
has already stressed the importance of interpersonal 
relationships, emotions, and enthusiasms. I would 
like to suggest a slightly different emphasis on 
these factors by reference to the “hard core of dis- 
turbed and aggressive patients” and “the substitu- 
tion of the ataraxics for insulin coma therapy.” 

Last summer 10 cases were selected solely on the 
criterion that they had the longest continuous terms 
m our side-room section, varying from 24-77 
months, Ataraxics were administered for 4 days. 
The patients were then moved to a large dormitory 
on our admission ward. Two nursing orderlies were 
with them, When the move was completed, a nurse 
aptly described the situation in these words: “It is 
Peculiar to see all the patients so relaxed, while the 
orderlies look as if they are sitting on the edge of 
a volcano waiting for it to erupt.” Fortunately no 
major eruption occurred and the tension subsided. 

he nurses responded to the challenge and ren- 
dered invaluable aid in assisting the orderlies to 
Ata) a variety of methods to control aberrant 
rma Ona few occasions orderlies were trans- 
i rred off the project in order to avoid the use of 
ocked doors or any other kind of physical force. 

Six weeks later these 10 patients were distributed 
to various wards throughout the hospital. Subse- 
quent reassessment of each patient's behavior indi- 
cated definite improvement in §, slight or no im- 
provement in the other 5. It seems that these last 
5 were maintained out of seclusion more as a result 
‘a ae in staff attitude than because of a change 
ad patients. Change in staff attitude had been 

$ possible by feeding ataraxics to the patients. 
ss upport for this view is the fact that two weeks 
f er, the 5 remaining secluded patients were trans- 
erred out of the side-room section with no special 
oon or preliminary medication. Tolerance for 

rrant behavior had increased as the staff had 


learned new methods of control. They had wit- 
nessed the demonstration that such things could be 
done. They now had the responsibility of maintain- 
ing their own prestige and self-esteem. The ata- 
raxic drugs still play an important part, but this 
change in staff attitude seems equally important in 
keeping our side-rooms almost empty. 

Last summer I was quite enthusiastic about the 
change from insulin coma therapy to the ataraxic 
push group. It certainly made work more pleasant 
and less rigorous in many ways. Great feelings of 
security are afforded both patient and staff when 
the most disturbed admission cases can be con- 
trolled on chlorpromazine within a few hours. At 
an early stage the patient can be given to under- 
stand that the controls will be returned to him as 
soon as he has the ability to use them. This is an 
excellent start in personal relationship therapy. But 
at present I find a definite lack of evidence that the 
duration of treatment or quality of recovery has 
been essentially different for our patients in these 
2 groups. 

I have the impression that during treatment the 
following differences have existed: 

1. Some patients seem to reach a degree of im- 
provement short of readiness for discharge, but then 
stagnate for weeks in a quiet, contented, seclusive 
state. In the ataraxic-push group I have yet to find 
a method to break up this stagnation. With insulin 
coma therapy the patient could usually be stimu- 
lated to further improvement by discussion or in- 
terpretation of his actions or his semistuporous re- 
marks, at the time of awakening from comas. Ana- 
lytically orientated interpretations flowed freely on 
such occasions. 

It may be that insulin coma therapy is the treat- 
ment of choice for the quiet withdrawn patient, 
lacking gross physical evidence of tension. 

2. There has been a change in themes of conver- 
sation during group therapy. In the insulin group 
the patients frequently ventilated their feelings of 
loss of self-confidence, inadequacies, past history, 
and various personal conflicts, with frequent refer- 
ence to their experiences associated with the comas, 
In the ataraxic group a patient may use one session 
for such ventilation, but in general there is more 
emphasis on the theme that he was sick, is now 
better, almost ready to leave hospital and go to 
work. 

This change of emphasis seems to suggest a 
somewhat different process of recovery, namely: 
(1) On insulin coma therapy, conflict material 
brought vividly into consciousness each morning 
may result in desensitization, so there is less need 
for psychotic defenses, and recovery ensues. (2) 
In the ataraxic group the emphasis may be on re- 
pression and reintegration. This very process 
recovery may explain my difficulty in disturbing a 
plateau during therapy. The situation is very dif- 
ferent when the patient's defenses are wi 
each morning by comas. ol shu eect tab 

In summary, I see some of the im c- 
tions of these drugs as: (1) An improved method 
of control of disturbed patients. This may create 
new feelings of security for both patient and staff, 
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thereby making possible or even initiating a dif- 
ferent type of therapeutic community. (2) They 
make the patient more accessible to a therapeutic 
milieu. 


BENJAMIN Pottack, M, D. (Rochester, N, Y.). — 
The concentration on steroid chemistry, the inves- 
tigation of the pituitary-adrenal axis, the indole 
and tryptophane derivatives, and the investigation 
of the metabolism of phosphorus show both con- 
sistent and varying results. The relationship of these 
substances to mescaline, lysergic acid, and other 
substances indicates that many of these products 
can produce grossly similar biochemical changes 
in the body and, according to their concentration, 
varying reactions in the human organism. This 
has opened wide speculation and hope that through 
biochemical and physiological means, the key to the 
mystery of the causation of mental illness may be 
solved. It must, however, be emphasized that men- 
tal illnesses, particularly schizophrenia, seem to be 
due to many causes and they show varying changes 
in the body, particularly in the responses of the 
adrenals, hypothalamus, and metabolites, not only 
among different schizophrenics but also in the same 
schizophrenic from day to day. Although many of 
the hallucinogens and psychomimetic drugs can 

produce some of the symptoms of schizophrenia, 

namely, hallucinations and depersonalization, it 
must be emphasized that these are only a small pic- 
ture of the altered behavior and do not necessarily 
have the same fundamental implication of similar 
etiology. The studies of the effect of such drugs 
on serotonin have indicated some exciting possi- 
bilities, but its specificity and possible relationship 
to mental (Phenomena remain to be further investi- 
gated. Biochemical interaction and changes are 
findings in various forms of mental illness, but un- 

fortunately are not consistent even in the same ill- 

ness or in the same individual, 

Tt is quite obvious that mental illness is - 
uct of multifactorial changes which seem gs 
lated to an interference with the major enzyme 
systems. It is quite evident that concentration on 
a unitarian approach will end in failure, It has 
been readily demonstrated that reversal of the 
chronic schizophrenic psychosis cannot be produced 
by the substitution or, indeed, the inhibition of a 
single factor found in research. The attempt to re- 
store such autonomic control of the body by the 
use of parasympathomimetic or sympathomimetic 
drugs has ended consistently in failure, 

Our experience at the Rochester State Hospital 
comprises 2 years’ observation with over 1,500 pa- 
tients given chlorpromazine, several hundred with 
reserpine, and smaller numbers given other drugs 
such as Meratran, Frenquel and promazine. It is 
interesting to note that the 2 original drugs, chlor- 
promazine and reserpine, still seem to have the 
greatest appeal and acceptance. The great variety 
of other drugs which haye been produced in an 
attempt to mimic the action of these drugs have 
failed to produce higher therapeutic benefits. It is 
still our finding that chlorpromazine appears to 
produce the greatest benefits followed closely by 


reserpine. Frenquel (400 mgm.), Meratran, and 
similar drugs seem to be without value in the treat- 
ment of psychotics and we have abandoned their 
use entirely. 

The foregoing papers report a wide variety of 
results from the use of other drugs such as Pacatal 
and promazine. It is important to remember that 
patients improved before electroshock and drug 
therapy were available. In estimating the results 
of treatment one must be aware of the statistical 
expectancy of spontaneous improvements without 
the use of such treatments. Thus the results here 
reported seem to indicate extreme therapeutic vari- 
ations from the use of these products, from almost 
universal success to that of minimal or no results. 
It must be pointed out that the use of such drugs 
has been associated with an increased use of other 
factors which may play a fundamental role in the 
enhancement of the effects of such products. We 
have been impressed with the increase of good 
results when drug therapy has been considered as 
only one of a multitude of treatments in which 
psychotherapy and a total push program play a 
major role. 

The use of terms such as antihallucinatory is to 
be deplored. It would, indeed, be naive to think of 
treating a single symptom of mental illness as if 
this were a unitary and unrelated finding. The 
exploitation of drugs based upon such expectancy 
has led to failures which should have been obvious. 

One is impressed with the great variation in the 
therapeutic evaluation of these drugs. Since this 
field seems to hold hope, it would appear appro- 
priate for this organization to appoint a committee 
to delineate certain clinical symptoms and changes 
in the body which can be evaluated and compared 
by various investigators. The need for the inclu- 
sion of similar factors appears obvious and would 
increase the comparative validity of reported re- 
sults. The papers here presented indicate a feeling 
of encouragement and hope that perhaps organic 
and clinical research may hold the key to the 
future control of mental illness. It must always be 
remembered, however, that many of the reported 
findings are not the cause but the result of mental 
illness and that a single biological or chemical 
change is not primary but secondary. The resurg- 
ence of such investigation and the great emphasis 
upon the medical treatment of the psychotics is, 
indeed, an encouraging hope for the future. 


REPLY TO FOREGOING DISCUSSIONS 


H. Ancus Bowes, M.D. (Ste. Anne de Belle- 
vue, Quebec).—In answer to the many remarks 
that have been made concerning the toxic effects of 
Pacatal I am deeply sympathetic with the discuss- 
ants. I went through the same phase last summer 
and at one time became so discouraged as nearly 
to give up my research with this powerful new 
drug, but we weren't killing anybody and we were 
doing some patients a lot of good, so I decided to 
deal with complications as they arose and was fairly 
successful in that we had only one major compli- 
cation, which never recurred. 

They say that beauty is in the eye of the be- 
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holder; perhaps the observation of symptoms car- 
ries with it this projective implication. In the in- 
vestigation of new drugs one goes through phases 
of enthusiasm and frustration. We are looking for 
the universal panacea—the magic bullet. Here we 
have a new drug—it may be the answer to our 
problems—our enthusiasm mounts despite our su- 
perficial attempts at objectivity. Our results are 
proportionately better and then along comes a 
damning pronouncement by an authority as eminent 
in the ataractic field as Dr. Kline. It deals a 
severe blow to our confidence. We start looking 
for trouble and we find it. Mentally sick people 
are very much like children in their ability to sense 
indecision, fear and anxiety in their parent surro- 
gates, which is the position that therapists and 
nurses play. 

Of course, there are some unpleasant side-effects 
such as dryness of the mouth and failure of accom- 
modation. However, the patients themselves, in 
my experience, regard this as a trivial price to pay 
for the ataraxy they are experiencing. This symp- 
tom can be ameliorated by an old-fashioned com- 
bination of glycerine and lemon juice. At least it 
means that most of them will take in adequate 
fluids because of their intense thirst. 


With regard to the eliminatory complications, 
some of our patients are so regressed that they are 
unable to give any account of their excretory proc- 
esses. It is an unjustifiable intrusion to have our 
nurses and orderlies checking on their toilet activi- 
ties all the time. However, we did give them laxa- 
tives as a routine and in cases of suspected severe 
constipation, however dynamically oriented you 
are, do not hesitate to slip on a rubber glove, insert 
a digit and see if there is any obstipation there. It 
is better to risk the exacerbation of a psychosis 
than to invite a paralytic ileus. 

With regard to atonic bladder—these patients 
are thirsty, give them lots of fluids and if anything 
goes wrong don’t hesitate to discontinue or reduce 
the medication and try prostigmine; you will get 
some results with that. Above all, realize that 
laboratory reports are inadequate and tardy substi- 
tutes for clinical observation, though it is much 
easier to read a green slip from the laboratory 
than to go up and look at a patient. I think we 
must have confidence in our clinical judgment to 
cope with emergencies as they arise and to pre- 
vent their recurring. Lack of clinical acumen will 
only lead to the misuse of what appears to be a 
most promising ataraxic. 


A TWO-YEAR EVALUATION OF CHLORPROMAZINE IN CLINICAL 
RESEARCH AND PRACTICE! 


SIDNEY MALITZ, M.D., PAUL H. HOCH, M.D. anp STANLEY LESSE, M.D.2 
New York Crry 


With each announcement of a new drug 
for the treatment of mental illness, there is 
an accompanying flurry of optimistic excite- 
ment and magical expectation. Encouraging 
progress reports and glowing predictions 
from some of the nation’s leading news- 
papers and popular magazines contribute to 
the atmosphere of rising hope. : 

The passage of time carries with it a so- 
bering objectivity. It allows the opportunity 
for repeated clinical trials and follow-up 
studies so essential for the proper evaluation 
of new compounds, 

It is difficult to estimate the time necessary 
to assess adequately a new drug. With com- 

pounds that show little or no clinical activity 
the task is simple and they may be discarded 
after a brief pilot study of several months or 
less. But with medications that demonstrate 
genuine promise the problem becomes much 
more complex, Probably 2 to 5 years are 
required before an adequate appraisal of 
clinical effectiveness can be made. The ele- 
ments of suggestion, which to some extent, 
can be eliminated earlier by double blind 
studies have by this time spontaneously been 
dissipated. Side-effects or complications, 
sometimes delayed in showing themselves, 
have by now made their appearance and can 
be weighed against the positive benefits of 
the drug. 

Chlorpromazine stands as an example of 
that new group of tranquillizing agents which 
have shown considerable merit and now are 
in need of further careful scrutiny. Our 

own experience with chlorpromazine extends 
over a 2}-year period, barely enough, per- 
haps for a retrospective evaluation. We rec- 
ognize, however, that our appraisal is but an 
interim revue and that the final word will not 
be written for some time to come. 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 From the New York State Psychiatric Institute, 
722 W. 168th St., New York City. N. Y. 
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We should like to stress from the outset 
that this is a clinical paper. We have studied 
over 300 cases receiving the drug from 6 
weeks to 24 months, Some of the latter 
group continue to receive the drug at pres- 
ent. We began our investigations with the 
German product Megaphen before chlorpro- 
mazine was available in this country. Our 
early cases, since we were experimenting 
with a new drug and wanted to observe its 
psychic effects and toxic properties directly, 
were not controlled. We are not, therefore, 
presenting statistical data based on double 
blind studies. The material covered is the 
result of careful observations and follow-up. 
On this basis, we feel it has clinical signifi- 
cance, 

Another point we should like to stress is 
the nature of our patient group. One-third 
of our patients were hospitalized and the 
remainder were outpatients. The vast major- 
ity of our inpatients were voluntary admis- 
sions, predominantly pseudoneurotic schizo- 
phrenics. This group showed a great deal of 
pan-anxiety and subjective tension, but mo- 
tor manifestations such as hyperkinetic or 
assaultive behavior were minimal or absent. 
Even the small number of overtly schizo- 
phrenic patients in our wards differed from 
many such patients seen in state hospitals in 
that they were readily manageable, were not 
hyperactive and did not require restraints 
because of destructive behavior. 

Our outpatient group contained a mixture 
of neurotic, pseudoneurotic, and ambulatory 
schizophrenic patients as well as a number 
of depressed patients. They were fairly typi- 
cal of the type of patients seen in a big city 
psychiatric outpatient clinic and some metro- 
politan private practices. It is most impor- 
tant to keep this type of patient material in 
mind, since the difference between our ex- 
periences and others may be in part ac- 
counted for by the difference in patient ma- 
terial. 


1956] 
METHOD OF ADMINISTRATION 


Initially we followed the hibernation tech- 
nique of Delay and Deniker but found with 
our material we could not duplicate the 
hibernation state. Some of our patients even 
i with doses up to 2,400 mgm. daily were able 

to walk about freely and showed minimal 
drowsiness or other side-effects. At first, we 
Kept our patients on strict bed rest for a 
week during the period of intramuscular in- 
jection. We soon found that the oral medi- 
cation was just as effective as the I.M. and 
teserved the latter only for uncooperative 
patients. We also discontinued the bed rest 
when we found the danger of hypotensive 
Plenomena to be considerably less than we 
had expected. We were seldom troubled by it 
except when certain sensitive patients would 
Suddenly change from a lying to a sitting or 
Standing position. 

We eventually developed the following 
regimen which we have continued to the 
present time: 

Patients are started on a dose of 50 mgm. 
tid. the first day and raised by too mgm. 
daily to 1,000 mgm. or more. The dosage is 

l Taised to the point where it eliminates symp- 
toms and toxic side-effects appear. It is then 
gradually reduced by 50 mgm. daily to the 
lowest level that will keep symptoms from 
Tecurring. The patient is then maintained 
on this level for varying periods depending 
on his clinical needs. Our maintenance doses 
have varied between 75 and 2,400 mgm. 
daily, There was a marked individual varia- 
tion in therapeutic responsiveness as indi- 
fated by this wide range in maintenance 
levels. The majority of patients who re- 
Sponded to this regimen did not require a 
Maintenance dosage over 600 mgm. daily. 

ve this dosage the incidence of side- 
ects increased sharply. Sweeping state- 
ments to the effect that only very low or very 
igh dosages are effective do not appear to 
warranted. 


TYPES OF RESPONSE 


What is the nature of the improvement 
and which conditions respond best? It is by 
Now well known that the great advantage of 
tranquilizers is their ability to produce 
à calming effect with a minimum of drowsi- 
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ness and absence of confusion. Comparable 
doses of barbiturates to produce the same 
degree of relaxation and diminution in motor 
activity frequently result in drowsiness to 
the point of sleep. It is not our intention 
here to speculate on the physiology or site of 
action of the drug in the brain. 

It was our experience that the more 
overtly disturbed was the patient, the more 
effective was the action of chlorpromazine, 
Calming effects in patients in whom motor 
manifestations of anxiety were minimal or 
absent were far less consistent than in agi- 
tated or combative patients. This obser- 
vation transcended diagnostic boundaries. 
Since most of our patients, both hospitalized 
and outpatients fell into the less disturbed 
group, results with chlorpromazine alone 
were frequently disappointing. This was 
especially true with the “garden variety neu- 
rotic” whose predominant symptoms were 
expressed in the form of phobic mechanisms, 
hypochondria, or obsessive preoccupation. 

Anxiety was found to be reduced in some 
patients but not in others. Obsessive rumi- 
nation was usually little affected. Deperson- 
alization phenomena were frequently inten- 
sified. More will be said about this below. 
The response in phobic patients was ex- 
tremely variable. In some, the phobic anx- 
iety was considerably reduced, but in others 
the taking of the drug itself became involved 
in a phobic avoidance when unpleasant side- 
effects developed. In a number of instances 
paranoid ideation weakened while the patient 
was receiving the drug. In a few others it 
was intensified, apparently in relation to the 
side-effects. In ambulatory schizophrenic pa- 
tients with little or no drive the results were 
uniformly poor, with virtually no effect on 
the quality or intensity of the symptoms. 

Our experience with depressions has been 
frequently disappointing and always unpre- 
dictable. Only a very small percentage of 
patients who were depressed improved on 
chlorpromazine alone and some became much 
worse, Chlorpromazine combined with the 
amphetamines gave better results but even 
with this addition, fewer than 50% of these 
patients improved. Agitated depressions re- 
sponded better than the quiet withdrawn 
group. In some instances the agitated fea- 
tures would be diminished with the drugs 
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but the underlying depression remained. 
Electroshock still appears to be the treatment 
of choice for depressions. We have found no 
evidence in our material that giving chlor- 
promazine with electroshock appreciably 
shortens the course of ECT. 


CLINICAL COURSE 


In some patients who showed improve- 
ment with the drug, relapses occurred both 
while receiving medication or shortly after 
its discontinuance. In patients who relapsed 
while receiving the drug, raising the dosage 
sometimes resulted in a return of the im- 
provement. In others an adaptation seemed 
to take place and no further improvement 
was forthcoming. Some of these patients, 
when started on other phenothiazine deriva- 
tives without their knowledge once again 
improved. It is still impossible to predict, 
with any degree of statistical validity, how 
many patients can have the drug discon- 
tinued and how many will have to be kept 
on it indefinitely. We cannot confirm the 
observations of others that the majority of 
patients do not need some form of mainte- 
nance dosage, even when receiving accom- 
panying psychotherapy. 

The early literature admonished against 
combining barbituates with chlorpromazine, 
speaking about 3- to 5-fold potentiation. 
We have found that with patients receiving 
400 mgm. of Thorazine daily or less, we can 
prescribe pentobarbital in 0.1 gm. capsules 
without incident. This has frequently been 
necessary in that group of patients receiving 
Thorazine who did not become drowsy or 
derive any sleep-producing benefits from the 
drug. Intravenous barbituates and Thora- 
zine would appear to us to be still too dan- 
gerous to combine without extreme caution. 

We have combined chlorpromazine with 
Serpasil and found no advantage to this com- 
bination. Again we wish to stress that this 

may be in relation to our case material with 
its large representation of pseudoneurotic 
schizophrenics. In our experience, chlorpro- 
mazine had a more rapid action than Serpasil 
with psychic side-effects such as depersonali- 
zation and depression being less frequent, In 
spite of the fact that the physiologic side- 
effects of oral chlorpromazine are greater 
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than those of oral Serpasil, they were not 
serious and we found it to be more effective 
clinically than Serpasil by mouth. Intramus- 
cular Serpasil, however, has compared fav- 
orably with I.M. chlorpromazine. 


SIDE-EFFECTS 


In the same way that there is a marked 
individual variation in the therapeutic effects 
and dosage, there is also a marked variation 
in the incidence and intensity of side-effects. 
As a general rule, however, more complica- 
tions develop on higher dosages than lower 
ones. 

The most common side-reactions encoun- 
tered were drowsiness and fatigue. Some 
patients became very drowsy and weak on 
only 150 mgm. daily while others showed 
little evidence of drowsiness on a daily main- 
tenance dosage of 1,000 mgm. 

The Parkinsonian syndrome has occasion- 
ally developed on dosages as low as 150 
mgm. daily but we rarely have seen it on 
maintenance doses of less than 500 mgm. 
daily. On the other hand, several patients 
receiving over 1,000 mgm. daily for a month 
showed little or no evidence of Parkinson- 
ism. In our own material, all patients with 
a marked Parkinsonian picture have returned 
to normal within a week after discontinuing 
the drug, although we have learned of in- 
stances from our colleagues where the symp- 
toms persisted for over a month after the 
drug was stopped. 

Jaundice was an infrequent complication 
in our series. Its occurrence seemed to beat 
no relationship to the amount of medication, 
occurring on both high and low dosages. 
There was no consistent temporal pattern 
since it developed both early and late in treat- 
ment. Several patients who had developed 
jaundice on earlier courses of chlorproma- 
zine therapy did not have a recurrence of the 
condition on a second course of the drug 
later on. 

We have observed one case of agranulo- 
cytosis unquestionably associated with chlor- 
promazine administration. The condition de- 
veloped in a middle-aged male after only a 
week of the medication. The patient received 
a maximum of 400 mgm. daily. Most cases 
of agranulocytosis, regardless of the etiologic 
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agent, begin to develop during the first week 
of drug therapy. Therefore it is wise to 
observe the patient carefully for fever, sore 
throat, or dysphagia during this period, and 
to obtain an immediate blood count if these 
symptoms develop. 

Since fewer than a dozen cases of agranu- 
locytosis have been reported in over 4,000,000 
patients receiving the drug, the safety factor 
remains quite high. These figures lead one to 
speculate that the agranulocytosis observed 
was due to a nonspecific and as yet unknown 
sensitivity of certain individual patients 
rather than any specific leukocyte destroying 
property of the drug. We continue to take 
monthly routine counts on our patients, 
chiefly for medico-legal purposes. 

In addition to these side-effects, we have 
observed a syndrome not before reported to 
our knowledge. This wasa reaction seen only 
ina half-dozen patients early in our observa- 
tions in the spring of 1954. It was a myas- 
thenia gravis-like reaction in which the pa- 
tient developed a choking sensation in his 
throat, difficulty in swallowing and chewing, 
a thickness of the tongue and slurring speech, 
with occasional respiratory embarrassment. 
We were considerably alarmed by this and 
administered prostigmine with equivocal re- 
Sults. Fortunately the condition was self- 
limiting and we have never seen it again. It 
may have been related to the particular batch 
of chlorpromazine we were using at the time. 

_An interesting observation in our outpa- 
tient group was that many patients refused to 
continue the drug and discontinued its usage 
of their own accord usually within the first 
2 or 3 days. This could not happen in our 
hospitalized group because of hospital disci- 
Pline. Those outpatients who discontinued 
the drug usually did so because of an increase 
in their anxiety associated with marked weak- 
ness, drowsiness, aches and pains, or feelings 
of depersonalization and depression. We 

ve seen the development of depression 
where it had not existed before and the 
epening of a depression already present. In 
addition, both inpatients and outpatients de- 
veloped acute psychotic reactions with the 

Tug characterized by intensification of un- 
Teality feelings already present and the de- 
Yelopment of hallucinations and delusions. 

ese subsided in 2 or 3 days after the drug 
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was discontinued. Precipitation of psychosis 
was perhaps more of a problem in our pa- 
tient material than in some other types of 
case material. Because of this ever-present 
danger, however, it is most important to 
screen patients carefully and observe them 
closely in the early days of the drug adminis- 
tration. 


CHLORPROMAZINE AND PSYCHOSURGERY 


Claims have been made that chlorproma- 
zine acts as a chemical lobotomy and dis- 
penses with the need for psychosurgery. We 
wish this were true but unfortunately have 
not found it to be the case. While a number 
of previously hyperactive patients can be kept 
tranquilized almost indefinitely with the drug, 
there is a large group of patients, especially 
among the pseudoneurotic schizophrenia 
group, with unbearable anxiety and motor 
tension in which the hyperactivity factor is 
minimal. These patients do poorly with all 
forms of treatment, including chlorproma- 
zine, but a large percentage have shown a 
quantitative diminution in the level of their 
anxiety with resultant improved function 
after psychosurgery. 

Chlorpromazine has been helpful in con- 
trolling the excitement stage occasionally 
seen in the first few days following lobotomy. 
It has aided in dispensing with the need for 
restraining sheets in such instances. 


BLOCKING ACTION OF CHLORPROMAZINE IN 
MODEL PSYCHOSES 


One of the most provocative research ap- 
plications of chlorpromazine has been as a 
blocking agent against the hallucinogens. 
Over 50 patients have thus far been studied. 
Visual hallucinations and depersonalization 
phenomena associated with mescaline and 
lysergic acid administration have been re- 
versed within a matter of seconds in a most 
dramatic fashion by the intravenous injection 
of 15 to 50 mgm, of chlorpromazine. We 
have also used intravenous azacyclonal 
(Frenquel) in 100 mgm. doses for the same 
purpose. Its action has not been as prompt, 
sustained, or as clear as chlorpromazine’s. 
Precipitous drops in blood pressure with in- 
travenous chlorpromazine have rarely oc- 
curred, although gradual B.P. drops of 20 to 
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30 mgm. systolic and diastolic occasionally 
have been noted. Drowsiness, associated with 
more rapid administration of I.V. chlorpro- 
mazine, was not observed with intravenous 
azacyclonal administration. The combination 
of sodium amytal and Desoxyn intravenously 
ranks between Frenquel and chlorpromazine 
as an antidotal agent. None of the blocking 
agents developed to date can be considered 
specific. 


CHLORPROMAZINE AND PSYCHOTHERAPY 


There is an increasing number of psychi- 
atrists today who believe that the ideal thera- 
peutic combination of the future will be psy- 
chotherapy and drugs. What role chlorpro- 
mazine has played in the facilitation of psy- 
chotherapy is still to be evaluated. 

Rather than any direct effect upon such 
factors as insight, suggestibility, or affect, 
chlorpromazine appears to offer greater ac- 
cessibility to the patient by quantitatively di- 
minishing the level of anxiety present. This 
frees the patient from the intensity of his 
self-preoccupation and introspection and 
allows him to focus outward on the therapist 
and what he has to say. In some instances, 

chlorpromazine will afford a severely phobic 
patient who previously was unable to travel 
to the psychiatrist, the opportunity to get to 
his doctor’s for therapy thus obviating the 
necessity for hospitalization. In such in- 
stances the drug is of unquestioned value. 
But there are other instances in which 
chlorpromazine appears to impede psycho- 
therapy rather than benefit it. For ex- 
ample, hypochondriacal patients may re- 
act very strongly to such side-effects as 
weakness, muscle aches, drowsiness, and feel- 
ings of depersonalization. They may center 
their attention on these symptoms thereby 
deflecting their attention from those psycho- 
dynamic factors of more vital significance 
in their illness, and begin to generate more 
anxiety and tension. Instead of the drug 
serving to benefit the patient in such situa. 
tions, it has actually become an obstacle to 
progress and an iatrogenic source of concern, 

Where overt anxiety does not appear to be 

present as a major symptom we have not had 
the impression that chlorpromazine has short- 
ened the duration of treatment or made the 
patient any more accessible or responsive. 
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Many variables enter in to distort such an 
evaluation. The elements of suggestion and 
spontaneous remission must be taken into 
account. We prefer to use the patient as his _ 
own control since this tends to eliminate 
subtle differences in handling from patient 
to patient and gives us a uniform baseline to _ 
check against. i 

We are continuing the search for tran- 
quillizing agents with a broader scope of 
effectiveness and a minimum of side-effects, 
One of these, piperidinochlorphenothiazine, 
was extremely effective as a tranquilizer until _ 
we discovered one patient who developed eye _ | 
findings resembling retinitis pigmentosa, This 
forced us to discontinue its usage. Since then _ 
there has been a number of other reports of 
this same condition from different parts of — 
the country. Fortunately, we have never seen _ 
a case of this nature associated with chlor- 
promazine. 

The same compound, with the addition of 
a brom radical, brompiperidinochlorpheno- 
thiazine, has shown promise as a tranquilizing 
agent and to date has not given rise to any 
eye complications. 


SuMMARY 


In conclusion, we believe that chlorproma- 
zine has established itself as a useful thera- 
peutic tool in the treatment of mental illness. 
It is a relatively safe drug, and although 
the side-effects are many, serious or perma- — 
nent sequelae are almost unknown. In regard 
to its therapeutic effect in our case material 
much is left to be desired. Its range of ap- 
plication appears to be narrow, being most 
effective in agitated, hyperactive, and overtly 
anxious patients, with much more limited 
value in depression, or with obsessive patients 
manifesting little or no increase in motor 
function. It is palliative rather than curative 
Tt can intensify anxiety and precipitate de- 
Pression and psychotic symptoms as well as 
alleviate them. Its major advantage lies in 
its tranquilizing action without accompanying 
marked drowsiness or confusion. Its value 
as an adjunct to psychotherapy is still to be 
evaluated. 

Chlorpromazine has been a major force in 
firmly launching us into the era of psycho- 
Pharmacology. We are still suffering, how- 
ever, from all the uncertainties and hesitation 
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of a pioneer venture. This should not deter 
us from continued investigation and progress, 


DISCUSSION 


Werner Tuteur, M.D., (Elgin, Ill.)—It is 
becoming more and more evident that psychotics 
react better than neurotics to the so-called newer 
drugs. For this there may be two reasons. Psy- 
chotics are usually confined to institutions where 
under a controlled regime the use of drugs is the 
tule. On the other hand, it seems to be especially 
the acuteness of a psychotic illness that makes for 
a better response than a neurosis which has become 
chronic and crippling. It has been the experience of 
several investigators that neurotics quickly apply 
their doubts to the efficacy of the drugs, a phenome- 
non which has not been observed in the acutely 
disturbed psychotic. This, of course, does not cover 
the psychotic patient disturbed to a degree that he 
will not cooperate in taking the drugs, making 
Parenteral medication necessary. 

The question still remains as to how long a patient 
should remain on these drugs, once social recovery 
and symptomatic improvement have been reached. 
A study presently undertaken at Elgin State Hospi- 
tal on discharged patients who had reached social 
recovery, indicates that constant adjustment and 
readjustment remain necessary, even 9 months after 

ischarge, to prevent relapse as well as side-effects. 
A special chlorpromazine-reserpine clinic serves this 
very purpose. 

Regarding the treatment of morphine withdrawal, 
Teports differ widely as to the efficacy of chlor- 
Promazine and reserpine. Such investigations should 
e carried out only under conditions where the pa- 
tient is completely isolated, Possible availability of 
Contraband is always present if this prerequisite is 
not fulfilled. Reports by Frazer and Isbell (J. 
Pharmacol. & Exper. Therapeut, 116:21, Jan. 
1956) of the National Institute of Mental Health, 

diction Research Center, Lexington, Kentucky, 
claim that both drugs are ineffective in this area. 

he combination of Frenquel with reserpine 
Sounds promising, although, as in any combination, 
individual adjustment of the combination factors to 
cach other is essential. 

F: renquel and other ataractic drugs may have a 

eficial effect on “ectodermal diseases” other than 
the neurological and psychiatric entities. Spinka 
(Ill. Med. J., 109: 128, Mar. 1956) has observed 
800d results with chlorpromazine in psoriasis, and 

‘tguson has observed the same with Frenquel. 

urther reports on dermatological syndromes re- 
‘ponding to ataractic drugs may be revealing. 

sistent reports of follow-up psychotherapy 
after and concomitant with ataractic drugs so far 
are missing, 

Both Winkelman and Malitz mention that anxiety 
reactions respond best to chlorpromazine, a fact 
hich has been amply borne out by most investiga- 
ors. It would be interesting to know the sympto- 
matology of the two cases of obsessive reactions in 

r. Winkelman’s paper who responded to chlor- 
Promazine, inasmuch as obsessive-compulsive illness 
Temains the stepchild of all therapy. We have not 
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been applying stimulants in combination with chlor- 
promazine, such as dextro-amphetanin, to combat 
drowsiness, but prefer to either decrease or dis- 
continue chlorpromazine. 

Weare especially interested in the patients suffer- 
ing from C.N.S. syphilis associated with hyper- 
active behavior, as Winkelman mentions them. 
Himwich, in a recent paper on the management of 
disturbed mentally defective patients, all of them 
suffering from organic brain disease, points out that 
such patients may be more sensitive to tranquilizing 
drugs than others and may respond to lower dosage. 
Regarding the withdrawal of chlorpromazine, we 
gradually diminished the dosage among the once 
combative and destructive chlorpromazine-treated 
patients in our special chlorpromazine-reserpine 
clinic, and just one week ago we replaced chlor- 
promazine with placebos on 2 patients who had been 
away from the institution 5 and 7 months, respec- 
tively, and who were making exemplary adjust- 
ments. Whether or not maintenance therapy must 
be continued indefinitely is presently subject to a 
special study at Elgin State Hospital. It is surpris- 
ing that Dr. Winkelman has not observed a full- 
blown case of Parkinsonism in his chlorpromazine- 
treated patients. 

We fully agree with Dr. Malitz that a minimal 
period of 5 years is necessary for an adequate ap- 
praisal of the tranquilizers, 

Hoch (Chlorpromazine and Mental Health. New 
York: Lea & Febriger, 1955) already pointed out 
in his paper, “The Effect of Chlorpromazine on 
Moderate and Mild Mental Emotional Disturbance” 
given in Philadelphia, June 6, 1055 (Meeting: 
Chlorpromazine and Mental Health), that compul- 
sive patients did not show much response to the 
drug and that only 20% of other types of neurotics 
lost all their symptoms. He was equally discourag- 
ing about the treatment of depressions with chlor- 
promazine, and found that chlorpromazine was more 
effective in controlling hyperactivity, tension, and 
anxiety. The combination of chlorpromazine with 
electroshock is frowned upon by Kalinowsky, who 
recently reported several fatalities with this mode 
of treatment. Regarding the combined use of chlor- 
promazine with reserpine, we have used it exten- 
sively in relationship of 100 mg. to 1 mg. We found 
that of 74 highly disturbed psychotics so treated, 
30 patients, or 40.5%, developed side-effects, most 
of these being within the Parkinsonian syndrome. 
It is generally agreed that chlorpromazine acts 
faster than reserpine, as was stressed by Malitz, 
and our own study showed that the highly over- 
active and destructive patient needs an average of 
38 days of chlorpromazine, but 54 days of reserpine 
to reach appreciable improvement of these symp- 
toms. It likewise appears to be a fact that dosage 
and duration of administratoin are not related to 
the development of side-effects, as pointed out by 
Malitz and others. Regarding agranulocytosis, we 
had one fatality which occurred after 5 weeks of 
taking 100 mg. of thorazine twice a day. 

Healthy conservatism, combined with the innate 
enthusiasm of the investigator, assisted by pain- 
staking methodology and strictest self-criticism will, 
in the end, render an adequate evaluation of these 
drugs as the years pass by. 


METHYL-PHENIDYLACETATE HYDROCHLORIDE (RITALIN)! 
IN THE TREATMENT OF CHRONIC SCHIZOPHRENIC 
PATIENTS 


BLAINE CAREY, M. D.? MARILYN WEBER, R. N. ann JACKSON A. SMITH, M.D.4 


In determining the effectiveness of a 
method of therapy, the nature of the group 
being treated must be considered. Since it 
has been stated that 80% of those who are 
to be discharged following hospitalization in 
a mental hospital will be discharged within 
the first year, any treatment method tried 
on recent admissions will be more successful 
than the same or any other method tested on 
patients hospitalized more than a year, if 
discharged from the hospital is the criterion 
for marked improvement. Kramer’s(3) 
findings that the likelihood of discharge after 
2 years was no greater in 1950 that it was 
in 1916 emphasizes even more the im- 

portance of considering the history of the 
group being tested. 

Perhaps in no other field do subjective 
opinion, the investigator’s enthusiasm, and 
the salutary effects of attention require the 
simultaneous use of placebo medication as 
in the determination of the effectiveness of 
a therapy for the mentally ill. 

Therefore, in this clinical evaluation of 
methyl-phenidylacetate hydrochloride, here- 
after referred to as Ritalin, the group of 
patients on whom the drug was tested must 
first be considered. They were a group of 50 
chronic schizophrenic patients, hospitalized 
an average of 12.6 years, 25 male and 25 
female, in whom no previous therapy had 
produced any lasting effects, 

Alternate unselected patients were given 
Ritalin or an identical appearing placebo. 
The code was known only to the hospital 
pharmacists and a staff physician who evalu- 
ated any side-effects, this physician did not 
determine any change produced by the medi- 
cation. 


1 The Ritalin used in this evaluation was supplied 
by the Ciba Company. 

2 Staff Physician, Norfolk State Hospital, Nor- 
folk, Nebr. 

8 Research Nurse, Norfolk State Hospital, Nor- 
folk, Nebr. 

4 Associate Director for Research, Nebraska 
Psychiatric Institute, Omaha, Nebr. 
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A control evaluation of all the patients, 
done by the same psychiatric nurse before 
the procedure was initiated, was recorded on 
a standardized form which included verba- 
tim responses to determine orientation, in- 
sight, the presence and content of delusions, 
and energy output. Three different evalua- 
tion forms were tried before one which pro- 
duced significant and descriptive results was 
evolved. No check list sufficiently complete 
to record significant behavior and remain 
within the limits of practicality was found; 
instead the psychiatric nurse made a note of 
the patient’s behavior on entering the room 
and his attitude before and during routine 
questioning. These notes were evaluated 
weekly during the course of the trials by the 
same psychiatric nurse. 

The intial dosage was 30 mg. a day given 
orally in 3 equal doses of either Ritalin or 
placebo. After one week the daily dose of 
Ritalin was increased to 45 mg., after 2 
weeks to 60 mg., after 3 weeks to 90 mg. 
and during the final week to 120 mg. each 
day. The placebo and Ritalin were increased 
by equal amounts at the same time. All other 
medication was discontinued 2 weeks prior 
to the start of the test. 

To avoid the likelihood of those being 
treated receiving added or different atten- 
tion, they all remained on the same ward an 
followed the same routine during the trial 
period. It was of interest that the patients 
showed only a passive interest in the medi- 
cation ; but some of the ward personnel took, 
tasted, smelled, dissolved and broke the 
medication in an effort to determine which 
was the placebo and which the Ritalin. 


RESULTS 


Six patients showed behavioral change as 
measured by their becoming more active; 
however, this increased activity could be 
considered improvement in only one patient. 
This individual appeared less agitated, 
showed more appropriate behavior and mood, 
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and initiated conversation spontaneously 
when interviewed which she had not previ- 
ously done. The other 5 were more active 
by such measures as the amount of time they 
spent standing or pacing compared with their 
previous total inactivity ; or showed less con- 
cern over their delusions but their thought 
content and speech did not become more ap- 
propriate. Another patient became more 
verbose but no less bizarre; and the change 
was considered an increased production of 
abnormal thought content rather than evi- 
dence of improvement. 

A striking finding in this study was the 
degree of stereotypy in the thinking of these 
schizophrenic patients. Several gave varying 
inappropriate answers to standard questions, 
and the same inappropriate answer was 
given verbatim to the same question when it 
was repeated a week later. 

In 4 of the 50 patients, their condition 
was clearly aggravated during the period of 
observation. Three of these 4 were taking 
Placebo and showed an increase in their 
symptoms, became more agitated or were 
less cooperative. Similar exacerbations in 
their illness had been previously noted. 

Twenty-two of the patients taking the 
Placebo and 10 of those taking Ritalin 
showed no measurable change in behavior 
during the treatment period. 


SIDE-EFFECTS 


The only significant side-effects noted in- 
volved the gastro-intestinal system. Seven of 
the 25 patients who received Ritalin and 1 
who received the placebo were reported by 
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the ward personnel to have shown a decrease 
in appetite ; one of these had to be fed whereas 
he had previously eaten spontaneously. All 
(7 on Ritalin and 1 on placebo) complained 
of abdominal discomfort. These symptoms 
appeared during the second week and were 
complained of intermittenly during the 
course of the trial. A complete blood count 
at the termination showed no depression of 
the formed elements of the blood. Four of 
those receiving Ritalin demonstrated the fol- 
lowing weight loss following 5 weeks of 
treatment: 6 lbs., 11 lbs., 13 lbs., and 18 lbs. 


CONCLUSION 


In this group of 50 chronic schizophrenic 
patients, half of whom received Ritalin and 
half an identical appearing placebo the 
Ritalin was without demonstrable effect. 
Six of those on Ritalin showed a decrease 
in appetite, abdominal discomfort, and 
weight loss during the test. 
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WAYS OF AMERICAN PSYCHIATRY 


Report FROM BRAZIL 
JOSE S. ROCHA, Rw pe JaNzmo, BRAZIL 


Dr. José S. Rocha of Rio de Janeiro, who 
recently made a survey study of psychiatry in 
the United States, published his report in 
Correio da Manha. Following are his im- 
pressions: 

Modern American psychiatry is very proud 
of its psychosomatic concepts and of the 
value it attributes to the cultural factors. 
But it emphasizes too much the psychological 
factors, not evaluating adequately the bodily 
factors in the genesis of mental illness. As 
Leo Alexander, one of the best-informed 
American psychiatrists, emphasized in his 
book, Treatment of Mental Disorder, in the 

American psychosomaticism the primacy be- 
longs always to the psyche which performs 
the role of the “big brother,” while the soma 
is nothing more than the “little ignorant 
brother.” This book is being translated into 

Spanish, 

As an example, I refer to the case, ob- 
served by Dr. Samuel A. Kirk, of the 12- 
year-old school boy, who presented bad be- 
havior between periods of meals correlated 
with a low rate of sugar in his blood. Dr, 
Kirk obtained 3 psychiatric diagnoses, one 
saying there was a traumatic experience of 
early infancy, until a common-sense doctor 
suggested a blood sugar test. 

Modern American psychiatry, as taught 
at the university and as practiced in the hospi- 
tal, seems to be totally psychoanalytic. Emo- 
tional conflicts, defense mechanisms, guilt 
feelings, and anxiety are the principal factors 
in the composition of mental disorders. Neu- 
roses and psychoses are determined by the 
same psychological factors. Schizophrenia, 
for example, is a kind of reaction, like de- 

pressive, obsessive-compulsive, etc., reactions. 

Influenced by the anthropologists’ works, 
American psychiatry evaluates the social and 
cultural factors, Thus, the emotional con- 
flicts would be primarily determined by ag- 
gressivity and hostility and not by sexual 
impulses, as stated in the primary Freudian 
view. Neuroses, according to Karen Horney, 
are products of American cultural environ- 
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ment, ways to react within the socially ac- 
cepted patterns to the great and conflictive 
exigencies of American life. Neuroses are 
thus dependent on the present life situation 
and interpersonal relations rather than on 
the preformed instincts as Freud thought. 
Harry Stack Sullivan, one of the most 
praised American psychiatrists, thought in 
the same way when he said neurotics (and 
even psychotics) are not sick people, but 
persons who have problems, and feel em- 
barrassments in dealings with others and un- 
consciously or consciously defend themselves 
against these embarrassments, acquiring new 
problems. 

There is no doubt that psychoanalysis and 
the various psychodynamic approaches de- 
rived from it open new perspectives for the 
interpretation of mental illness and better 
understanding of man. With psychoanalysis 
we become free of determinism, a kind of 
fatalism that existed in the past century. But, 
will there be only these ways, the psycho- 
dynamics for comprehension of mental illness, 
or will there be others, perhaps more fecund 
and not yet found by American researchers? 
These ways exist, but are covered by an 
avalanche of publications on psychoanalytic 
or psychodynamic subjects, Such matters 
overflow into plays made in Hollywood and 
novels that are best-sellers of the moment. 

Beyond this modern demonology, aS 
Norman Reader called it humorously (Sir 
Approaches in Psychotherapy), in which the 
devils have other names—aggressivity, hos- 
tility, guilt feelings, anxiety—and must be 
exorcized, new ways are being opened by 
American researchers, connected with the 
psychobiology of William McDougall and 
Adolf Meyer and the vitalism of Abraham 
Myerson, in which the causes of mental dis- 
orders are multiple and mind and body are 
one. Researches in socio-environmental fac- 
tors, educational processes in mental health, 
and the physiology of the nervous system are 
being carried on in many centers in the 
United States. 


) 


ADVANCES IN MANAGEMENT AND TREATMENT IN 
EUROPEAN MENTAL HOSPITALS: 


LOTHAR B. KALINOWSKY, M.D. New York Crry 


In a survey on English mental hospitals 
made in 1947, Pratt stated that English psy- 
chiatry is more “mental hospital centered” 
than is American psychiatry. This is still 
true, and applies to psychiatry in all Euro- 
pean countries. There is, however, much 
evidence that American psychiatry takes an 
increasing interest in mental hospitals. On 
a national level the newly organized Joint 
Commission on Mental Illness and Health, 
headed by K. Appel and L. Bartemeier, and 
on a state level such plans as outlined for 
New York by P. Hoch in a recent paper on 
“Psychiatric Aims and Policies” examplify 
this trend. In the light of these develop- 
ments it is of interest to investigate the status 
of mental hospitals in other countries, and 
to see which advances made in management 
and treatment might be of value for our own 
efforts in this field. 

_This presentation is based on numerous 
visits to psychiatric facilities abroad and on 
a more systematic study made in England 
and Switzerland last year. The reason for 
the emphasis on these countries is that Eng- 
lish mental hospitals function under the same 
legal restrictions regarding the admission of 
Patients as ours do, while Switzerland is a 
good example of a country without any com- 
mitment procedures, The actual functioning 
of mental hospitals in these two countries 
and their admission and discharge rates do 
not seem to be influenced by such legal dif- 
ferences, They have in common that they 
function in an atmosphere of confidence on 
the part of the general public and the press, 
and most deviations from our own mental 
hospitals can be explained by this public 
Support, 
he curiosity of the foreign visitor is im- 
a lately aroused by some surprising statis- 

a figures. The population of England and 
26s 1s approximately three times that of 
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New York State. In New York with a 
population of 15,000,000 the number of hos- 
pitalized mental defectives is about 20,000. 
In England and Wales with 3 times the 
population of New York a proportionate 
number of about 3 times as many mental 
defectives are hospitalized. Contrary to this 
incurable group the inmate population of all 
other mental hospitals is approximately 
100,000 in New York, but only 150,000 in 
England and Wales, which means that an 
area with 3 times the population of New 
York needs only one and a half times as 
many beds for mental patients. Figures for 
other countries are equally favorable. This 
difference cannot be explained by a lower 
incidence of mental illness because the turn- 
over in European institutions is much higher 
than in this country, and a larger number of 
patients is returned to the community. The 
reasons for this favorable picture should be 
discussed. 

One great difference is the absence of 
legal restrictions for admission to mental 
hospitals in the continental countries and the 
avoidance of existing restrictions in Eng- 
land. The English “Mental Treatment and 
Lunacy Act” provides for Court Certifica- 
tion similar to ours, but the vast majority 
of mental hospital patients are admitted as 
voluntary patients, and hospital directors 
take pride in a high ratio of voluntary ad- 
missions. In some hospitals their number is 
80% to 90%. In 1953, the last year for 
which comparable figures are available, the 
English hospitals had an average of 69% 
voluntary patients, while New York listed 
only 6.8%. That this does not depend on 
the type of patients, but on medical and ad- 
ministrative practice, is illustrated by the 
fact that in England herself the percentage 
of certified patients showed wide variations 
from only 5% in some progressive hospitals 
to 40% in others, Certification is used as a 
last resort, and the figures for voluntary 
patients are even more significant when we 
realize that facilities for active outpatient 
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treatment keep many patients outside the 
hospital who would enter voluntarily. Fur- 
thermore, some hospitals with 80% and 90% 
voluntary admissions have nonstatutory pa- 
tients in newly established annexes which 
have the status of a general hospital; they 
are given a different name but are staffed by 
the mental hospital. While a voluntary pa- 
tient still has to sign a legal form, this is not 
necessary in the annex, thus making it still 
easier for the patient and the family to ac- 
cept hospital treatment. Another means to 
increase voluntary admissions is the newly 
introduced “Urgency Order,” a certification 
for 7 days, used in psychoses which are ex- 
pected to clear up within this time. It is 
being applied mainly for infectious, toxic, 
or posttraumatic psychoses, where the pa- 
tient is usually able within a week to apply 
for his own voluntary admission, Summer- 
dale, the annex of Graylingwell Hospital, had 
104 such admissions ; 8 left at the expiration 
of the urgency order, 80 continued as volun- 
tary patients, and only in 16 cases was it 
necessary to proceed with full certification. 
In most continental countries judicial au- 
thorities do not participate at all in the ad- 
mission of patients. If a person is unwilling 
to enter the hospital, the police can assist but 
the hospital director decides whether the pa- 
tient can be kept against his will. There 
exist, of course, several ways of appeal, The 
different attitude on the part of the patients 
and the relatives is well illustrated by the 
fact that in the Swiss Kanton of Berne of 
2,672 patients in 1954, only in 11 cases dis- 
charge by way of appeal to a supervising 
authority was requested by patients or rela- 
tives. In Germany, where the situation had 
been equally liberal before the war, the dis- 
trust toward mental hospitals, caused by the 
events during the Nazi regime, led to some 
discussion whether the American method of 
court certification should be adopted, but 
practically all psychiatrists oppose it. In 
most countries psychiatric departments of 
universities serve as admission hospitals, In 
Italy a middle-of-the-road solution is still 
based on a 50-year-old law. According to 
this a patient is admitted on a note from a 
doctor through the police for 30 days; he 
can then be discharged and readmitted ; but 
if he is not improving he has to be court- 
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committed. Even this law is about to be 
abolished, 

Admission and discharge rates in all Euro- 
pean hospitals are extremely high. While up 
to 80% of the available beds are taken up by 
chronic patients, the remaining 20% availa- 
ble for active treatment patients provide for 
an amazing turnover. In England admis- 
sions have doubled during the last 10 years, 
but discharges have increased likewise, and, 
although most hospitals are just as over- 
crowded as ours, they managed without con- 
struction of new buildings. The average 
length of stay in an English institution at 
the time of discharge is a little over 2 months, 
and 90% of those discharged leave the hos- 
pital within the first year. 

The admission rate of an average Euro- 
pean mental hospital is almost 70% of its bed 
capacity. In Graylingwell Hospital with 
1,123 patients, 788 or 68% were new admis- 
sions; this is almost identical with the ad- 
mission rate of a German institution in 
Hamburg chosen at random, and close to the 
rate of 70% to 75% in the 3 mental hospi- 
tals of the Swiss Kanton Berne. In Ameri- 
can institutions the admission rate lies only 
between 20% and 25% of the bed capacity. 
It should be pointed out that the figure of 
70% refers to mental institutions compara- 
ble to our state hospitals. An institution 
functioning as a teaching hospital like 
Zurich-Burghoelzli has admission rates twice 
its bed capacity, but a visit to the second 
mental hospital in the Kanton Zurich, the 
Rheinau, showed a correspondingly lower 
admission rate of only 25%, thus giving 
again the usual rate of 70% to 80% for the 
whole area, As an example of a teaching 
hospital which, at the same time, is the only 
institution of that area, figures from the 
Friedmatt in Basle may be quoted: this 544- 
bed institution handled 999 admissions; & 
patients could be discharged and the remain- 
ing beds were freed by death and transfers 
to an old age home. 

The large turnover is made possible by 
an extremely liberal discharge policy. 
different attitude by the general public and 
the press necessarily removes the fear on the 
part of the hospital director to be blamed for 
unfortunate events that might occur with 
discharged patients. Readmission rates, © 


1956] 


course, are high in hospitals with a policy 
of early discharge. They may run up to 
40%, and, in one of the best English hospi- 
tals I visited, were doubled within the last 
7 years. This is mostly explained by the fact 
that relatives take patients out too soon, even 
against advice, but Dr. Maclay, in charge of 
all mental hospitals in England and Wales, 
pointed out to me that the advantages of 
good will by the population surpass the dis- 
advantages. European admission diagnoses 
hardly differ from ours. The ratio of the 
major psychoses such as schizophrenia is ap- 
parently the same everywhere, and there is 
a general increase in the old age group. Dif- 
ferences noted were that in England more 
neurotics apply for admission to the better- 
accepted mental hospitals, and that in Switz- 
erland more alcoholics seek admission. 
European hospitals work under incom- 
parably better conditions than ours. For one, 
there is no shortage of well-trained psychi- 
atrists. Private practice is no incentive for 
doctors trained in psychiatry. The English 
hospitals benefited from the National 
Health Act because prominent practicing 
Psychiatrists are now paid for consulta- 
tions in mental institutions, Thus, both 
full-time and part-time work in mental in- 
stitutions became more desirable. Most 
hospital directors in Europe did not come 
up through the ranks of a mental hospital but 
worked in psychiatric departments of a uni- 
versity hospital. This promotes clinical re- 
search, which is very common, while the 
need for basic science research centers in 
Institutions is sometimes questioned. Young 
Psychiatrists benefit from the university back- 
ground of their chiefs. They are far more 
independent than in our hospitals. Decisions 
on treatment and discharges are mostly left 
totheir judgment. Therapeutic problems are 
often handled quite differently by different 
Psychiatrists in the same hospital. The ratio 
etween physicians and patients is not very 
high. In the 1,050-bed Warlingham Park 
Hospital, 12 doctors take care of 850 admis- 
Mons and 11,500 attendances in outpatient 
ics, Figures elsewhere are similar. Their 
administrative duties are minimal. This in- 
udes the superintendent of the hospital, 
who can delegate much more administrative 
Work to the “secretary” or steward and can, 
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therefore, concentrate on medical problems. 
Even in England with a central “Board of 
Control” the freedom given the individual 
superintendent is amazing. The visitor to 
mental hospitals in various countries is left 
with the impression that their quality does 
not depend on any particular type of central 
organization but on the personal initiative of 
the psychiatrist-in-charge. 

Psychiatric nurses and attendants are well 
trained and carefully selected. Comparing 
their ratio here and abroad would be mean- 
ingless because in the many wards where all 
patients are working, nurses are not needed 
during the day, and some good wards are 
entirely without night supervision. Employ- 
ment in institutions is considered more de- 
sirable than here. In Switzerland attendants 
with some kind of professional training are 
preferred because they can contribute their 
technical skill to the work therapy program, 
and also because it is felt that people with 
professional training have already shown a 
certain steadiness which helps to exclude 
psychopaths and undesirable elements. The 
duties of an attendant are more those of 
guidance than of supervision. Groups of 8 
to 10 difficult patients are sometimes as- 
signed to the same nurse for all their activi- 
ties, The nursing staff in some English hos- 
pitals has its own club for social and sports 
activities which is open all day, and which 
seems to be a valuable means of keeping em- 
ployees. The stability of the nursing staff is 
also illustrated by figures from a rural insti- 
tution in Muensingen, Switzerland, where 
from a staff of 257 in 1953 not one male at- 
tendant left, while 26 female attendants left 
probably because of marriage or childbear- 
ing. Attendants are mostly trained on the 
job and have to pass an examination. In 
Graylingwell Hospital, Chichester, I was 
told that the nurses-patient ratio is 1:4; 
80% were trained or in training, a few 
worked as orderlies, English hospitals also 
employ part-time nurses. 

There are only few social workers in con- 
tinental institutions, They are more nu- 
merous in England, where the average 1,000- 
bed hospital employs about 3 social workers. 
Their duties include taking social histories 
of newly admitted patients, thereby estab- 
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lishing useful contact with the family which 
is continued after the patient’s discharge by 
the same social workers. They also take an 
active part in the social clubs for patients 
which are discussed later, Occupational 
therapy as a profession is less common. Psy- 
cholologists are little in evidence; again 
there are more in England than on the con- 
tinent, where their work is limited to mental 
defectives. A special type of teachers trained 
in abnormal psychology, the so-called Heil- 
paedagogen, particularly in Germany, is en- 
gaged in the teaching of abnormal children. 
Psychotherapy by psychologists, although 
common in extramural psychiatry, has not 
been encountered in institutions. 
Active treatment is applied everywhere. 
Neither the somatic treatments nor formal 
psychotherapy are the “number-one” ap- 
proach. The treatment applicable—and actu- 
ally applied—to every patient, young or old, 
acute or chronic, is “work therapy” which 
has largely replaced the former unproductive 
type of occupational therapy. This deep be- 
lief in work therapy is common to all Euro- 
pean institutional psychiatrists, While in 
England the emphasis is more on social and 
recreational activities, continental psychiatry 
emphasizes actual work in and outside of the 
institution, This philosophy was introduced 
by and is still identified with a German, Her- 
man Simon, of Guetersloh, as work therapy, 
In another Westphalian institution, Len- 
gerich, where apart from some decrepit pa- 
tients, 98% to 99% are working, Merguet 
calls it now socio-therapy, identical with the 
English term social therapy. Its basic phi- 
losophy is the need for maintaining initiative 
and social adaptability in the patient. Like- 
wise in Swiss institutions I found even the 
worst wards empty during the day, and in 
Rheinau (Dr, Binder) with a very chronic 
patient material the ward physician apolo- 
gized for the dull atmosphere, when I visited 
on a Sunday afternoon on which the patients 
were inactive. The Swiss see the main value 
of the new tranquilizing drugs chlorproma- 
zine and reserpine in the reduction of non- 
working patients, so that, for instance, in 
one disturbed ward of 90 male patients only 
I or 2 are not working compared with 20 
or 30 previously. Work consists of any type 
of occupation in and for the hospital, and it 
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may be added that no complaints of exploi- 
tation of patients are feared. The public has 
been made to understand with the help of 
the press, that the mental patient is in 
urgent need of occupation and work, The 
industry cooperates in employing discharged 
mental patients, and in England the Ministry 
of Labour gives full assistance to the reset- 
tlement of the mentally disabled. 

In England the most disturbed patients 
are included in recreational and social 
therapy. In Netherne Hospital I saw the 12 
worst female patients who had been too bad 
to go to the movies, but for whom a special 
outing had been arranged. They had been 
sent on a picnic with 2 nurses, and it was felt 
that their behavior had improved consider- 
ably after their return to the hospital. They 
had not received any drugs or electroshock 
therapy for some time, and the director, Dr. 
Freudenberg, although internationally known 
for his work in shock therapy, feels that such 
efforts can do away with most of the somatic 
treatments, An especially cherished pecu- 
liarity of English hospitals are social clubs. 
They are not limited to neuroses centres like 
Belmont Park, which will not be discussed in 
this presentation limited to institutions. The 
patients who are working during the day are 
encouraged to join various social and recrea- 
tional activities after 5 p.m. Social clubs 
have an important part in the life of dis- 
charged patients who are free to visit the 
weekly meetings. Some activities such as 
outings are even organized and paid for by 
the patients themselves, One staff physician 
and a social worker are usually present. 
They do not see patients individually, but, 
on the basis of their observations, often re- 
fer discharged patients to the clinic. These 
social clubs help the discharged patient 1n 
his frequent difficulties to make social con- 
tacts, and at the same time they are an un- 
obstrusive aid in after-care. 

Somatic treatment is often considered aS 
being only an adjunct to the entire manage- 
ment of the patient. Some hospitals were 
able to show a considerable increase in dis- 
charges already with the introduction of 
work therapy prior to the shock era. Yet 
shock treatments are applied intensively if 
all acute cases, while in chronic cases there 
is more reliance on work therapy. Psycho 
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surgery continues to have an important place 
in the treatment of psychotic patients in Eng- 
land more than on the continent. The tran- 
quillizing drugs, while increasing the num- 
ber of working patients, did not seem to 
increase the discharge rate in European hos- 
pitals with their already amazingly high dis- 
charge rates. Formal psychotherapy for psy- 
chotic patients has not been encountered 
anywhere except in Burghoelzli. In Gray- 
lingwell, Chichester, a psychoanalyst is as- 
signed to the hospital, but apparently is busy 
mostly with the steadily rising number of 
neurotic patients admitted to English hospi- 
tals. Her task is the psychoanalytical treat- 
ment of some long-term cases, some short- 
term cases, consultation with other members 
of the staff, and the holding of seminars. 
The over-all impression is one of great thera- 
peutic optimism, and most hospital directors 
believe that the majority of mental disorders 
is curable if promptly treated. 

There is a trend to avoid special wards. 
In some hospitals even the separation of 
quiet and disturbed patients is avoided be- 
cause it is felt that difficult patients benefit 
from the company of good patients who can 
be taught to assist the sicker ones. Special 
wards for active treatment easily lead to 
therapeutic nihilism in those wards to which 
the treatment failures are sent. Therefore, 
there seems to be a tendency to do away 
with special treatment wards in favor of ac- 
tive treatment being applied in all wards. 
Also special admission wards are no longer 
common to all hospitals. In Netherne, for 
instance, the newly admitted patient comes 
to an admission room, and from here he is 
immediately sent to a ward with patients of 
the same age group. A senior psychiatrist 
is always at hand for new admissions, and in 
case of suicidal danger even a junior physi- 
Clan can give electroshock treatment im- 
mediately. Early treatment is characteristic 
or most hospitals with no staff conferences 
necessary to decide on the treatment, al- 
though the director of the smaller European 
hospital can keep informed more easily about 
individual patients. There are some provi- 
Sions to review the treatment situation be- 
fore a board or quorum after a certain period 
of unsuccessful treatment. 

One of the most amazing features is the 
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quiet atmosphere in most so-called disturbed 
or tough wards. Cheerful and homelike ap- 
pearance due to drapes, rugs, pictures and 
flowers in all, including the disturbed wards, 
is most impressive, and, according to staff 
members, most helpful in the prevention of 
regressive symptoms, The well-known signs 
of deterioration in chronic schizophrenics are 
no longer in evidence, Most European hos- 
pital directors, who emphasize the friendly 
and hopeful atmosphere which is so charac- 
teristic of their hospitals, rightly resented 
the description of mental hospitals as “snake 
pits.” 

Every effort is made to maintain in the 
patient the feeling of personal responsibility 
and dignity. Clothes, even when furnished 
by the hospital, should have a personal touch. 
Patients are allowed to bring personal prop- 
erty, and in many institutions they are per- 
mitted to wear rings and watches. Lockers 
with keys are entrusted to the patients. The 
sexes mix much more freely because it is 
felt that manners are better preserved in the 
presence of the opposite sex. In one hospital 
places in the dining room are being changed 
every week to avoid the formation of isolated 
groups. Such small things are considered 
important in the over-all management. Life 
in an institution is kept as close to home life 
as possible. Visits at home are encouraged 
wherever possible. In a Swiss institution of 
500 patients 300 go home every weekend 
and, at carnival time, for several days. This 
continued contact with the family unques- 
tionably improves the patient’s chances for 
a return to the community. 

Restraint has been abolished long ago in 
all European hospitals. Straight jackets are 
shown in some museums of university insti- 
tutes. Also chemical restraint is said to be 
made unnecessary by appropriate manage- 
ment, and the 1,200-bed hospital Lengerich 
was able to cut down sedation to 10 indi- 
vidual doses a day. In England this change 
is often attributed to the abolishment of 
closed wards. In Warlingham Park Hospi- 
tal the last wards were recently opened. 
This extreme attitude is not shared by most 
other hospital directors. In the frequently 
mentioned Graylingwell Hospital, 6 of 26 
wards are locked. There is no doubt that 
open wards diminish the aggressive tend- 
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encies of a patient, and in one place I heard 
the statement that open wards make the 
tranquillizing drugs superfluous. In Switz- 
erland more wards are closed, but many pa- 
tients are permitted to walk on the hospital 
grounds without supervision. It is my im- 
pression that the open ward as such is not 
an indispensable feature for favorable thera- 
peutic results in a hospital. 

Little can be said about architectural plan- 

ning of mental hospitals in countries where 
no new hospitals are being built. Compara- 
tively new, pre-war Runwell Hospital near 
London consists of small cottages with 
porches, onto which the beds of bed-ridden 
patients can be moved. Most impressive is 
a new building for disturbed patients in 
Basle-Friedmatt, built according to the di- 
rections of the psychiatrists Staehelin and 
Kielholz. The whole building is sound- 
proofed and air-conditioned. Not more than 
2 patients are in one room. The window 
panes are made of plexiglass. Each room has 
a toilet to discourage wetting and soiling. 
An intricate alarm system for the nurses is 
one among many interesting features of this 
amazing structure. Most European hospitals 
had to limit themselves to redecorating and 
refurnishing, and to small changes to make 
monasteries and old Victorian halls into real 
homes for psychiatric patients. 

A great problem everywhere is how to 
avoid new constructions in spite of the steady 
increase of patients in the old-age group. 
In England, in the year 1952, almost 20% of 
all admissions and 28.8% of all mental hos- 
pital inmates were over 65 years old. The 
corresponding figures for 1938 were only 
12.3% for admissions and 17.5% of the total 
hospital population. Figures from other 
countries are similar. Measures to cope with 
this problem differ very little from those 
recommended in this country, but again the 

greater cooperation on the part of the general 
population and less rigid administrative poli- 
cies ease the situation. Emphasis is on the 
possbility of treating many psychiatric syn- 
dromes in old patients with the same 
methods applied successfully in the younger 
age groups. Pilot studies in several hospitals 
confirmed the frequency of depressions in 
old age, and in one hospital 38% of the old- 
age population could be discharged. Chlor- 
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promazine and reserpine are considered a 
great help in overcoming the short-lasting 
disturbed psychotic episodes which fre- 
quently lead to unnecessary permanent hos- 
pitalization. Special geriatric departments 
in general hospitals have a psychiatric unit 
providing active treatment and thus prevent- 
ing many admissions to a mental hospital. 
Day hospitals, where senile patients can be 
kept and treated during the day and return 
to their families for the night contribute to 
the relief of pressure on mental hospitals. 
Domiciliary visits by the mental hospital 
staff also keep many patients outside of insti- 
tutions. Special annexes for old patients who 
do not require full hospital treatment are 
planned for mental hospitals in England, An 
unusual approach to this problem was seen 
at Warlingham Park Hospital which estab- 
lished a self-containing unit for old people 
in a beautiful castle at a considerable distance 
from the hospital. The purchase price of 
such estates is low and the cost in this old- 
age annex was only £3.10.0 weekly compared 
with over £5 for other patients. 

It is accepted procedure to keep senile pa- 
tients mobile, occupied, and interested. On 
the physical side this prevents bed sores and 
contracted limbs and, on the mental side, 
demented behavior. It is regarded as most 
important to screen senile patients and, 
wherever possible, to treat them in general 
hospitals or at home, If they have to be ad- 
mitted, old age homes are preferable but 
should be visited regularly by the mental 
hospital staff. There is agreement that such 
measures can reduce considerably admissions 
of seniles to mental hospitals. It is being 
realized everywhere that this problem can 
be solved only by the joint efforts of the 
mental hospital, geriatric units in general 
hospitals, old age homes and welfare 
agencies, 

Mental institutions in such countries as 
England and Switzerland are not limited tO 
inpatients but provide active outpatient treat- 
ment. Any statistical comparison must 
into consideration that many patients who, 
here, would be committed to a mental hosp! 
tal, in Europe never reach the hospital be- 
cause they are treated as outpatients. This 
includes, for instance, many depressions wh? 
receive ambulatory electroshock treatment 
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in one of several outpatient clinics of the 
mental institution, Dr. Rees from Warling- 
ham Park Hospital estimates that his doc- 
tors spend one-third of their time with out- 
patient work. General hospitals established 
psychiatric wards which are staffed by the 
mental hospital. Also on the continent this 
development originated from the mental hos- 
pital, and recently Burghoelzli opened an 
observation ward in the general hospital in 
Zurich. English clinics, staffed by the men- 
tal hospital but run by local authorities, also 
serve as aftercare clinics, and with their 
facilities for ambulatory treatment prevent 
many readmissions. 

This paper deals with institutions but the 
intensive outpatient work in general and 
teaching hospitals should at least be men- 
tioned as, for instance, St. Thomas Hospital 
in London which has only 14 psychiatric 
beds but 16,747 outpatient attendances. 
Other psychiatric clinics are run on a dis- 
trict level and unrelated to the mental hos- 
pital as, for instance, in Amsterdam and in 
Berlin, where aftercare and rehabilitation of 
discharged patients are provided together 
with all other psychiatric needs of the area. 

In the work of community clinics adult 
Psychiatry is more stressed than in the 
United States. I was given a figure of 400 
adult clinics in England and Wales as com- 
pared with only 200 child-guidance clinics. 
Tt has been shown that the establishment of 
any clinic for adults helps to diminish the 
case load of the mental hospital in that area. 
There are also many other means used to 
unburden the hospitals. While boarding out 

S not seem to play a major part in most 
countries, the mental hospital in Aarhus, 
ark, is said to supervise the same num- 

k of patients boarded out as it cares for as 
inpatients. Another way to ease the institu- 
tional case load is a sort of work camp for 
Mental patients in defect remissions like the 
sUergerspitals-Lager in Basle, where pa- 
ents are doing work therapy and are super- 
Vised by a matron. Day hospitals are still 
in the experimental stage. Some differ little 
from outpatient clinics, others concentrate 
on work therapy. The Swiss hospital Fried- 
matt in Basle also has night patients who 
Work in the city during the day, but still live 
in the hospital, an arrangement which in 
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some cases is a transition before discharge, 
in others is continued for years. In this hos- 
pital the day patients are mostly schizo- 
phrenics in defect remission, who would be 
unable to compete on the general labor 
market but who work in the hospital. The 
same applies for the alcoholics who work in 
the hospital and also receive their daily 
antabuse dose there. In England domiciliary 
visits by the senior staff of the mental hospi- 
tal are considered an important means to 
avoid hospitalization, and, at the same time, 
to strengthen the contact between mental 
hospital and community. 

This paper deals only with the advances 
in European mental hospitals because only 
acquaintance with these can stimulate our 
own endeavors in this field. It would be 
wrong, however, to believe that all hospitals 
operate on an equally high level. Their 
quality varies widely between countries, and 
even in the same country there are great 
differences. In England, where in spite of 
the nationalization of all health facilities 
mental hospital administration is largely de- 
centralized and almost exclusively left to 
regional boards, there are backward hospi- 
tals. Recently, they were bitterly attacked 
in a newspaper series which, however, was 
followed by another series about the great 
strides made in most hospitals. The transi- 
tion from asylums for custodial care to hos- 
pitals and, beyond this, to therapeutic com- 
munities is nowhere completed. 

The importance of public support for men- 
tal hospitals has been stressed repeatedly. 
In all European institutions psychiatrists 
seem to be working under better conditions 
in this respect than they are here. The great- 
est awareness of the need for good public 
relations exists undoubtedly in England, 
where I repeatedly met organized parties 
from civic groups who visited the hospital 
including the least desirable wards. Such 
visits help to remove prejudices against the 
hospitals and make the people more willing 
to accept discharged patients back into the 
community. One director pointed out to me 
that visits by lay groups may even encourage 
the sons and daughters of such visitors to 
enter the psychiatric nursing profession. In 
England good public relations are most im- 
portant because the funds for the hospital 
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in a particular area are granted by regional 
hospital boards. Therefore, every effort is 
made to make the people aware of their re- 
sponsibility for the mentally ill. What has 
already been achieved is best expressed in an 
enviable statement which Dr. Carse, Super- 
intendent of Graylingwell Hospital, was able 
to make in an annual report and with which 
I want to close: 


Psychiatry and our mental hospitals have emerged 
from the age when they were viewed with suspicion, 
fear and distrust because most people already accept 
the fact that a psychiatric patient is much the same 
as any other patient, someone suffering from a 
definite illness which, fortunately, usually responds 
to specialized treatment when given promptly. 


DISCUSSION 


Z. M. Lesensoun, M. D. (Washington, D. C.).— 
At this critical time in American psychiatry there 
is a greater need than ever before to re-examine our 
entire hospital treatment program. In doing this I 
believe we have much to learn from studying Euro- 
pean mental hospitals and their methods. The author 
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has done us all a great service by supplying us with 
this compact, critical survey of present trends in 
European hospital psychiatry. My own observa- 
tions, based on visits to several hospitals in England, 
Norway, Holland, and France in the autumn of 
1955, are in accord with Dr. Kalinowsky’s findings. 
Therefore, I wish to address myself briefly to 
another aspect of the problem which applies to us 
in this country. 

I cannot refrain from noting that neither the 
author of this fine paper nor his discussants are 
hospital psychiatrists in the operational sense of 
that term. One cannot underestimate the great value 
of the mental stimulation—the cross-fertilization of 
new ideas—that can be derived from a period of 
study in a European hospital. But it is really the 
hospital psychiatrist who should have made this trip 
and written this paper, I can think of no wiser 
expenditure of Foundation funds than to set up a 
series of travelling scholarships for qualified and 
deserving hospital superintendents, clinical directors, 
or staff members, providing them with 3 to 6 
months’ study abroad in some of the hospitals de- 
scribed in this paper. The rewards in improved 
hospital treatment methods and broadened approach 
would be immeasurable. I trust the Foundations are 
listening. 


CLINICAL NOTES 


RECURRENT THORAZINE INDUCED AGRANULOCYTOSIS 
BENJAMIN POLLACK, M.D.,1 Rocusster, N, Y. 


_ At least 50 cases of agranulocytosis occur- 

ting during treatment with chlorpromazine 
(Thorazine) have been reported. That this 
should occur from time to time is not sur- 
prising in view of the chemical structure of 
this drug. Most of the reported cases have 
occurred within 1 or 2 months after the be- 
ginning of treatment. With few exceptions 
the reported cases have consisted of female 
patients. The writer is aware of only 2 male 
cases, including one previously reported by 
the author, 

Reports of agranulocytosis following treat- 
ment with chlorpromazine have been reported 
by Munch-Peterson (1954), Lomas (1954), 
Pollack (1955) 1 case among 500 patients, 
Tasker (1955) ; Boleman (1955), Prokopo- 
wycz (1955), and Shapiro (1955). Giaco- 
bini and Lassenius (1954) reported 1 case 
among 147 patients treated, Goldman (1955) 
4 cases in the treatment of about 1,000 pa- 
tents, Barsa and Kline (1955) 2 cases 
among 300 patients. Lomas, Boardman and 
Markowe (1955) refer to 7 further unpub- 
lished cases of arganulocytosis following 
treatment with chlorpromazine, Other reports 
have been made by Ayd, Adams, Corti, Hob- 
Son, Tillim and Stone. Yules reported a case 
of agranulocytosis occurring in a 78-year-old 
woman which did not recur on retreatment. 

As far as I can ascertain, there have been 
nO cases reported in the literature similar to 
the present one. In our series of over 2,000 
chlorpromazine-treated patients, there have 
been only 2 cases of agranulocytosis. 

‘ T. H. an 82-year-old woman was admitted to the 
trong Memorial Hospital on July 9, 1955. About 
z ae Previously she began to exhibit memory loss 
‘soricntation, with restlessness and excitement. 

The months Previously she had been placed on 
hts azine by her family doctor (exact dosage un- 
own). On July 6, she became delirious, stu- 
Porous, and developed a fever, She appeared acutely 


ui. There was marked ulceration of her throat, 


with erythema of the posterior portions of the 


? Address: 1920 South Ave., Rochester 20, N. Y. 


palate, the uvula and the tonsillar fossae. A diag- 
nosis of Thorazine-induced agranulocytosis was 
made on the basis of a blood count on admission 
which showed only 700 white cells (almost entirely 
lymphocytes). The following day the white count 
fell to 425 and counts on the next 2 days showed 
white blood counts of 550 and 700. A report of the 
bone marrow obtained from a sternal puncture on 
July 11 was reported as follows: 

Peripheral blood showed evidence of marked 
leucocytopenia. Differential smear showed only 
lymphocytes with occasional reaction forms and no 
young forms. Erythrocytes are normocytic and the 
majority are normochromic, with slight anisocy- 
tosis, and slight polychromatophilia, Platelets are 
of normal morphology and normal in number. 

The bone marrow was hypocellular and obviously 
was markedly dilated with peripheral blood. Mega- 
karyocytes appear to be mature and in the lower 
limits of normal number. Erythroid series was 
markedly hypoplastic with a few late stages seen, 
A very rare basophilic and prenormoblast form is 
found. It is normoblastic. Myeloid series—a very 
rare young neutrophil form is found along the edge 
of the smear. A very rare blast form was seen on 
searching one smear. Differential on 50 cells; 80% 
lymph, 20% monos. Lymphocytes display much 
pleomorphism—many showing toxic characteristics. 
No immaturity was noted. A rare plasm cell is 
present. The smear is suggestive of hypoplasia of 
the myeloid elements. 

The patient was treated with massive doses of 
penicillin and streptomycin, and parenteral fluids. 
She became afebrile after 4 days and the mouth 
lesions cleared. The white blood count increased 
and on July 14 was reported as 1,600. The white 
count on July 18 was reported as 7,500 and on the 
20th as 9,700, on the 2tst as 12,800, and on the 22nd 
as 14,000. The count gradually returned to a nor- 
mal level. A blood marrow examination from 
another sternal puncture taken 10 days after the 
acute onset indicated “a remarkable degree of re- 
covery of bone marrow function, especially in the 
myeloid series and suggests that the patient had 
some overshoot.” The patient made an uneventful 
recovery from this acute illness. She was then 
given an oral test dose of Thorazine, ro mg. on one 
day and 25 mg. on the next day, without any sub- 
sequent change in her blood picture. She was trans- 
ferred to the Rochester State Hospital on Au- 
gust 18, 1955, because of the continuation of her 
disturbed behavior. At that time the physicians 
had no knowledge of her previous agranulocytosis. 
At this hospital she continued to be extremely 
noisy. On January 10, 1956, she was given 200 mg. 
of Thorazine by mouth and this was repeated daily 
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for the next 11 days, At first the patient be- 
came quiet and cooperative, and the drug was 
finally discontinued because patient's behavior 
seemed improved. During this period of medication 
no change was noted in her physical state. As time 
went on she gradually became noisy again and on 
June 21, 1956, she was placed on 50 mg. of Thora- 
zine twice daily. She became quieter but still had 
periods of excitement and marked confusion. On 
July 4, she complained of dizziness, staggered about 
and seemed very drowsy. Her temperature was 103° 
and she became increasingly drowsy and finally al- 
most stuporous. She appeared dehydrated, throat 
was inflamed without, however, any petechiae, and 
moderate exudate. There were no other abnormal 
new physical findings. She was placed on high 
doses of antibiotics such as penicillin, streptomycin, 
and terramycin, Her initial white count was 1,200 
with no granulated leucocytes and 97% lymphocytes 
and 3% large monocytes. Plateletes were slightly 
decreased; Thorazine was discontinued. On July 6 
white count was 2,000; on July 9 it was 1,200; on 
July 10, 1,400; on July 11, 1,200; on July 12, 1,100; 
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on July 13, 1,200; on July 16, 3,100; on July 17, 
3,400; on July 18, 3,900; on July 19, 4,400; on 
July 20, 5,700 and on July 25, 8,700. Following this 
the patient made an uneventful recovery to her 
previous state. 


This case is of interest because it is proba- 
bly the first report of recurrence of agranu- 
locytosis in a patient under chlorpromazine 
medication. Yules reported a 78-year-old 
woman who had developed a similar agranu- 
locytosis, who on retreatment with chlorpro- 
mazine failed to reproduce “a leukopenic re- 
action or frank agranulocytosis.” 

The mechanisms responsible for the pro- 
duction of agranulocytosis in certain patients 
are still not clear, Further study and further 
reports are necessary before the complex eti- 
ology of this rare complication of vilorpro- 
mazine therapy can be elaborated. 


FORENSIC NOTES 


THE MINNESOTA SUPREME COURT EMPLOYS THE DURHAM TEST 


BURTRUM C. SCHIELE, M.D., ano MONRAD PAULSON, B.D., J. D.t 
MınnearoLis, MINN. 


The patient presented a fairly typical 
history of paranoid schizophrenia. He had 
always been shy and sensitive. He left school 
in the ninth grade, feeling that others were 
making fun of his appearance. He worked 
as a farm laborer, mostly on his father’s 
farm. During the war he served 2 years in 
the navy ; his service was terminated by what 
was apparently a short paranoid psychotic 
episode. In 1949 (age 37) he married a 
divorcée and settled on a farm. Soon there- 
after he began to express paranoid ideas 
concerning his wife. On several occasions he 
sought the sheriff’s aid because of his wife’s 
alleged infidelity. In one instance he hired 
detectives to trail her ; after this he was sure 
that she was trying to poison him. In June 
1951 he made a single visit to the medical 
clinic at the University of Minnesota Hospi- 
tals. A tentative diagnosis of a paranoid 
Psychosis was made and he was referred to 
the psychiatric clinic but he failed to return, 
relating to his sister that the doctors 
laughed” at him and thought of him as 

nuts.” In June 1952, while his wife was 
Sleeping, the patient shot and killed her with 
a rifle. He then turned himself over to the 
authorities, who sent him to the University 
Hospitals for psychiatric study. 

Upon direct examination he was quiet and 
Sad-appearing, but cooperative. He indicated 
that he understood what had taken place, and 
he asked to be shot before a firing squad. He 
further indicated that the F.B.I, had been 
Watching him for years and that on occasion 
he had heard voices accusing him of immoral 
behavior, Our report to the court indicated 
that the patient was clearly psychotic, that in 
our opinion he was legally insane. 

In November 1952 the district court found 
— 

1 Authors are, respectively, Professor of Psychia- 


try, and Professor of Law, University of Minne- 
sota, Minneapolis, Ming, © Piy 


the defendant to be “insane with homicidal 
tendencies” and therefore incapable of stand- 
ing trial. He was committed to the state 
asylum for the dangerously insane. 

In March 1955, a different trial court in 
a civil action concluded that the defendant 
was legally sane at the time he killed his wife. 
This civil litigation involved the question 
whether or not a killer can benefit from his 
act by the transmission of property from the 
deceased. The action was taken on behalf 
of relatives who were contesting the disposi- 
tion of the decedent’s estate. At the trial 
the defendant was not re-examined, but a 
neuropsychiatrist, after reviewing a tran- 
script of the criminal proceedings, testified 
that the defendant “knew the difference be- 
tween right and wrong and had full realiza- 
tion of its legal consequences.” 

This decision was reversed by the Supreme 
Court of Minnesota(1), In doing so the 
Supreme Court used the wording of the Dur- 
ham(2) or “product of disease” test : 


The fact that [he] committed the act knowing it 
was wrong with full realization of its consequences 
should not be considered in a vacuum apart from 
the disease which produced the act. We feel that 
the better rule to be applied to the case before us 
is that the slayer will not be barred from taking the 
property where his unlawful act was the product 
of mental disease. In light of the present-day medi- 
cal knowledge of the nature of mental diseases, it 
is not realistic to apply the arbitrary right-and- 
wrong test to the facts in this case. 

The record is replete with evidence supporting both 
dcotors’ testimony that the defendant was afflicted 
with a serious mental disease at the time when he 
killed his wife, and we find that there was a suffi- 
cient causal relation between the disease and the 
killing to warrant a finding that it was the defend- 
ant’s insanity and not his own conscious act which 
caused the death of his wife. Therefore, the equita- 
ble principle that one should not be permitted to 
profit by his own wrong does not apply to the facts 
in this case and a constructive trust will not be 
imposed, 
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It should be noted that the right-wrong 
test is by this case abandoned only in a 
limited area: a noncriminal case having to 
do with inheritance. To this restricted extent 
the judges were free to change the law. The 
question of criminal responsibility in Min- s 
nesota is still controlled by the M’Naghten prey a5 Aa Rere (iinoesota Snpra 
rules (Minnesota Statutes, section 610.10) ay 


rae A 2. Durham vs, the United States, 214 F 2d 862 
by force of legislation adopting them. There- (C.A.D.C., 1954). 


fore a complete movement away from 
M’Naghten must await legislative action. 


BIBLIOGRAPHY 


HISTORICAL NOTES 


EDWARD MEAD AND THE SECOND AMERICAN PSYCHIATRIC 
JOURNAL 


ERIC T. CARLSON, M. D.,! New Yorx Giry 


Although psychiatric periodical literature 
had its beginning in the German “psycho- 
logico-philosophical” periodicals of the late 
eighteenth century which were followed by 
a number of short-lived journals edited by 
doctors of medicine, it was not until the fifth 
decade of the nineteenth century that the first 
psychiatric journals were established that 
have continued to the present time(1). The 
first psychiatric periodical in English was 
published in July 1844 at Utica, New York, 
by Dr. Amariah Brigham as the American 
Journal of Insanity which continues today 
as the American Journal of Psychiatry(2). 
Nine years later Dr. Edward Mead founded 
the second American psychiatric periodical, 
the American Psychological Journal. 

Edward Mead was born in Leeds, England, 
on March 21, 1819, the second of 5 children 
(3). His family came to the United States 
when he was 12 and apparently settled in 
Illinois. He began the study of medicine 
under Dr. Robert Thompson of Columbus, 
Ohio, in 1838. As this was the same year 
that the Lunatic Asylum of Ohio was 
founded in Columbus, it may be reasonable 
to suppose that current interest in the men- 
tally ill started Mead in the direction of his 
future career. His medical studies were in- 
terrupted by a period of ill health, during 
which time he traveled through the south and 
developed definite antislavery views. He con- 
tinued his training at the Medical College 
of Ohio in Cincinnati, from which he gradu- 
ated in 1841. Following the custom of the 
times he continued his study of medicine 
abroad, spending several months in England, 
Treland and France. He returned to Cincin- 
nati, but at the urging of relatives, soon 
moved to the outskirts of Chicago and prob- 
ably settled at St. Charles. There in 1842 he 


1 From the New York Hospital and the Depart- 
ment of Psychiatry, Cornell University Medical 
College, New York, N. Y. 


married Minerva Baird, who bore him 7 
children. She died in 1859. He remarried in 
1860 and had 2 children by his second wife. 
His medical practice grew to be extensive but 
his interest turned to the pitiful state of the 
“insane” in the area. 

Some of the local citizens had been work- 
ing for the creation of an insane asylum since 
1829. Mead actively joined this movement 
and is said to have done the greater share of 
the work, writing some 700 letters over a 
3-year period in the interest of establishing 
an asylum. On November 3, 1845, he de- 
livered “An Appeal on Behalf of the Insane” 
in the Presbyterian church in Jackson, Illi- 
nois(4), wherein he stressed the treatment 
role of the hospital. He next successfully 
proposed at the May 19, 1846, Rock River 
Medical Society meeting that a committee 
be formed to study the status of the insane 
in Illinois and subsequently served as a mem- 
ber(5). Dorothea Dix delivered her dra- 
matic memorial to the Illinois legislature in 
1847 (6) and as a result received most of the 
credit for establishing the Illinois State Hos- 
pital for the Insane at Jacksonville (7, 8). On 
the first draft of the hospital bill passed by 
the legislature, Mead was appointed as one 
of the 3 medical trustees. They were all 
dropped subsequently on the grounds “that 
the parent college [the medical department 
of Illinois College to which they belonged] 
was managed by Yankees and Presbyterians” 
(9). The opposition, who assumed that 
Mead would be the most likely one to be ap- 
pointed superintendent, opposed him on the 
grounds that a small man (he stood 5 feet 4 
inches) could not manage the lunatics. Al- 
though he declined the candidacy for the 
position, his opponents were not successful 
in being selected. Dr. J. M. Higgins was 
appointed superintendent in April 1848 and 
was in charge when the hospital opened 3 
years later. 
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During these busy years, Mead was also 
devoting much energy to another of his in- 
terests, teaching. He was professor of ma- 
teria medica, therapeutics, and pathologic 
anatomy at the Franklin Medical College at 
Saint Charles, This medical school, which 
opened in 1842, was the first in Illinois and 
continued until 1849 when Dean G. W. Rich- 
ards, the founder, was shot by a member of 
an angry populace for suspected grave rob- 
bery(10). In 1844 Mead gave a report on 
medical education to the Illinois medical con- 
vention. He served as professor of materia 
medica and therapeutics at the medical de- 
partment of Illinois College for 1 year, re- 
signing in 1847. This school was also dis- 
banded because of its unpopularity in the 
community(1r). In 1846 he attended the 
National Medical Convention in New York 
as the only delegate from Illinois and served 
on the committee formed to prepare a report 
on medical education which was given the 
following year(12). 

In 1847 he threw himself wholeheartedly 
into psychiatry. He gave up his practice and 
moved to Chicago where in August he opened 
the first private hospital for the insane in 
Illinois(13). By December 23, 1851, he had 
treated 139 patients and reported 63 cured 
and 13 dead. He admitted them for a period 
of not less than 3 months and at a basic rate 
of $4.00 per week or $10.00 if an attendant 
was necessary(14). In 1851 his establish- 
ment was completely destroyed after a pa- 
tient set fire to his buildings, 

Dr. Mead was appointed to the chair of 
obstetrics and diseases of women and chil- 
dren at the newly founded Cincinnati College 
of Medicine and Surgery in October 1851 
(15) and gave the valedictory address to the 
students the following spring(16). In Oc- 
tober 1852, he opened the Cincinnati Retreat 
for the Insane(17). He continued to teach 

obstetrics during the winter but resigned at 
the end of the term because of ill health, He 
remained on the staff of the college through 
the creation of a new chair, that of insanity 
and forensic medicine(18). In accepting this 
appointment, he appears to have become the 
second professor of psychiatry in the country, 
the first being Dr. Samuel M. Smith who had 
been appointed to a similar chair at Wil- 
loughby University, Columbus, Ohio, in 1847 
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(19). In the autumn of 1853 he resigned 
from the medical school as his ideals were in 
conflict with policies of the president, the 
founder of the college. 

Tt must have been in the autumn of 1852 
while giving his preliminary lectures on in- 
sanity and establishing his second private 
asylum that he decided to found the Ameri- 
can Psychological Journal. In the first issue 
dated January, 1853, he gives his concept of 
the journal: 


The range of discussion will embrace Mental and 
Moral Philosophy, Psychology proper, the numerous 
forms of Mental Pathology, with their legal rela- 
tions and the various affections of the Nervous 
Systems. 


Insanity was to be the principle topic. He 
stressed that 
- .. a wider dissemination of knowledge on these 


subjects [mental and moral training] would render 
much less efficient the known cause of insanity. 


He goes on to speak of the British and 
French journals and also of the American 
Journal of Insanity, 

What the two former have accomplished in Europe, 


and the last in the Eastern portion of the United 
States, we hope to accomplish for the West. 


He planned to be practical but to leave space 
or 


+ + + Philosophical discussion of well grounded theo- 
ries. . . . We shall aim at perfection. 


His intentions were good and his hopes 
high but this rare little journal lasted through 
only the 6 issues of the first year. Its begin- 
ning must have been faltering as in the sec- 
ond issue he apologizes for its tardiness which 
resulted from an illness of the editor and re- 
assures his readers that publication will con- 
tinue to the end of the year, r 

A brief consideration of the contents is in 
order. As was the custom of the day, the 
large part of the journal was taken up with 
editorial notices, book reviews, and extracts 
from other journals, The original communi- 
cations consisted of “Moral Insanity and its 
Legal Relations” by L. R. Johnson, M.D. 
who commented that he was presenting noth- 
ing original and that “as a profession, we arè 
sometimes reproached with being men of 
theories rather than facts” (21) ; “Asylums 
for Colored Persons,” by John M. Galt, 
which was the product of a committee of the 


e 
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Association of the Medical Superintendents 
of American Institutions for the Insane and 
apparently not published elsewhere; and 
Mead’s “Appeal on Behalf of the Insane” 
which had been given in 1845. 

In the last issue (November 1853) Mead 
wrote the following: 


A hint to the Trustees of Insane Asylums. We 
would respectfully suggest that all candidates for 
medical appointments in Institutions for the treat- 
ment for insanity, should be required to undergo 
examination before the Association of Superintend- 
ents of American Institutions for the Insane, and to 
present a certificate of qualification from that body. 


Mead had long been bothered by the politics 
involved in selection of superintendents and 
felt this was a way of solving the problem. 
His suggestion long lay dormant and only 
became a reality nearly 100 years later when 
a committee on Qualifications and Training 
Standards for Mental Hospital Administra- 
tors was formed in The American Psychi- 
atric Association in 1951 (22). 

Information on the remainder of Mead’s 
life is less complete. He was active in the 
Ohio medical societies and in 1857 gave a 
paper on “Moral Insanity” to the Ohio State 
Medical Society(23). In this he discussed 
the difficulty of diagnosis and stated that 
“basing a definition upon an aggregate of 
symptoms” would create even further prob- 
lems. It appears that he gave a course of lec- 
tures on insanity at the Medical College of 
Ohio in 1858, In 1860 he unsuccessfully ap- 
plied for the superintendency of the Alabama 
Insane Hospital and complained in a letter 
to Dr. Thomas S, Kirkbride that his applica- 
tion had mysteriously disappeared(24). 

He closed his Cincinnati Retreat in 1869 
and we next find him opening a private hos- 
pital in Winchester, Massachusetts, in 1872 
followed by another at Roxbury in 1873 
which he ran until his death(25). He died in 
1883 when the vessel on which he was vaca- 
tioning sank off the coast of the Azores. 

Although one of the lesser figures in early 
American psychiatry, Dr. Edward Mead nev- 
ertheless made many real contributions: to 
the many patients he helped in the 4 private 
hospitals he founded and presided over, to 
the people of Illinois in his efforts to procure 
their first state psychiatric hospital, to the 
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early western medical schools and the stu- 
dents thereof, and as the second professor of 
psychiatry in this country. It was to psychia- 
try that he devoted his life and in the further- 
ance of this field, started the second Ameri- 
can psychiatric journal. That it failed after 
a year does not detract from our admiration 
of his intent and endeavor. 
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CASE REPORTS 


ECT AS A LIFE-SAVING PROCEDURE IN A PATIENT SUFFERING 
FROM DIABETES MELLITUS, UNCONTROLLABLE, DUE TO A 
PARANOID PSYCHOSIS 


A. LEONARD ABRAMS, M.D., ano DAVID J. IMPASTATO, M.D. 
New York Crry 


Electroconvulsivetherapy (ECT) has been 
used as a life-saving procedure in various 
medical conditions in which the patients, be- 
cause of a coexistent psychosis, suffered from 
hyperthermia due to either dehydration or 
uncontrolled hyperactivity, marked weight 
loss from refusal of food, ineffective medical 
treatment from refusal of medication, etc. 
In our review of the literature, we have not 
encountered a report describing ECT as a 
life-saving procedure in diabetes, We there- 
fore believe the following report to be of in- 
terest. 


S. G., a 63-year-old white male, was admitted to 
the psychiatric division of Bellevue Hospital with 
a diagnosis of psychotic depressive reaction with 
paranoid features and uncontrolled diabetes mellitus, 
He had been depressed for 2 months with episodes 
of agitation, self-induced starvation, and paranoid 
ideas. He had a mild diabetes, usually controlled 
with 10 units of regular insulin and 20 units of 
protamine zinc insulin daily. Two weeks prior to 
admission, he refused insulin and food, stating that 
they were poisons, 

en we saw the patient, he was markedly 
suspicious and expressed paranoid ideas against his 
brother and his accountant, who he thought were 
cheating him. He also stated that his wife and the 
police were trying to do away with him, and he 
was convinced that he had cancer of the bowels. 
During the 2 months of his illness, he had lost 
40 pounds. He had suffered 3 previous bouts of 
depression ; the last one, 2 years prior to his present 
admission, lasted 3 months and yielded successfully 
to ECT. His father had died from cancer of the 
stomach and his mother and a sister had had de- 
pressions, 

Physical examination showed evidence of marked 

weight loss with severe dehydration; temperature 


1 Address: 40 Fifth Avenue, New York City 11, 
N. Y. 
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of 100°; blood pressure 120/80; 4 plus acetone 
and glucose in the urine; and blood sugar 165 mg. 
Gastro-intestinal series was negative. Electro- 
cardiogram showed sinus arrythmia. Mazzine test 
was negative. X-rays of the thoracic spine showed 
hypertrophic osteoarthritic changes. X-ray of the 
chest showed left-sided perihilar fibrosis and cal- 
cification. 

He was treated for his diabetic ketosis with intra- 
venous fluids and insulin. Three days after ad- 
mission, although he was out of ketosis, he con- 
tinued to refuse food, and his diabetes continued in 
and out of control. His temperature rose to 104° 
because of cystitis, 

Three days after admission, the blood sugar was 
148. Because of extreme difficulty in the medical 
management of this patient the very poor prognosis 
unless something was done to improve his ment 
status, ECT was begun with the Reiter Amplitude 
Modulated Unidirectional Current. After the second 
treatment the patient began to eat and required no 
further tube feeding. From this point on his 
diabetes was easily controlled. He was given a 
total of 13 ECT’s, and at the time of his discharge 
approximately 4 weeks after ECT was initiated, 
he was no longer depressed and manifested no 
further paranoid ideas. During treatment he gaine 
19 pounds. At present, 3 years after discharge, 
the patient is well, 


This protocol is an illustration of the life- 
saving effect of ECT in a medical emergency 
in which the patient’s psychiatric condition 
makes impossible adequate medical and sur- 
gical care, The physical condition of such a 
patient often deteriorates so quickly that, if 
the mental condition is not quickly alleviated, 
he will soon die. These circumstances call for 
a psychiatric remedy that is both decisive and 
quick. As illustrated by the beneficial effect 
on the patient recorded in this report, ECT 
is the treatment of choice of such patients. 
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PACATAL 


Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY: 


Sr: In July 1955, Volume 112, No. 1, in 
an article entitled, “Use of Pacatal (N- 
Methylpiperidyl-(3) |Methylphenothiazine) 
in Psychiatric Patients,” Dr. G. M. Jacobs 
and I described the effects of Pacatal which 
was a new preparation at that time. The ma- 
terial was supplied to us by a pharmaceutical 
house direct from the manufacturers in Ger- 
many. The side-effects of the drug were 
so severe we felt that it was too toxic for 
clinical administration. Later this drug was 
manufactured by a pharmaceutical house in 
the United States and in Canada, and the 
clinical results by competent investigators 
differed considerably from our own in re- 
spect to side-effects. This led us to re-ex- 
amine our own investigation to attempt to 
determine the reason for this difference. Upon 
request we were furnished with a sample of 
the new material and we sent both the origi- 
nal product and the new material to an in- 
dependent chemical laboratory for analysis 
without indicating the reason for our request 
or identifying either substance. This labora- 
tory report indicated a considerable differ- 


ence in chemical composition which led us 
to suspect the original material might have 
been contaminated or inadequately prepared. 
A number of isolated instances of the use of 
the original material elsewhere and here con- 
firmed the toxicity of the first material. 

In view of our strongly negative article 
based on the German materials we felt that 
we ought to re-examine the product and a 
supply manufactured in this country was 
made available to us. We have now used the 
product manufactured in the United States 
for approximately 9 months and although it 
has side-effects (as does any effective medica- 
tion including those in the psychiatric field) 
there is evidence that there was something 
wrong with the batch on which we did our 
original examination. The drug does appear 
to be an active one and we believe that clinical 
investigation should be carried out to deter- 
mine its usefulness in the treatment of psy- 
chiatric patients. 

Naruan S. Kurve, M.D., 
Director of Research, 
Rockland State Hospital, 

Orangeburg, N. Y. 


“NO PSYCHOSIS WITHOUT NEUROSIS” 


Editor, THE AMERICAN JouRNAL oF Psy- 
CHIATRY: 


Sm: I wish to call your attention to a 
Tecent misuse of an old quotation. I am 
concrened not merely because the erorr ap- 
Pears in our journal but also because it is 
so frequently misunderstood by students and 
by members of allied professions. 

On page 14 of the July 1956, issue Dr. 
Arnot, in discussing the fact that some neu- 
Toses do lead to psychoses, quotes what he 
describes as an old German statement “no 
Psychoses without neurosis.” There is a 
misunderstanding with regard to this quoted 
Statement. It does not refer either to the neu- 
Tosis or to the psychosis as a pathological 


condition. Indeed, the statement does not 
come from medicine or from psychiatry. 

It originated in the field of physiological 
psychology. It uses the term “psychosis” to 
mean mental activity and the term “neurosis” 
to mean activity of the brain. The quota- 
tion is thus a statement of the fact that there 
is no mental activity without there being 
at the same time some activity of the central 
nervous system. This is a truism to us today. 
Such was not the case over half a century ago 
when the statement was first made. That 
was a time when psychology was essentially 
subjective in nature and it was necessary for 
the physiological psychologists forceably to 
remind their theoretical brethren that mental 
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life exists only as a corollary of neurological 
activities. 

The use of this old statement in any other 
connection, particularly in relation to the 
pathological entities which we call neuroses 
and psychoses, is a total misuse of it and 


proves nothing whatever. It is unfortunate 
that these terms have, or had half a century 
ago, other meanings than those current in 
modern psychiatry. 
Grtpert J. Ricu, M. D., 
Roanoke, Va. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY: 


Sır: Dr. Rich is correct to point out my 
American misunderstanding of the phrase 
“no psychosis without neurosis.” The Ger- 
mans really use the statement to mean no 
thought without central nervous system ac- 


tion—a belief with which I am in agreement. 

However, I misused the phrase to empha- 

size a second belief; namely, that in most 

cases a psychoneurosis preceeds the psycho- 

sis. The evidence for this belief comes from 
everyday clinical practice. 

Rogert Arnot, M. D., 
Boston, Mass. 


TRANSCULTURAL RESEARCH 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: After considerable planning over the 
last several years a section on transcultural 
studies in psychiatry has been set up in the 
department of psychiatry at McGill Univer- 
sity. The working cooperation of psychi- 
atrists in 18 countries has been obtained and 
projects for joint work are being set up. The 
first of these was jointly set up by the depart- 
ment of sociology and anthropology and the 
department of psychiatry of McGill and was 
initiated this year at Lima, Peru, in associa- 
tion with the department of psychiatry of 
the Hospital Obrero under the leadership of 
Dr. Alberto Seguin. This project deals with 
the relative significance of physiological, psy- 
chological and socio-cultural factors in the 


etiology of the psychosomatic disorders aris- 
ing from the movement of Highland Indians 
to coastal cities. 

A second project which has been launched 
is the compiling of a newsletter based upon 
information sent in from our various C0- 
workers in other countries. This material 
has been assembled and is now being sent 
out to psychiatrists in other countries inter- 
ested in transcultural studies in psychiatry. 
Those interested in obtaining copies should 
write to Dr. E, D. Wittkower, Section on 
Trans-Cultural Studies, Allan Memorial In- 
stitute, 1025 Pine Avenue West, Montreal, 
P.Q., Canada. 

Ewen Cameron, M. D. 
Allan Memorial Institute, 
Montreal, Canada 


PRESIDENT’S PAGE 


“The onward stream of scientific thought, al- 
though unhalting, yet so twists and eddies that 
the directions of its general trend may not at 
a given moment be plain to read.” 


These, the words of Sherrington, are of 
particular interest at this time, as we try to 
discern our trends and directions. Trends 
in psychiatry are particularly difficult to 
delineate because they issue so gradually 
from things that have gone before and be- 
cause what seem to be important new de- 
velopments are either not new at all or, if 
they are, too often miss their mark and fall 
by the wayside, This only can we say with 
any surety: Psychiatry is interlaced, as it 
always has been, with the prevailing concepts 
of man and his nature, of his place in the 
universe, of his purpose and his destiny, and 
of the forces that impinge upon him. 

It was the democratic concept and the new 
social consciousness at the end of the eight- 
eenth century that ushered in the great move- 
ment in the humane care of the mentally 
ill, associated with the name of Pinel. Today 
that democratic concept lives ever more 
strongly in our midst and social conscious- 
ness has expanded and grown until it envel- 
Ops every aspect of our culture. Yet the great 
movement in hospital psychiatry, initiated by 
Pinel, has not kept pace. This is the ines- 
capable fact of modern psychiarty, charged 
as it is with taking unto itself every patient 
whom society is unable to assimilate and, yet, 
all too often in no position to undertake his 
treatment. The distressing aspect of it is 
that the public has failed to identify itself with 
the problem and the potentialities of psychi- 
atry cannot be fully utilized. Patients who 
are sick in our public mental hospitals are 


still required to live en marge of the society 
of which they are a part. 

The shortage of staff, the dearth of re- 
searchers, nurses, and personnel in every 
echelon holds back our efforts to help these 
patients and to turn grim, outmoded, cus- 
todial institutions into therapeutic communi- 
ties and centers of education, training, and re- 
search. Despite this, we are, through the 
dedication of our group, in a really revolu- 
tionary period in which a new social psy- 
chiatry is being written. We are certain now 
that much of the problem of psychiatric dis- 
ability is causally related to the social en- 
vironment of the patients and that the social 
environment in general contains precipitants 
in profusion for mental ill health and a wealth 
of perpetuating agents. It is indeed paradoxi- 
cal, These patients are society’s problems; 
they are handed to psychiatrists for treat- 
ment and cure; and, yet, that same society 
pays only enough for niggardly treatment 
and finds fault with the psychiartists be- 
cause of the expense involved. 

In spite of many discouraging things, how- 
ever, the insights dating back to the dawn of 
enlightened hospital psychiatry are finding 
confirmation and new meaning in social and 
interpersonal psychiatry. Though we are in 
a period of change and innovation, we are 
mindful of the old wisdom laboriously in- 
scribed for us by succeeding generations of 
students of the mind. Also, we are mindful 
of our unity with each other. We have, as 
Sherrington wrote, “an inalienable preroga- 
tive of responsibility which we cannot de- 
volve, no not as once was thought, even upon 
the stars. We can share it only with each 


other.” 
Francis J. Braceanp, M. D. 


COMMENT 


A REPROACH TO BOTH LAW AND MEDICINE 


On Sept. 17, 1955 a Denver housewife, 
being alone in her house, was brutally as- 
saulted and raped, with the result that she be- 
came pregnant, She appealed to a physician 
to be relieved of this pregnancy. The doctor 
consulted the District Attorney who made 
public the law regarding legal abortions, 

The Colorado Revised Statutes 1953, 

Chapter 40, Article 2, Section 23, state that 
a miscarriage or abortion may be induced 
legally only “with intent to save the life of 
such woman or to prevent serious and perma- 
nent bodily injury to her.” This legal sanc- 
tion was, of course, useless in the present 
case. The victim continued to appeal for 
medical help and legal protection, but in vain. 
Apparently no physician was courageous 
enough to perform an operation not specifi- 
cally authorized by law, however clearly it 
might be indicated on humanitarian or simple 
common sense grounds in any civilized com- 
munity. 

The rapist’s victim publicly expressed 
justified criticism of the rigidity of the law 
and allowed her name to be used in the news- 
papers in the hope that an aroused public 
sentiment might bring legal redress, In fact 
there was widespread clamor for changes 
in the law which would permit an abortion if 
the pregnancy was caused by a criminal as- 
sault. 

However, nothing had been done and after 
4 months her doctor told her that it was too 
late to perform the indicated operation safely. 
In due course the patient was delivered ofa 


female child which she did not see and which 
was immediately placed out for adoption. 

One suggestion for change in the law was 
to the effect that in addition to the bodily in- 
jury mentioned in the statute, the effect upon 
the mental condition of the victim be included 
in the law. This would seem to be dodging 
the issue or stretching a point and placing a 
responsibility upon the doctor that he might 
reasonably hesitate to assume. 

The District Attorney states: “The law 
could be amended so that any female person 
who was the victim of a forcible rape, or any 
female child under the age of consent who 
was raped, resulting in pregnancy would have 
a tight to be aborted.” He adds that such 
a change in the law would create problems 
and might lead to abuse. It would seem safe 
to assume that any physician in good standing 
or any clinic to which a case such as the one 
here in question might be referred would 
make all necessary enquiries to rule out 
fraud. One would like to believe that the 
good physician, satisfying himself of the 
facts in the case, and without further cere- 
mony giving his patient relief, would be quite 
safe from prosecution. But unhappily our 
society is such that one could not always be 
sure about that and the doctor should be 
given legal protection. f 

The statement of the District Attorney 1 
Denver appears to cover the issue fairly an 
adequately, and it is to be hoped that the 
law in the State of Colorado may be amended 
accordingly. The law, so amended, woul 
serve as a pattern for other states to follow. 


LAWS 


Laws are like cobwebs, 
through. 
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which may catch small flies, but let wasps and hornets break 


—Jonatnax SWIFT 


NEWS AND NOTES 


New ResearcH Instirure at New 
Hampsuire State Hosrirat.—Dr. Earl K. 
Holt, superintendent, and Dr. G. Donald 
Niswander, director of psychiatic research 
and education, of the New Hampshire State 
Hospital, Concord, New Hampshire, have 
announced the establishment of the Arthur 
P. Noyes Institute for Neuropsychiatric Re- 
search. The new Institute, which was made 
possible by private funds under the manage- 
ment of the Board of Trustees of the hospital, 
will devote itself to the field of biochemical 
and physiological investigation in the prob- 
lems of mental illness. 

Malcolm Siegel, Ph. D., formerly associ- 
ated with the Sloan-Kettering Institute for 
Cancer Research, and the department of bio- 
chemistry, Cornell University Medical 
School, has been appointed director of the 
newly established biochemical laboratory. 


Dr. ALEXANDER Honorep.—Dr. Franz 
Alexander, who in 1932 founded Chicago's 
Tastitute for Psychoanalysis, the nation’s first 
training institution for psychoanalysts, was 
honored at a farewell banquet on October 12, 
1956, at the Blackstone Hotel, Chicago. This 
event marks his retirement as head of the 
Institute, The new director will be Dr. Ger- 
hart Piers, himself an Institute alumnus. The 
principal speaker at the banquet was Dr. 
John Romano, chairman of the department 
of medicine at the University of Rochester. 

Dr. Alexander gave a farewell address to 
the city he first came to in 1930 as visiting 
Professor of psychoanalysis at the University 
of Chicago. At the end of October he moved 
to California to become director of the new 
Psychiatric research center of the Mount 
Sinai Hospital in Los Angeles. A native of 
Budapest, Dr, Alexander came to Chicago 
from the staff of the Berlin Institute for 
Psychoanalysis, 


ISRAEL S. Wecuster Lecrure.—The 
annual Israel S, Wechsler lecture will be 
Siven on the evening of December 14, 1956, 
at 8:30 p.m., at The Mount Sinai Hospital, 


New York City, by Dr. Horace W. Magoun, 
professor of anatomy, School of Medicine, 
The University of California, Los Angeles. 

The subject of Dr. Magoun’s lecture will 
be “Aristotelian Psychology and the Twen- 
tieth Century Brain.” 


Errects oF Drucs Stupiep.—The Food 
and Drug Administration of the U. S. De- 
partment of Health, Education, and Welfare 
is sponsoring a pilot reporting system 
whereby the reactions of large groups of 
people to new drugs will be recorded for 
future clinical reference. Eleven leading 
hospitals are submitting reports to a central 
bureau, and unusual or adverse reactions to 
particular drugs will be carefully tabulated. 

The reporting system is being developed 
with the collaboration of the American As- 
sociation of Medical Record Librarians, the 
American Society of Hospital Pharmacists, 
the American Medical Association, and the 
American Hospital Association. 


Tue First INTERNATIONAL CONGRESS OF 
Neurosurcery.—The First International 
Congress will be held in Brussels, July 21-28, 
1957, in conjunction with the International 
Congress of Neurological Sciences. 

Neurosurgeons wishing to submit papers 
to be read at this congress should send an 
abstract of 200 words to the assistant secre- 
tary-general, Dr. William B. Scoville, 85 
Jefferson Srteet, Hartford, Connecticut. 
Registration forms which must be completed 
before a paper will be considered can also 
be obtained from Dr. Scoville. Registration 
fees are 15 dollars for active members, 10 
dollars for associate members, and 5 dollars 
for members of the women’s auxiliary. 

The American Express Company and 
Thomas Cook are the official travel agencies 
for hotel reservations and transportation fa- 
cilities for this congress. 


ANNUAL ScHertnc Awar For Meni- 
CAL STUDENTS.—Three increasingly impor- 
tant branches of medicine—cardiology, men- 
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tal disease, and the treatment of eye dis- 
orders—have been selected as topics for 
the 1957 Schering Award Contest, according 
to Award Chairman Dr. Chester B. Szmal. 

The competition, established in 1940, is 
open annually to all medical students in the 
United States and Canada, who may submit 
papers on 3 topics of current medical signifi- 
cance. 

An important new development this year 
is that a total of $4,500 in cash prizes will be 
awarded—double the amount offered in any 
previous year. A $1,000 first prize and a 
$500 second prize will be awarded for the 
best papers on each of the 3 selected topics. 

The 3 subjects for 1957 are: (1) Incidence 
of Various Types of Cardiovascular Diseases 
by Age Group in the Male and the Female; 
(2) Recent Trends in Corticosteriod Ther- 
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apy for Ocular Disorders; (3) Recent Ad- 
vances in the Biochemical Aspects and Treat- 
ment of Mental Disease. 

Students interested in participating should 
submit their entry forms by January 1, 1957. 


American GROUP PSYCHOTHERAPY As- 
SOCIATION.—The First Annual Training In- 
stitute of the American Group Psychotherapy 
Association will be held on January 9, 1957, 
at the Henry Hudson Hotel, New York City. 
On January 10, 11 and 12 the 14th Annual 
Conference will follow at the same location. 
For further information, please contact the 
American Group Psychotherapy Association, 
Room 300, 345 East 46th Street, New York 
City 17, by December 20, when advance 
registration will close. 


SPECIAL NOTICE 


REPORT OF THE NOMINATING COMMITTEE 


The Nominating Committee anno 
dates for election to the offi 
the terms beginning in May 1957: 


President-Elect: Francis J. Gerty, 


unces the selection of the following candi- 
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Mérnopes PsycHomérriques EN CLINIQUE: TESTS 
MENTAUX ET INTERPRETATION. By J. Delay, 
P. Pichot and J. Perse. (Paris: Masson et 
Cie, 1955.) 


This volume, an evaluation and application of 
various diagnostic psychological tests, gives evi- 
dence of both wide scholarship and extensive clini- 
cal and research experience. The collaborators, two 
psychiatrists and a clinical psychologist, include 
Jean Delay, one of the outstanding contemporary 
French psychiatrists. Most of the procedures are 
well known in the United States: the Wechsler- 
Bellevue, the Vigotsky, the Cornell Index, the 
Minnesota Multiphasic, the Rosenzweig Picture- 
Frustration, and the Szondi test are among the 
tests which are carefully scrutinized. The pro- 
cedures are evaluated critically from a theoretical 
and methodological point of view; in addition, there 
are a number of original studies testing the clinical 
validity or applicability of the procedures. The 
discussions are frequently stimulating. Even when 
the ideas are themselves not original (e.g., the dis- 
cussion of methods of analysis of “scatter” profiles 
in the Wechsler-Bellevue), the presentation is 
beautifully clear and incisive. The authors bring a 

h degree of methodological sophistication to 
on their treatment of these psychological pro- 
cedures and the analysis of general issues of psycho- 
logical testing is lucid and well organized. Some 
of the most fascinating sections deal with familiar 
problems in which the formulation of issues and 
ir systematic consideration are original, e.g., the 
rationale of a mental deterioration index, the valid- 
ity of personality tests in psychiatric work, and the 
distinction between objective and projective tests. 

Despite the merits of these critical reviews and 
oo of psychological tests, the discussion is 

mited by the basic orientation of descriptive psy- 

atry. There is relatively little interest in the 
more complex interplay of variables of dynamic 
p achiatry, a complexity which is both the source 
richness and the core of the research difficulty. 
his is not to say that the authors are merely con- 
cerned with the narrow issues of making traditional 
eae discriminations. They raise serious prob- 
ms and explore some of the more difficult issues 
within their framework. However, their approach 
not adequately explore the range of potential 

Sefulness of psychological tests either in clinical 
sty or in psychiatric research. For example, 
ee the theoretical discussion of “scatter” in 

e ee Belej is excellent as far as it goes, 

ive scant attention to the qualitative signifi- 
cance of the Wechsler-Bellevue subtests and the 
aang of scatter patterns, but rather focus their 
oh on the application of scatter analysis to the 
29 lem of mental deterioration. The authors seem 
aware of the issues and problems in the psy- 


chodynamic approach to psychological testing and 
to clinical psychiatry and their failure to pursue 
these issues is unfortunate mainly because it is 
precisely these problems which are most in need of 
the kind of logical precision of thinking and re- 
search consciousness which the authors demonstrate. 
The original studies in this volume involve the 
application of psychological tests to groups of pa- 
tients and controls in order either to evaluate spe- 
cific questions in psychopathology or to study the 
clinical value of the test. They include a range of 
problems such as the following: a comparison of 
the value of several tests in distinguishing patients 
with different degrees of deterioration and normal 
controls; a study of “latent aphasia” in patients with 
arterial pathology on the basis of the psychometric 
pattern with several test items; a study showing 
the value of a test of conceptual thinking (Trist- 
Hargreaves) in distinguishing between the con- 
ceptual ability of normals, schizophrenics, and 
oligophrenics ; an application of the MMPI to pre- 
and post-ACTH and/or cortisone treatments (with 
a group of chronic rheumatism patients) showing 
that the changes in intellectual functioning sub- 
jectively experienced by patients were not mirrored 
in their intelligence test performances and seemed 
due to the affective shift from anxiety to optimism; 
a study of perseveration, designed to demonstrate 
the wide variations in the meaning of this term as 
used in clinical work, in the Cattell test of per- 
severation, and in the Rorschach; a series of studies 
involving the reliability of scoring of the Rosen- 
zweig Picture-Frustration test and its applicability 
to studying schizophrenics; and a study of the 
validity of the Szondi test with negative results. 
These original studies are often interesting. Despite 
small samples, variations in adequacy of the con- 
trols, and fragmentary approaches to a diversity of 
problems, they are superior to the general level of 
clinical psychiatric research in this country. Seen 
as a whole, they offer no major contribution to our 
understanding of psychopathology, but they do 
present some promising leads and demonstrate the 
fruitfulness of psychological tests in psychiatric 
research, 
Marc Frp, Pu. D., 
Boston Psychiatric Hospital, 


PERSONALITY CHANGES FOLLOWING FRONTAL LEUCOT- 
omy: A Clinical and Experimental Study of the 
Functions of the Frontal Lobes in Man. By 
P. Macdonald Tow. (New York: Oxford Uni- 
versity Press, 1955. Price: $8.00.) 


One of the most fertile and imaginative sets of 
tests devised for eliciting the personality defects 
following frontal leucotomy is presented in this 
elegantly prepared small volume. The author has 
been working on the problem for the past ten years, 
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and has chosen his patients specifically on the 
basis that they were intellectually normal before 
operation. Consequently the results of leucotomy 
in these patients come as close as any to estab- 
lishing the true effects of leucotomy uncontami- 
nated by psychotic disturbances in thinking proc- 
esses. The patients tested were chosen from a much 
larger number who were undergoing surgery for 
the relief of emotional disorders. Even of the 60 
patients tested before operation only 36 were carried 
through the postoperative tests over a period of 
three full years after operation. “This reduction, 
which was unfortunately large, was due to some 
patients dying as the result of operation, or dying 
later; and to the fact that others, as a result of 
the operation, developed such symptoms that their 
cooperation was inadequate, or else they were not 
regarded retrospectively as suitable for the valid 
administration of tests.” In other words, the ex- 
amples selected for the study were among the best 
results obtained. 

In extenuation of this attitude it is only fair to 
state that the author is quite aware of the recent 
development of limited procedures that have proven 
more effective and less disabling in the treatment 
of patients afflicted with grave psychoneuroses, and 
also of the restriction of major prefrontal leucotomy 
to “very disturbed patients. Consequently it would 
no longer be possible to obtain any large number 
of the kind of subjects studied, and, thus, there is 
at present no further opportunity for the experi- 
ments here presented.” Here, therefore, is a study 
of Practically normal patients subjected to exten- 
sive separation of the prefrontal areas from the rest 
of the brain. The picture is not a pleasing one. 

Many aspects of personality function were tested 
before and after operation. These included intelli- 
gence (Raven's matrices), vocabulary, tempo, per- 
sistence, speed-accuracy preference, perseveration, 
fluency, abstract words, object-sorting, mazes, work 
and Pleasure attitudes, “trouble questionnaire,” 
and ink blots. Probably the most revealing of all 
the tests was the autobiography written by each 
patient before operation and long afterward, While 
this did not lend itself to statistical evaluation, the 
alteration in the attitude toward the self was very 
striking, It also revealed, in the patient most ex- 
tensively quoted, the disastrous effect of opera- 
tion: “At night, if I can manage to climb into bed, 
I usually wet it two or three times.. . which 
annoys me very much. Everywhere on professional 
grounds, I am assured that this will soon lessen into 
nothingness, but I myself regard this as the forma- 
tion of an unbreaking habit. So what . . .?” 

Decreases were particularly significant in those 

areas that required the display of some imagination, 
like the sorting of objects according to different 
characteristics (use, color, form, material), and de- 
crease in vocabulary definitions and abstract words, 
The number of gross errors in the maze tests, and 
the perseveration of errors reflected the poverty of 
imagination displayed by the patients. Concerning 
the emotional reactions Tow writes: “He also has 
a different reaction to his own responses; he is not 
worried by failures; and he is not elated by suc- 


cesses, for he does not really seem to appreciate it, 
One generalization which is fairly consistently true 
is that his performance is considerably better in a 
structured situation. Where the test is completely 
unstructured for him as in the autobiographies, the 
verbal fluency tests and the abstract words, the de- 
terioration in the performance of the frontal sub- 
ject was so gross as to be obvious without quanti- 
tative comparison.” 

While this volume presents in detail the behavior 
of leucotomized patients in the test situation—and 
this was its single purpose—one misses the behavior 
of the patient when presented long after operation 
with the familiar routines and problems of daily 
life. Granted that the patients were disabled previ- 
ous to operation, there is no estimate of their ability 
to perform their daily tasks even in spite of their 
enormous psychological handicaps. It comes down 
to the point that in the special situation of testing, 
these subjects were unable to perform adequately, 
and for the very specific reasons indicated by the 
author. Whether these same handicaps extended 
into daily life is beyond the scope of the present 
monograph. The author waited too long to present 
his material. The patients had all undergone the 
standard radical leucotomy before the restricted 
operations were coming into use. Had he been 
able to study patients after rostral leucotomy, 
orbital leucotomy, or transorbital lobotomy, the 
chances are that only in a few instances would he 
have found such enormous personality defects as 
those presented in his book. Nevertheless, this 
volume is of use in marking out the danger areas 
beyond which the surgeon must not trespass if he 
is to have a useful patient, let alone a live one. 
There are parts of the frontal lobe that are need- 
lessly sacrificed in a standard prefrontal leucotomy 
in the plane of the coronal suture and sphenoi 
ridge, particularly in patients suffering from psycho- 
neuroses. Tow has performed a service in showing 
what disasters can occur when too radical surgery 
is performed. 

Warrer Freeman, M. D, 
Los Altos, Calif. 


AN Inventory oF SociaL AND Economic RESEARCH. 
Compiled by Fred Strunk. (Health Informa- 
tion Foundation 1955.) 


This is the fourth publication by the Health 
Information Foundation of a project unde 
in 1952 aiming at listing the hypotheses, staff, 8€% 
graphic area covered, executing agency, financi 
sponsors, and publication plan of research into the 
social and economic aspects of health. The project 
1s accomplished by means of a mail questionnaire 
distributed to a selected list or organizations | 
individuals. The reports are then classified, edited 
and published. That the Health Information Foun- 
dation is contributing a significant service by this 
publication is beyond question. It gives those con 
templating research some degree of continuity Wi 
the as-yet-unpublished and perhaps even incomplete 
efforts of their fellow workers in the field an 

s for more rapid sharing of experience 
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more efficient and systematic accumulation of re- 
search data. 

In addition, the inventory makes available, for 
the first time, to all workers, rather than simply the 
initiated, knowledge of highly specialized reports 
that are rarely published. However, since the value 
of an inventory is in direct proportion to its com- 
pleteness, it is disturbing to note, for instance, that 
in the first year the inventory was published only 
70% of the 774 persons and organizations contacted 
responded to the questionnaire. And now, several 
years later, only 70% of the 830 persons and organi- 
zations contacted did so. It is regrettable that the 
Health Information Foundation did not make use 
of some of the well-known techniques for increasing 
response to mail questionnaires. Lack of response 
cannot automatically be equated with lack of re- 
search, since provision is made for reporting “no 
research.” Further, an analysis of the types of 
Organizations failing to respond leads me to sus- 
pect that some research exists among those agencies 
not reporting. Thus, for example, 22 of the 39 
Schools of public health contacted made no response 
at all. This is a ratio of nonresponse exceeded only 
by the schools of social work. In view of the active 
Part Played by these schools in research into the so- 
cial and economic aspects of health—the 18 schools 
responding reported a total of 42 different projects 
—it is difficult to avoid the conclusion that unre- 
Ported research projects are in progress among 
those not reporting. It is also difficult to under- 
Stand why 35 of 8r social science research or- 
ganizations failed to respond as well as 22 of 66 
departments of sociology and anthropology. I also 
question the completeness of the original list of 
contacts” when it has grown only from 774 to 830 
in 3 years, and when it includes only 17 “individuals 
and private research organizations.” One wonders 
how much of an additional expense it would have 

to canvass the members of the appropriate 
Professional societies and whether or not such a 
Canvass might not at least have resulted in greater 
organizational response. 

It would appear on the basis of the inventory 
that most of the research effort in the field is going 
Into 3 arcas: (1) the measurement of health levels, 

2) administrative research such as need, avail- 
ability, and utilization of facilities, and (3) needs, 
availability, utilization, and administration of per- 
sonnel, More than half of the 398 research projects 
Teported fall in the above 3 categories. By contrast, 
studies concerned with social and cultural data in 
the field of health—which one would imagine to be 
a dominant interest—together constitute only a fifth 

the projects reported. One cannot escape the 
feeling that this tabulation reflects the same trend 
Teported in so many fields; namely, the burgeoning 
of applied and immediate research, perhaps at the 
expense of more fundamental and theoretically ori- 
oe work, a trend which the Health Information 

Cundation itself may be interested in modifying. 

Most of the studies reported by government 
agencies are devoted to the measurement of health 

els and the need and utilization of personnel ; 
Whereas studies of social and cultural data are 
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reported as being executed by the full range of 
organizations interested in health with schools of 
public health conducting the majority of projects. 

In the reported studies, mental health plays an 


reported by the federal government, only 8 were 
concerned with mental health. 

However, the small percentage of studies de- 
voted to mental health does not give an adequate 
measure of the growth of the field. In 1952, when 
the first edition of the Inventory was published, 
mental health did not even appear of sufficient im- 
portance to warrant a separate indexing. Studies 
in mental health were scattered through the book 
under a variety of headings. Respondents were 
instructed to list all research from “1054 on and 
any major research completed between 1040 and 
1954.” In that entire publication only 16 studies 
were listed that could be considered as having 
mental health as their major focus. This can be 
contrasted with the almost 40 listed in the present 
study. Many of the 16 studies listed in the original 
publication were small as to finances, staff, and 
scope. Those listed here are almost all major enter- 
prises with combined budgets running into many 
hundreds of thousands of dollars. 

The area in 1952 that was “no bigger than a 
man’s fist on the horizon” has become a major 
concern—the attitudes of the public toward mental 
illness and mental health. Several of the largest 
studies in 1955 are highly specialized opinion sur- 
veys devoted to exploring this area. Preliminary 
findings from all of the current studies, insofar as 
they have been informally reported at professional 
meetings, indicate that at completion these studies 
will provide, for the first time, a definitive and 
sharply specific baseline of popular thinking and 
feeling about mental illness. It is impossible to 
avoid the observation that there has been a general 
sharpening of hypotheses even in the space of 3 
years. The study of the vague general social cor- 
relates to mental illness seems to have given way 
to the study of much more specific aspects of the 
interrelationship between social experience and men- 
tal illness. Accompanying this has been a general 
development of more rigid and quantitatively exact 
techniques. The “purposive sample” so frequent 
among the earlier studies, seems to have yielded 
some of its popularity to the random or probability 
sample. In the same way, the “free hand analysis” 
seems to be yielding to the rigid preformulated 
questionnaire or, at the very least, a carefully 
spelled out protocol. 

In brief, there seems to have been a general 
refinement of the tools used in the study of the 
social, cultural, and economic correlates of illness. 
This is highly desirable, since such a refinement 
is the inescapable prelude to the more precise chart- 
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ing of what Dr. Robert Felix has termed “a whole 
continent of useful knowledge” that is today indi- 
cated only by the blank spaces that signify “un- 
known territory.” 
Gumo M. Crocertr, 
New York City Community 
Mental Health Board. 


Year Book or NEUROLOGY, PSYCHIATRY AND NEURO- 
SURGERY (1955-1956 series). Edited by Roland 
P. Mackay, M.D. (Neurology), S. Bernard 
Wortis, M.D. (Psychiatry), Percival Bailey, 
M.D., and Oscar Sugar, M.D. (Neurosur- 
gery). (Chicago: The Year Book Publishers, 
1956. $7.00.) 


The editor of the neurology section notes that 
the “outstanding neurologic event of 1955, beyond 
all doubt,” was the production of the polio vaccine. 
After public release, the use of vaccine from one 
laboratory had been followed by attacks of polio- 
myelitis in 79 children, of whom 11 died and three- 
fourths were paralyzed. There were also 125 con- 
tact cases. After testing methods were perfected no 
further complications occurred, and the Salk vac- 
cine came into use in many countries. Mackay 
records that in the U. S. in 1955 the vaccine “was 
about 75% effective in preventing paralytic polio- 
myelitis among those vaccinated.” 

He also calls attention to continuing work on 
the functions of the temporal lobes, their reception 
of a variety of sensory impulses which evoke vis- 
ceral circuits and would thus appear “to offer the 
dynamic for extrinsic behavior.” Further, “the 
temporal lobes, and in particular their inferior and 
medial portions become indispensable to memory, 
but not its sole repository.” 

Many valuable contributions to our knowledge 
of the degenerative diseases are also cited. Fur- 

ther studies of the convulsive disorders emphasize 

“that EEG patterns are not readily translatable 
into clinical terms ... The current easy appeal 
to the EEG for the answer to all questions of 
diagnosis, prognosis and therapy is more than ever 
to be deprecated.” 

In introducing the psychiatric section Wortis 
notes that the present period in psychiatric history 
is likely to be remembered as the era of psycho- 
pharmacology. While warning against the panacea 
obsession, he conservatively records that the newer 
drugs “are often remarkably helpful in the treat- 
ment of some neurotic and psychotic reactions,” 

Intensive work is being carried on in the field 
of experimental psychiatry. The production of 
psychosis-like reactions by injections of lysergic 
acid and related substances and their resolution by 
the use of other drugs. 

“Advances... in the physical and pharmaco- 
logic therapies have done much to move psychiatry 
closer to medicine in its broadest and best applica- 
tion, and have also shown that the psychiatrist needs 
to be a physician with many skills, biologic, psycho- 
logic and social.” 

Wortis foresees the advent of “newer and better 

anxiety- and tension-relieving drugs,” the perform- 


ance of “fewer total lobotomies,” and more effec- 
tive treatment by “newer electric and ultrasonic 
procedures.” 

Bailey and Sugar, in their introduction to the 
section on neurosurgery, devote most of their 
remarks to severe criticism of the operation of 
lobotomy in the treatment of mental illness. They 
quote with approval the assaults on this proce- 
dure by the Belgian, J. Ley. They seem to accept 
this author’s concession that there is only one justi- 
fication for lobotomy—the relief of violent suffering, 
either moral or physical. They recall with empha- 
sis the Hippocratic maxim: primum non nocere. 

They note that with the use of the newer drugs 
“the temptation to use it [lobotomy] early in the 
course of a mental illness has been practically 
eliminated.” 

Among other neurosurgical procedures the editors 
refer to temporal lobectomy introduced by Bailey 
and Gibbs for psychomotor epilepsy. These authors’ 
warnings against bilateral invasion of the medial 
part of the temporal lobe has not always been 
heeded—with disastrous results. 

Since Cushing opened the door to brain surgery, 
ever wider and deeper areas of that organ have 

made accessible to remedial tchniques or ex- 
posed to experimental interference. Bailey and 
Sugar sum it up: “By all means let us continue to 
search for new methods of alleviation of human 
ailments, but always mindful of our responsibilities 
as physicians,” 
C. B. F. 


ErrecTS or ALCOHOL ON THE Nervous SYSTEM OF 
Man. By Cyril B. Courville, M. D. (Los An- 
geles: San Lucas Press, 1955. $4.50.) 


It is of importance that Dr. Courville, with his 
tremendous experience as a neuropathologist, has 
written this volume dealing with the underlying 
patholgy of the many and varied neurological an 
psychotic syndromes found in alcoholics. As he 
says in his epitome, “with the exception of the direct 
effect of alcohol on the stomach and indirectly of 
the liver, the chief action of alcohol is exerted on 
the brain, spinal cord and peripheral nerves.” 

He discusses in successive chapters the pathology 
of (1) acute alcoholic intoxication and delirium 
tremens, (2) Wernicke’s encephalopathy, (3) Pe 
ripheral neuropathy, (4) alcoholic cerebral corti 
atropy, (5) chronic alcoholic psychoses (Kors 
koff’s Psychosis, alcoholic pellagra and chronic al- 
coholic deterioration), (6) post-alcoholic commis: 
sural and central necrosis (Marchiafava-Bigna™! 
Disease), (7) alcoholic cerebellar degeneration 
and (8) spinal cord degenerations incident t° 
chronic alcoholism. 

While he postulates a direct toxic action of al- 
cohol on the nervous parenchyma producing histio- 
toxic changes somewhat similar to those seen ™ 
anoxia, he stresses the importance of accompany! 
vitamin deficiency in chronic alcoholic syndromes 

The book is fully illustrated and there is a us a 
bibliography. The proof reading has been poor, "° 


` possibilities, 
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sulting in statements confusing to the reader, e.g. 
on page 87. 
Eric A. LrneLL, M. D. 
Toronto, Canada. 


ALcoHOLIsM—ITs PsycHoLocy AND Cure. By 
Frederick B. Rea. (New York: Philosophical 
Library, 1956. $3.50.) 


This little book is intended for popular reading 
and is slanted toward the religious approach to the 
problem of alcoholism. The final chapter is labeled, 
“The Spiritual Causes of Addiction,” and states, 
“Addiction, therefore, is more than a personality 
disorder; it is a character disorder. It is not simply 
a psychological disease; it is a spiritual disease, a 
malady of the soul. ... We are also enabled to 
understand why something more than a medical or 
Psychological cure is needed for such cases. Spirit- 
ual diseases demand spiritual remedies.” The book 
ends with a plea that the Christian Church should 
unite with public welfare services and the medical 
Profession to abolish alcoholism. 

The book is divided into 3 parts: Part One, of 
4 chapters, related to addiction; Part Two, also 
4 chapters, discusses cure; and Part Three, the 
Conclusions, labeled, The Spiritual Causes of Addic- 
tion. The author starts out with a discussion of the 
complexity of the problem of alcoholism, in which 
he seems largely to accept the attitude of psychiatry. 
Chapter 2, on the metabolism of alcohol, is, on the 
whole, a fair presentation of the subject for popular 
Treading. A few minor errors creep in which are 
Not particularly important. Chapter 3 discusses 
what types tend to become alcoholics. This is, 
again, a rather good, common sense discussion. 

here is particular emphasis on the fact that Jews 
are less likely to become alcoholics, although they 
show a higher percentage of occasional drinkers 
and a lower percentage of abstainers than do 
Protestants or Catholics. The author sees the im- 
Portance of a cultural attitude here and feels that 
we should learn something from the approach of 
the Jewish culture, Chapter 4, “The Road to Al- 
coholism,” discusses the manner in which individuals 
£0 on to become alcoholics. 

Part Two discusses cure. The author accepts the 
attitude of Alcoholics Anonymous that alcoholism 
Cannot be cured, it can only be arrested. He like- 
Wise accepts the general medical idea that those 
who have been alcoholics cannot be restored to 


normal habits of moderate drinking. The first- 


pter in Part Two discusses the different aversion 
treatments, and he finds the conditioned reflex treat- 
ment unsatisfactory; the use of apomorphine as 
Comparable to shock therapy of contemporary psy- 
chiatry; the antabuse treatment as having some 
value but not yet used enough to know all of its 
Medical hypnosis he seems to regard 
bod having important potentialities, Chapter 6 is a 
discussion of the significance of conversion, which 
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is in accord with the commonly accepted views of 
what takes place in religious conversion. Chapter 7 
is a discussion of Alcoholics Anonymous, and Chap- 
ter 8 is entitled “The Pastor and the Alcoholic.” 
After its preliminary discussion of alcoholism 
from other standpoints this small book concentrates 
on the religious approach. From this standpoint it 
is slightly different from a number of other popular 
books that have been written on the subject. On the 
whole, the material on alcoholism is suitably pre- 
sented for popular reading, 
K. M. B. 


Reactions wra Druc THerary. By Harry L. 
Alexander. (Philadelphia and London: W. B. 
Saunders Company, 1955.) 


This volume is a boon to pharmacologists and 
clinicians who are at loss to deal with the unusual 
experiences that at times accompany drug therapy. 
A book with this scope should be welcomed in the 
library of the clinician and of a hospital. The prac- 
ticing dentist will find the chapters on sedative, 
anti-infectious, and local anaesthetic drugs very 
useful. It is comforting to learn that the potential 
capacity to induce sensitization is limited to certain 
drugs and that hypersensitive reactions to drugs 
fall, as a rule, into well-defined common patterns. 
An excellent list of references is included in the 
book, 


G. H. W. Lucas, M. D, 
University of Toronto. 


HANDBOOK OF PARLIAMENTARY Procenure. By Henry 
A. Davidson, M.D. (New York: The Ronald 
Press Co., 1955. Price: $3.75.) 


Your reviewer had the privilege of commenting 
upon Dr. Davidson’s Forensic Psychiatry in these 
columns and of hearing his lucid exposition of 
forensic issues on various occasions. He has a solid 
and well-deserved reputation as a writer and 
speaker in the field of forensic psychiatry. 1 

Readers who have come to expect something 
better than average from this author will not be dis- 
appointed in his latest book. The contents are de- 
scribed in the beginning of the preface : “This hand- 
book aims to present in simple step-by-step terms 
the rules and practices of parliamentary procedure 
for the small organization. . . .” 

The contents include such matters as rules of pro- 
cedure; work of committees, boards and commis- 
sions; construction of a constitution; the structure 
of a budget and examples of forms in common use. 

Reading of the section on “precedence of motions” 
would save many a chairman from embarrassment 
and audiences from the annoyance arising out of 
bumbling and incompetent direction of a meeting. 

Dr. Davidson’s treatise fills an urgent need and 
should receive a wide and favorable response. 

K. G. Gray, M.D., 
University of Toronto, Canada. 


IN MEMORIAM 


ESTHER LORING RICHARDS, M.D. 
1885-1956 


Dr. Esther Loring Richards died at the 
age of seventy-one on July 6, 1956, at her 
home in Baltimore. Her church, The 
Franklin Street Presbyterian, was crowded 
for the memorial service with friends from 
every walk of life, for her missionary efforts 
in behalf of psychiatry had extended to every 
segment of the Baltimore community, and 
her varied interests had made her a member 
of many formal and informal groups in the 
city. 

Dr. Richards graduated from Mount 
Holyoke College, took her first year in medi- 
cine at the University of Wisconsin, and 
transferred then to the Johns Hopkins Medi- 
cal School, from which she was graduated in 
1915. She immediately entered the newly es- 
tablished Henry Phipps Psychiatric Clinic as 
an intern, and remained associated with the 
Phipps Clinic until her death, She was in 
charge of the outpatient service of the Clinic 
from 1920 until her retirement in 1951, and 
was associate professor of psychiatry in the 
University from 1923. Her service therefore 
spanned twenty of the thirty years of Adolf 
Meyer’s regime, and ten years of that of 
John C. Whitehorn. 

She taught a whole generation of medical 
students, and her forceful, clear, and pun- 
gent case presentations emphasizing the 
practical devices for measuring behavior— 
“the tests of life”—will not soon be forgotten 
by those students. She was a prodigious 
worker, and managed always to extract some 
fun even from the most arduous effort, She 
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was an excellent speaker, much in demand 
the country over. She was honored as 
“Woman of the Year” in science in 1946. 

She was the author of two books: Be- 
havior Aspects of Child Conduct (1932), and 
Introduction to Psychobiology and Psychi- 
airy (1941), besides a full hundred articles. 
She held the honorary degree D. Sc. from 
Mount Holyoke, Wilson, and Goucher Col- 
leges. 

She was the trusted consultant for numer- 
ous organizations in the city including The 
Baltimore City Hospitals, various family 
care organizations, the schools, and, among 
others, Catholic, Protestant and Jewish 
charitable organizations. She was on the 
original Medical Advisory Board of The 
Seton Institute. 

Of Welsh descent, her great love was 
music, and for long years she was a sponsor 
of and attendant at The Bach Festival in 
Bethlehem, Pa. In her last months of semi- 
invalidism, she was much cheered by the 
visits of her friend, Mme. Agi Jambor, who 
played the piano for her. 

She had unbelievable courage in the face 
of the long illness which she knew woul 
bring death, and she carried on an extensive 
practice from her wheel chair until the last 
two weeks. 

Burial was in South Yarmouth, Massachu- 
setts. 

Ruru E. Faresanx, M. D. 
Wenpert Muncr, M. D. 
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IMPLICATIONS OF DURHAM'’S CASE: 
ABE FORTAS,? Wasnincron, D. C. 


On July 1, 1954, the opinion of the Court 
in Durham v. United States was handed 
down. 

In the Durham case, the Court of Appeals 
for the District of Columbia reached back for 
an old and unused item in the judicial inven- 
tory. It dusted off a principle fabricated in 
the remote state of New Hampshire in 1870, 
slightly modernized its lines, and offered it as 
the new fashion for the nation’s capital. 

Until the decision in this case, the tests of 
insanity as a defense to criminal prosecution 
in the District of Columbia had been the 
WNaghten rule and the irresistible impulse 
Principle. The substance of the M’Naghten 
tule is that to establish a defense on the 
ground of insanity, it must be proved that 
the accused was laboring under such a de- 
fect of reason from disease of the mind, as 
not to know the nature and quality of 
the act he was doing, or, if he did know 
it, he did not know that he was doing what 
was wrong. The irresistible impulse test 
was adopted in the District in 1929. Under 
this rule the insanity defense could be es- 
tablished by Proving, in the quaint language 
of the Court, that the accused’s “reasoning 
Powers were so far dethroned by” an uncon- 
trollable impulse to perpetrate the deed “as 
to deprive him of the will power to resist,” 

In Durham, the Court of Appeals, in a re- 
markably lucid and perceptive opinion by 
Judge David L, Bazelon, concluded that these 
tests were inadequate: The tight-wrong test, 
it held, does not take sufficient account of 

Psychic realities and scientific knowledge,” 
and is based upon only one symptom. The 
Irresistible impulse test, according to the 
Court, does not “give recognition to mental 
illness caused by brooding and reflection.” 

Accordingly, the Court decreed that in the 
uture a new style would prevail in the courts 


-of the Distri i i 
istrict of Columbia, This new test, 
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the Court said, is not unlike the test adopted 
by New Hampshire in 1870, which, since that 
time, has produced much literature but no 
emulation. The Durham test, as announced 
by the Court, “is simply that an accused is 
not criminally responsible if his unlawful act 
was the product of mental disease or mental 
defect.” 

As is usual with new fashions, the Court’s 
edict was variously received, Some cheered 
and some jeered. A judicial model, however, 
has a sanction that Mr, Dior cannot quite 
achieve. It is compulsory—unless the legis- 
lature overrules it or unless and until the 
Court changes its mind. 

In the District of Columbia, the decision 
was quickly and vigorously attacked by the 
chief prosecuting attorney and by one of our 
two great newspapers. Ina series of editori- 
als, the Evening Star attacked the new rule 
because it feared that it would result in turn- 
ing loose a flood of law-breakers to prey on 
the citizens of Washington, According to the 
Star, because of the rule in Durham, more 
criminals would plead the excuse of insanity, 
and more insanity pleas would be successful. 

At about the same time that Durham was 
decided, the Court of Appeals decided several 
related cases which resulted in shoring up the 
entire legal procedure for processing and ad- 
judicating claims of insanity. These decisions 
reflected the great interest and unusual psy- 
chiatric literacy of the judges of that Court: 
notably Judges Bazelon, Edgerton, and 
Washington. 

To these jurists, the disorders of the mind 
are not merely an irritation, obstructing the 
even flow of criminal justice. They are phe- 
nomena of fundamental concern to any sys- 
tem of criminology which lays claim to civi- 
lized standards. To them, the psychological 
disorders of persons who commit criminal 
acts raise problems of social morality which 
require careful, individualized processing ; 
and they present issues of fundamental im- 
portance relating to the disposition and treat- 
ment of the individuals concerned. 

One may guess, indeed, that these judges 
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suspect that mental disorders may figure in 
criminal activities with vastly more frequency 
than is currently recognized by our legal pro- 
cedures ; and that they deliberately began the 
process of refashioning our legal institutions 
to take account of this hypothesis. 

It would be impossible in this paper to de- 
tail the steps that the Court has taken in a 
number of decisions announced during the 
past two years. In essence, they proceed upon 
the following principles which they sharply 
implement: 

1. Any claim of insanity at the time the of- 
fense was committed, or of mental incompe- 
tence to participate in the trial, is entitled to 
careful, painstaking, deliberate attention by 
the trial judge and jury, if it is made in good 
faith and is not obviously frivolous. In short, 
the courts should be receptive to such claims, 
and not hostile. 

2. The rules of procedure should facilitate 
proof of insanity, and juries should not, by 
means of critical or hostile instructions, be 
discouraged from finding that the defendant 
is not guilty by reason of insanity. 

3. The standard by which insanity should 
be determined should be comprehensive. It 
should be broad enough to cover all types of 
“mental disease or defect.” It should not be 
limited to particular types of symptoms. It 
should be sufficiently general to facilitate 
complete communication between the psychi- 
atrist and the judge and jury. 

4. Persons who commit crime as a result 
of insanity should be committed to a mental 
institution for treatment, and should not be 
jailed. 

Now, the District of Columbia is a 
splendid community. It has the usual modern 
conveniences. In many ways, it is quite up 
to date. In respect of intelligence about men- 
tal disorders, it benefits by the presence of 
the staff of St. Elizabeths and the traditions 

of William Alanson White. It has the privi- 
lege of hearing the sane and enlightened voice 
of our fellow townsman, Dr. Overholser, and 
of our neighbor, Dr. Guttmacher. But the 
District is not quite Utopia. 

Accordingly, in response to the clamor 
against the Court of Appeals’ attitude toward 
criminals who claim insanity, the Commis- 
sioners of the District of Columbia directed 
the District’s Council on Law Enforcement 
to commence an inquiry to see whether legis- 


lative correction was needed of the rules 
adopted by the Court. 

The recommendations of the Council were 
ultimately enacted into law. In general, the 
effect of the recommendations was somewhat 
to redress the balance as between the defend- 
ant who claimed insanity and the prosecu- 
tion: they made it somewhat more difficult 
for the defendant to obtain a preliminary ex- 
amination as to insanity ; they provided that 
the physician-patient privilege does not ap- 
ply to the insanity issue in a criminal case; 
and they required that defendants competent 
to stand trial, who were found not guilty by 
reason of insanity at the time of the offense, 
be committed to a mental institution. The 
Court of Appeals had already suggested that 
the trial courts should commit such defend- 
ants in the exercise of their discretion. On 
the whole, however, the Council’s work did 
not substantially change the policies adopted 
by the Court of Appeals, described above. 

I think it is fair to say that when the Coun- 
cil began its work there was reason to believe 
that it would recommend that Congress abro- 
gate the Durham rule. It is, therefore, of 
considerable significance, that after its hear- 
ings and deliberations, the Council warmly 
approved the Durham test. It thereby pre 
served the keystone, or at least the most dra- 
matic part, of the Court’s structure. The 
Council stated that while the Durham prin- 
ciple is by no means the perfect test, “it rep- 
resents a significant and desirable advance 
over the right-and-wrong and irresistible im- 
pulse tests, and is in the interests of justice. 
Since the Council’s report, the public protest 
in the District concerning the Durham test 
has subsided, and the new rule is being aP- 
plied in criminal trials in our district court. 

It is extremely difficult, however, tO ap- 
praise the effect that the Durham rule bas 
had. Only one point seems reasonably cleat: 
that is, that the elimination of *% 
M’ Naghten rule—the right-and-wrong test- 
and the irresistible impulse doctrine, i 
opened the way to better and more fruitft 
participation by psychiatrists in crim™ 
trials. 

With a few exceptions, a conspicuous F™ 
sult of Durham is that the M’Naghten que 
tions have disappeared. Psychiatrists are ro 
at liberty in the District of Columbia z 
testify fully and honestly as to the defendan 
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mental condition and its meaning and impli- 
cations. I am told that they welcome this 
freedom, and that they are relieved by their 
emancipation from the ancient legal rituals. 

Beyond this, the facts are not available for 
appraisal of results. It would, of course, be 
of great interest to find out whether the Dur- 
ham rule has resulted in more frequent claims 
of insanity, and whether, where the defense 
is interposed, it has resulted in a greater or 
lesser number of acquittals. Unfortunately, 
statistical data are not available for these 
purposes, 

An informal check of lawyers and judges 
in the District has disclosed only that equally 
qualified observers and participants in crimi- 
nal proceedings have precisely opposite im- 
pressions of the results: some judges and 
lawyers believe that Durham has resulted in 
more insanity defenses. Others surmise that 
ithas had no such effect. Most of those inter- 
viewed thought that the rule had no effect as 
to the number or probability of acquittals on 
the grounds of insanity, A few thought that 
it made it more difficult to obtain an adjudi- 
cation of insanity. It is certainly true, how- 
ever, that the dire predictions of some critics 
of the Durham rule have not come to pass. 
There has been no jail delivery. 

One aspect of the Durham rule has led to 
much learned discussion. This is the require- 
ment that, the test for a finding of not guilty 
by reason of insanity is that the criminal 
act must have been the product of mental 
disease or insanity. Law professors, in par- 
peers as _Dr. Guttmacher knows, have 

ound in this debate the source of much in- 
nocent diversion, 
ae not know the extent to which this 
rs E repurmg some type of causative rela- 
Ne Sea the disorder and the criminal 
Kiire prrected or will affect the decision of 
ae ual cases. I agree that the phrase is 
aA It has not been the subject of 
os re inition in the Court of Appeals. It 
the i rd from the Durham opinion that 
Pa ere elt that the defendant should show 
ma Sp disorder was related in some 
find it diffe €gree to his criminal act. But I 
tended. cult to believe that the Court in- 
that the vee of this phrase, to require proof 
= Pho act was solely, proximately 
fect” | y caused by the “mental disease or 
. ope that subsequent decisions will 
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clarify this point. As a minimum, clarifica- 
tion should reduce the volume of semantic 
literature that the phrase has inspired, and I 
trust that it will definitely establish that the 
Court did not intend to demand the impos- 
sible or ridiculous, but merely to invite a 
showing that the defendant’s mental disorder 
was sufficiently serious and general to affect 
his behavior. 

In the absence of data, then, as to the con- 
sequences in practice of the Durham case, we 
turn to the task of evaluating its implications, 
importance, and effect. In my opinion, the 
importance of the decision cannot be judged 
by a semantic exercise. Its importance is not 
due to the merit of the new standard that it 
established for adjudicating the defense of 
insanity. Durham is not a charter of liberty 
for the insane. Rather, as I shall show, its 
importance is that it is a charter, a bill of 
rights, for psychiatry and an offer of a limited 
partnership relationship between criminal law 
and psychiatry. Indeed, the function of a rule 
of law embodying the standard by which the 
defense of insanity will be adjudicated is very 
limited. A clear understanding of this fact, 
I respectfully submit, is essential to an ap- 
praisal of the importance and implications of 
the Durham case. 

First, the test of insanity that it announced 
is applicable only to the issue of the defend- 
ant’s insanity at the time he committed the 
act. The Durham test does not apply, for 
example, to determining whether the defend- 
ant’s mental condition is such that he is com- 
petent to stand trial. For this purpose the 
test is whether the defendant has capacity to 
understand the proceedings against him and 
to assist in his own defense. It does not ap- 
ply for purposes of determining whether a 
defendant who has been committed to a men- 
tal hospital because he committed a crime 
while insane, may be released. Here, the 
question under District of Columbia law, is 
whether the person is likely to be a danger 
to himself or to others. 

Second, the Durham test, like its predeces- 
sors, is not a self-executing measurement. It 
it not a rule, like the principle that twelve 
apples make a dozen. If you have twelve 
apples, you are entitled to an adjudication 
that you have a dozen—at least in the absence 
of extraordinary circumstances. But the legal 
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test of insanity—like most legal principles— 
does not work in this automatic way. 

It has two basic functions, The first, and 
to my mind the most important, is to regulate 
or serve as a standard for regulating the 
type and nature of evidence which may be 
heard by the judge and jury. For example, 
the M’Naghten rule invites and in most juris- 
dictions requires testimony as to the defend- 
ant’s ability to know the difference between 
right and wrong; the Durham rule clearly 
makes this sort of testimony unnecessary. 

The second function is to serve as a defini- 
tion of insanity: a standard for measuring 
whether the evidence establishes that the de- 
fendant is insane. 

This definition has a dual function. In the 
usual case, it is stated to the jury in the 
solemn form of an instruction. They are told 
that they should evaluate the evidence against 
the yardstick which it provides. Under Dur- 
ham, for example, they are told that unless 
they find that the evidence establishes that 
the criminal act was not the product of a 
mental disease or defect, they should find 
the defendant not guilty by reason of in- 
sanity. 

In extreme cases, the definition serves as 
an instrument by which judges control the 
decisions reached by juries : that is, the judge 
will use the definition to enter a verdict for 
the defendant, regardless of the jury, if, in his 
view, the facts measured by the rule cannot 
reasonably lead to any conclusion except that 
the defendant’s act was the product of in- 
sanity. Similarly, an appellate court may set 
aside a verdict against the defendant if it con- 
cludes that the facts so clearly establish that 
the defendant’s act was the product of in- 
sanity as to preclude any other result, 

It must be emphasized, however, that these 
cases—in which a judge or appellate court 
will conclude that the evidence so clearly es- 
tablishes insanity, as defined by the rule of 
law as to preclude any other conclusion—are 

indeed rare. Usually, the jury’s decision is 
final, operating under the influence, whatever 
that may be, of the definition of insanity, 

The definition does not, of course, decide 
the case. The decision in the case is deter- 
mined by many factors. The rule or definition 
is only one of them. Indeed, the factors 
which enter into a legal decision are about as 
various, complex, and subtle as the elements 
that determine any other decision in human 
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affairs. For example, the attitudes that the 
judge and jurors bring to the courtroom; 
the nature of the offense charged; the de- 
meanor of the defendant ; the persuasiveness 
of psychiatric and other witnesses ; and the 
skill of counsel: all of these and many other 
factors, tangible and intangible, play a part. 

This phenomenon is inevitable, for after 
all, the decision as to sanity or insanity is 
made by people, not by computer-machines. 
Usually, it is made by a jury of 12 ordinary 
people. Ordinary people, like extraordinary 
people, decide questions on a complex and 
not a simple basis. Definitions, standards, 
rules of law may influence them, but they are 
not controlling. 

This is true even when the issue is decided 
by a judge and not by a jury. Judges, too, 
are people. They are subject, like other 
people, to a complex of factors that affect 
their decision-making. Standards or rules of 
law may influence them to a greater extent 
than other people; but the rules are not the 
only ingredient of their conclusions. 

In short, the Durham rule of law for de- 
termining insanity, or any rule, has a limited 
office. It is merely a standard constituting 
one factor in an elaborate process in which 
many elements operate to influence or de- 
termine the result. Changes in standards do 
not necessarily mean that different results 
will be achieved in the decision of individual 
cases. 

The Court of Appeals in Durham was un- 
der no illusion as to the nature of the job 
that it was doing. It did not project the new 
rule as an automatic mechanism which would 
determine whether defendants should ot 
should not be held criminally responsible of 
adjudged insane. It realized that this func- 
tion was to be performed by a jury. It clearly 
appreciated that while the jury would pre- 
sumably be influenced by the instructions it 
would receive as to the rule of law, its dë- 
cision would be determined by its genet 
appraisal of the total situation. In making 
this appraisal—in determining the ultimate 
fact of insanity—the Court said, “The jury 
would perform its traditional function which 

. is to apply ‘our inherited ideas of mot 
responsibility to individuals prosecuted fo" 
crime.’ ” 

The jury, then, remains the arbiter. TPE 
controlling consideration remains, as the 
Court put it, a “moral judgment” as t° 


whether the defendant should be held crimi- 
nally responsible for his act. Durham does 
not provide a mechanical sorting device. It 
does not provide a new self-contained ma- 
chine for differentiating the sane and the in- 
Sane—and for directing the sane to jail 
and the insane to the mental hospital. 

The Durham case, then, does not disturb— 
it does not really touch—the basic ideology 
or philosophy of the law on the subject. It 
teaffirms the “fundamental precept,” as the 
Court put it, that “Our collective conscience 
does not allow punishment where it cannot 
impose blame.” Under M’Naghten and its 
predecessors, if a man did not know the 
Nature and quality of his act, if he did not 
know that it was wrong, he should not be 
“blamed”: punishment should not be im- 
posed. Under Durham, if he suffered from a 
mental disease or defect which produced the 
Criminal act, he should not be “blamed”: 
punishment should not be imposed. 

It this is so, what, then, is the basic sig- 
nificance of the Durham case? It is, I suggest, 
that the law has recognized modern psychia- 
try. It has taken notice of and acted upon the 
discoveries of psychiatry as to the enormous 
Tange, complexity, and variety of mental dis- 
orders and their profound effect upon be- 
havior, It has repudiated, as too narrow and 
Confined, a rule which in reality has no rela- 
tion to the body of information, experience 
and techniques called psychiatry, This prin- 
“iple—the M’Naghten rule—that punishment 
Should not be imposed upon one who as a re- 
sult of mental disorder did not know he was 

cing wrong—is laudable, but it is not psy- 
chiatry. Under M’Naghten, psychiatry, so 
to speak, has made its way by stealth. It has 

<n grudgingly admitted, for a price. The 
Price was that it had to wear the garb of a 
Testricted, ethical concept to which it had du- 

Hous claim and uncertain qualifications. 

Under Durham this is changed: clearly, 
emphatically, cleanly and unmistakably. Psy- 
n is given a card of admission on its 

n merits, and because of its own compe- 

ce to aid in classif ying those who should 
; A criminally responsible and those who 
ist be treated as psychologically or emo- 
a y disordered. It is not admitted to the 

./00m merely as a handmaid of ethics, 
‘nd on the pretext that it can provide ex- 
Opinion as to whether the defendant 
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knew the nature and quality of his act and 
whether it was right or wrong, 

As the Court in Durham said, the psychia- 
trist will now be permitted to carry out his 
function which “is to inform the jury of the 
character of the accused’s mental disease or 
defect.” The law which previously, at best, 
had bootlegged psychiatric testimony of this 
general character, under Durham invites it to 
play a full part. 

Under Durham, psychiatrists are not con- 
fronted with the necessity of choosing be- 
tween conscience and justice. They are not 
faced with the unpalatable choice of pre- 
varicating by testifying that an extreme para- 
noid did not know the difference between 
right and wrong—in which case he would 
probably be found insane—or of confessing 
that the defendant did know the difference, 
in which event he might be adjudged sane. 
They are at liberty to testify fully and hon- 
estly as to the defendant's mental condition 
and its meaning and implications. 

This, I believe, is the clear and positive 
contribution that the Durham case has made 
to the difficult field of insanity in the ad- 
ministration of the criminal law. I hope that 
the effect of this change will not be limited 
to the scope of individual cases. I hope that 
it will open the door to more fruitful collabo- 
ration generally between psychiatrists and 
the legal profession on the vast problems of 
criminology, including the questions of dis- 
position and handling of those who commit 
crimes, whether or not they are classified as 
“Snsane.” I also hope that as the Durham ap- 
proach is extended to other jurisdictions, 
more psychiatrists, freed of the anxieties 
and restraints attendant upon the ancient for- 
mula of the law, will dedicate themselves to 
this field. 

There is, of course, much to be done. Apart 
from the vexatious questions of the disposi- 
tion and treatment of individuals who have 
engaged in antisocial conduct, there are 
fundamental questions of theory and phi- 
losophy that urgently require re-examination, 
Let me suggest one of these questions. Our 
present legal machinery is designed in terms 
of absolutes: the “sane” are sent to jail; the 
“insane” are sent to hospitals. This, of 
course, is a logical consequence of the law’s 
major premise: that sane persons may be 
blamed for their acts, and therefore, they 
should be sent to jail—either on the theory 
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that jail is deserved punishment for such per- 
sons, or that jail is a deterrent to them and to 
others. “Insane” persons, on the other hand, 
cannot be blamed. Therefore, they should be 
sent to hospitals or, in some jurisdictions, al- 
lowed to go free. 

Now, I suggest that this is a theory that 
deserves vigorous examination. It draws a 
sharp line between the sane and the insane. 
ĮI assume that there are those who are clearly 
insane by any definition ; and | am willing to 
concede that there may be those who are sane. 
But I suggest that the socially important 
group, because of their numbers and poten- 
tial responsiveness to treatment, are much 
closer to the line. The law, however, does 
not recognize these shadings. It requires 
black and white classifications. 

Now, I do not wish, by what I have 
said, to appear to be denying the importance 
or validity of the theory of blame, or the 

moral basis of the distinction between the 
sane and the insane, I suggest, however, that 
this moral distinction need not be observed by 
a differentiation in the form of verdict or 
sentence. Differentiation may also be possible 
in the treatment and custody of those who 
have broken society’s commands. If this dif- 
ferentiation is adapted to the needs and the 
type and degrees of responsibility or irre- 
sponsibility, it seems to me that the moral 
requirements of society may be satisfied. At 
the same time, it is possible that more effec- 
tive disposition and treatment of individuals 
might follow, with considerable benefit to 
society. 

This line of reasoning has been reflected 
in the proposition that the judicial process 
be confined to the determination of the bare 
fact as to whether the accused committed the 
criminal act. If this suggestion were adopted, 

each defendant would be remitted to facilities 
in which the treatment would fit not merely 
the crime but also the individual, He would 
be assigned to facilities in which vocational 
training, psychiatric treatment, mere confine- 
ment, or perhaps even disciplinary confine- 
ment would be available. Criminal adminis- 
tration, in other words, would focus upon 
therapy or training where it was judged that 
these might be helpful ; or upon mere confine- 
ment or disciplinary confinement where it 
was determined that these might either be 
helpful to the individuals or desirable for the 
protection of society. Proposals of this sort 


have been made, as you know, by White, 
Glueck, and others. 

It has been urged that this and similar pro- 
posals for basic changes are impossible or 
unwise because they do not adequately take 
account of society’s necessity that the criminal 
should be punished. This argument takes 
complex forms which are familiar to you: 
that the criminal trial ending in a sentence 
that the defendant be punished is a necessary 
ally of the superego of other citizens in their 
constant fight to behave themselves (I think 
you say, in their struggle against their in- 
stinctual drives) ; that it represents society's 
projection of its own guilt, and is a form of 
expiation or atonement: or that the criminal 
trial, ending in punishment, relieves the fears 
and anxieties of other citizens. $ 

Too often, however, this type of rationali- 
zation or observation of institutions is un- 
justifiably translated into an argument against 
change. It is possible to “understand” in- 
stitutions so thoroughly that any proposal to 
change them seems impossible or automati- 
cally wrong. 

Changes, however, have taken place in our 
criminal system—changes of a fundamental 
nature. In a number of jurisdictions, the 
death penalty has been abolished without de- 
structive consequences. Indeterminate sen- 
tences are widely used, Parole machinery 
operates successfully. All of these are evi- 
dence that change is possible in the disposi- 
tion of law violators without adverse socio- 
logical consequences, 

The proposal that I have described may oF 
may not indicate a better method of dealing 
with those who engage in anti-social conduct, 
whether because of insanity or intoxication 
or narcotics or environment or avarice OF 
just plain cussedness, But whatever may be 
the best approach, I am confident that psy- 
chiatry and psychiatrists have unique quali- 
fications for fruitful contribution to progress. 

I believe that the Durham case has opened 
the door and has facilitated the full utiliza- 
tion of the techniques, knowledge, and €x- 
perience of psychiatry in the process of the 
criminal law. Its importance, I suggest, 1 
in this direction: it is not because it makes 
some progress in the semantics of the aW» 
but because it opens the door to a meaning ful 
communication and a fruitful partnership 
tween psychiatry and the law in the theorY 
and practice of criminal administration. 
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The first scientific discussion of the im- 
pulse to dress in clothing of the opposite sex, 
with the erotic desire to simulate that sex, 
was made by Krafft-Ebing. The term trans- 
vestism was first used by Hirschfeld ; eonism, 
coined by Havelock Ellis in analogy with 
sadism and masochism, is sometimes used 
in European literature, and cross dressing is 
another term. 

This sexual deviation has been little dis- 
cussed in the psychiatric literature and no 
thorough investigations have been carried 
out. A very few reports describe the surgi- 
cal transformation that is demanded by cer- 
tain male transvestites and has been carried 
out in several cases, notably the case reported 
by Hamburger and colleagues in Copen- 
hagen(8). The term transsexualism has 
been applied to the person who hates his own 
Sex organs and craves sexual metamorphosis. 

Transvestism in the broad sense may cover 
a wide range of cross dressing and sexual 
behavior and feelings. At one extreme, the 
individual may occasionally like to dress up 
in clothes of the opposite sex, but without 
Overt deviant sexual behavior, At the other 
extreme, he dresses and lives his whole life 
insofar as possible as a member of the op- 
par a At this extreme, too, impulses 
i 3 ne person may consider life useless 

ithout sexual transformation while another 
contents himself with fantasied changes. 
Sige usually permits a degree of trans- 
Nites that has no pathologic aspects. For 
Saar € in our country, the wearing of 
ane Overalls, slacks, shirts, and other male 
6 ihe a matter of convenience and custom 
ER jaaa women at various times and 
Dy A imilarly, men’s styles in certain eras 
aid te E silks, ruffles, elaborate hair dress 
Seay used by women in other eras. 
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Incidence. — Theoretically, transvestism 
should occur to about the same extent in 
both sexes. In fact, almost all reported cases 
are men. Hirschfeld(9) found that about 
60 German men in World War I requested 
special certification for transvestism, as a 
basis for nonrecruitment. Some female trans- 
vestites got into the European armies, the 
fewest into German armies because of the 
complete physical examination. 

The Kinsey(11) studies estimate about 
100 male transvestites for every 2 to 6 fe- 
males ; and only a small portion of male trans- 
vestites are overtly homosexual. Karp- 
man(10) reports that the majority of men 
in the appropriate age groups are married 
and have children. In the few reported cases 
of women the deviation seems to have much 
less intense interest, perhaps because women 
in our society can acceptably express minor 
desires. But, in Kubie’s(12) clinical ob- 
servations, the desire at conscious and un- 
conscious levels to be both sexes appears 
alike and as strongly in women as in men, 
and thus points to a widespread existence of 
latent and unconscious transvestite tend- 
encies. 

Differentiation—It is agreed that trans- 
vestism in all its aspects is interwoven with 
other sexual deviations, especially homo- 
sexuality, fetishism, exhibitionism, and mas- 
turbation, At times it is hard to say which 
phase dominates the psychosexual picture, 
but when cross dressing itself provides the 
main sexual satisfaction, the deviation may 
be called true transvestism. 

Scope of Problem—It is clear that trans- 
vestism may cause the individual much suf- 
fering. Sometimes the transvestite’s spouse, 
unwilling to humor his impulses, seeks a di- 
vorce; sometimes the deviation interferes 
with a parent’s relation to his children. In ex- 
treme cases the transvestite may mutilate 
himself or threaten suicide if he cannot at- 
tain his wish for transformation. The devi- 
ation is hard for people to understand, and 
some transvestites find themselves cut off 
from family and friends. 
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Legal Aspects, Historical Background.— 
The earliest sections of the Judaic code of 
sex morality prohibit wearing the attire of 
the opposite sex: 

A woman shall not wear that which pertaineth to 
a man, neither shall a man put on a woman’s gar- 


ment; for all that do so are an abomination unto 
the Lord thy God (Deut. 22, 5). 


Epstein(6) names 3 interpretations for this 
injunction: first, against the practice of any 
form of homosexuality, which may often be 
associated with cross dressing; second, 
against sex disguise as a method of warfare; 
e.g., for men in battle to use disguise in order 
to appear as women “‘is sneaky and cowardly, 
and degrading to the male form intended 
for strength and bravery” ; third, against the 
heathen practice in which masquerading in 
garments of the opposite sex “was required 
in the ritual of worship and in the or- 
gies . . .” and was therefore condemned not 
only on the basis of sexual immorality but 
even more on the basis of idolatry. Maimon- 
ides in his code placed the law not under 
sexual morality but in the section on idolatry. 

_ Epstein states that the halakah, or tradi- 
tional, unwritten law, accepts these 3 inter- 
pretations but bases the law essentially on 
the need for demarcations between the sexes. 
Otherwise “the door is opened for unnatural 
lusts, for illicit relations between the sexes, 
for lascivious imaginations, and for like im. 
moralities.” This prohibition extends not 
only to complete disguise, but to even minor 
changes of the dress of one sex for the 
other’s. For example, women are prohibited 
from bearing arms in battle or even donning 
any piece of war equipment. The turban or 
cap, worn by men, is proscribed to women. 
Men have short hair, and so it is illegal for 
a woman to clip her hair short, Similarly, 
men may not use cosmetics nor wear gay 
colored garments, jewelry, or ornaments, 
such as women usually wear, They may not 
shave the hair on hidden parts of their 
bodies, usually a female practice, nor dye 
grey hairs or even pull them out so that only 
black remain—a vanity of women. They are 
forbidden to look in a mirror, except for 
shaving, and then only to avoid cutting them- 
selves. (A post-talmudic authority is said to 
have covered his face, leaving an opening 
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for his eye, when he had to apply medicine 
to an inflamed eye.) 

The penalty, as for most biblical laws, was 
flagellation, but according to Epstein this law 
had more flexibility than did the others, and 
changed when the style of apparel for men — 
and women changed. It also took into ac- 
count the motive for violation. For example, 
twelfth century Jewish women on a journey 
who feared attack from gentiles and dis- 
guised themselves as men were exempted, 
Men in medieval Jewish communities mas- 
queraded as women at the feast of Purim; 
and leading scholars sanctioned the practice 
of cross dressing by both sexes at wedding 
feast celebrations, “since the motive was 
entirely innocent.” 

Transyestism was a major charge against 
Joan of Arc in her trial by the Catholic 
Church in 1431 at Rouen and her execution. 
She was accused of breaking both scriptural 
and secular law by her male attire. Guarded 
day and night, not by women in the ecclesi- 
astic prison, but in a common dungeon by 5 
English soldiers, she insisted that she needed — 
her male dress and armor for bodily protec- 
tion. Her later submission to donning fe- 
male dress was quickly followed by resump- 
tion of male attire. This “relapse” is said 
to have precipitated the judges’ verdict; she 
was pronounced a heretic and handed over — 
to civil justice, 

Sherwin(14) explains the origin of the 
mayhem statute, which is generally made to 
cover surgical sexual transformations. It 
was once a means of protecting the king $ 
army ; to cut off any part of the soldier’s body 
needed for fighting was declared a severe 
crime. There is clear indication in Sherwin’s 
opinion, however, that such parts as an eaf 
or a penis were not “limbs needed in the act 
of defending one’s king” and thus not within 
the statute, 

Present Laws—The transvestite’s legal 
situation is anomalous, According to Sher- 
win(15), no state or federal law specifically 
forbids transvestism or surgical transforma- 
tion. Certain laws prohibit wearing attire 0 
the opposite sex for purposes of fraud of 
with intent to deceive. One may use his dis- 
guise to gain another’s confidence and obtain 
money or commit a crime. 

But public opinion also decries masquerad- 
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ing, except in play, and almost all states 
make laws on disorderly conduct or dis- 
turbance of the peace cover transvestite acts 
considered offensive to public opinion. These 
laws are mostly used to penalize male but 
not female transvestites, partly because a de- 
gree of female transvestism is common and 
socially acceptable, and partly because there 
is not the same intent to deceive. Drum- 
mond(5) cites the reversal of a California 
municipal court conviction of 2 women for 
transvestism. The appellate court decision 
held it would be unreasonable to require a 
police-commission permit from the many 
women who daily wear slacks in public. 

In certain instances women are required 
to wear male attire. At one time women toll 
collectors on the San Francisco Bay Bridge 
were required to wear the same uniform as 
men. Nurses in the armed forces are at 
times required to wear trousers. Some bus 
and tram drivers and police women are re- 
quired to do so, 

Recently a European woman physician 
had herself legally declared a man, and a few 
weeks later married her former female house- 
keeper. According to a press release (Time, 
9-22-52) she stated: “I have been a man 
biologically and socially for several months, 
leading a bachelor’s life and discarding the 
last remnants of the tedious upbringing of 
agirl.” Inheritance of a title in the male line 
was given as one reason for the change; 
other aspects may include transvestism, but 
Probably desires for a homosexual union 
were the paramount cause, 

Legally transvestism is considered a nui- 
n and is less often associated with other 
oi of deviation that make the individual 
Ste menace. The occasional trans- 
a CS more often the fetishist, may steal 
a z murder, to obtain a desired garment, 
ale e accompanying sexual thrill. Male 

i oan may be well known to police 
tes oa ly are not arrested except for an- 
report pose Police in a large western city 
x Ss €w arrests for nuisance offenses. 
and he hae a man dressed in female attire 
etch ath y made up, with a wig, came out 
ites rning and exposed his genitals to 
neighbors ne to work. In another case 

fee S complained that a man would 
up and come out on his front porch 
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for daily periods. In both cases a warning 
was sufficient to stop the act. Our records 
contain only one case of murder in which 
transvestism was a part of the prisoner’s 
psychopathology, 

At times European countries have issued 
permits to transvestites. According to 
Hirschfeld(g), German police accepted 
medical certification that transvestism was 
essential to the person’s mental health, if he 
conducted himself without public disturb- 
ance. Hamburger and co-workers, reporting 
that 2 British male patients are legally regis- 
tered as women, consider that such registra- 
tion involves no social inconvenience and yet 
allows the person to pass as one of the op- 
posite sex. Three Swiss male transvestites 
are said to be legally registered to pass as 
women. 

According to Sherwin(15), a surgical 
operation to remove the male patient’s ex- 
ternal genital organs and to simulate as 
nearly as possible the female structure, has 
been performed twice in the United States 
without prior legal consultation. Although 
no laws expressly forbid such an operation, 
it has generally been held that the physician 
could be prosecuted under the mayhem stat- 
ute. This statute was orginally intended to 
protect the soldier’s bodily parts needed in 
fighting, as explained above. Sherwin con- 
siders that for lack of an appropriate mod- 
ern law, the mayhem statute “has been ex- 
tended to include any willful disfigurings of 
the body.” 

Cultural Background.—Allen(1) terms 
cross dressing “a deepseated abnormal im- 
pulse of great antiquity.” It has appeared in 
almost every culture or society. 

In their cross-cultural survey Ford and 
Beach (7) consider transvestism under homo- 
sexuality, although noting the presence of 
bisexual or heterosexual behavior. In the 49 
modern preliterate societies with available 
information regarding homosexual activity, 
male homosexuality was much more common 
than was female. In the commonest form of 
institutionalized homosexuality, the berdache 
or shaman dresses as a woman, performs fe- 
male tasks, and imitates the female in his 
sexual behavior with males. Less often a, 
woman adopts a similar role. — 

In many of the above societies transvest- 
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ism becomes the socially approved refuge 
for impotence or other inability to fill the 
male role. The berdaches become so pro- 
ficient as to excel women at their own jobs. 
They may even simulate menstruation and 
fake pregnancy and childbirth, as in the 
Alyha tribe. Sometimes the elders attempt 
to predict aptitudes by picking for shamans 
boys who show early feminine tendencies. 
Some shamans do not assume a wholly fe- 
male role ; in certain Siberian tribes the chief 
will have both a wife to bear children and a 
shaman, who in turn has a wife and children. 
In these societies the majority of shamans 
do not have overt homosexual relations. 
Often the male transvestite seems to obtain 
some of his magic power by his histrionic 
ability to act female parts. 

Mammalian Background —Animals, par- 
ticularly chimpanzees, have been observed to 
adorn themselves at times, and occasionally 
the play seems to be related to the sexual 
stimulation of a partner. Not enough in- 
stances nor enough details have been re- 
ported to allow comparisons to be drawn at 
this time between the behavior of these ani- 
mals and that of transvestism in humans. 

Organic Background.—The recent litera- 
ture regarding sex differentiation, intersexu- 
ality and pathologic sexual development pro- 
vides almost no clues to possible organic 
components in transvestism, Nor have any 
detailed life histories of hermaphrodites or 
of transvestites been made, in which ana- 
tomic, physiologic, or psychologic factors 
could be compared in various ways. Yet 
many psychiatrists see an organic basis in 
psychopathology, and Freud always insisted 
on the biologic nature of the unconscious. 
Benjamin(3) believes that neither organic 
nor psychologic causation furnishes the ex- 
clusive key to transvestism. 

Genetic Sex—As yet, studies on true 
hermaphroditism and pseudohermaphrodit- 

ism have thrown no light on a possible or- 
ganic basis for transvestism. In the majority 
of reported cases the subject usually took the 
sex role in which he had been reared. A 
skin biopsy test of chromosomal sex, de- 
veloped recently by Moore(13) and co- 
workers, demonstrated in the nuclei of fe- 
male skin specimens a mass of sex chromatin 
rarely seen in male nuclei. This test prom- 


ises to help differentiate diagnostically the 
main type of hermaphroditism. Hamburger 
and co-workers in the so called Christine 
case suggested that the true male trans- 
vestite may be an intersex of very high de- 
gree and thus bear the female sex chro- 
mosome complex. The skin biopsy test, 
applied to 5 cases of genuine male transvest- 
ism, however, showed a typical male mor- 
phology of the skin nuclei, thus refuting the 
idea of an intersex. Bernstein(4) from her 
statistical studies of 2,500 children in upper- 
class families also claims that her findings 
indicate a subtle intersex, a gradation from 
very strong to very weak human sex types. 
All these findings, if borne out by large-scale 
studies, point to a tremendous range of sex 
types, and may eventually include some or- 
ganic base for transvestism. 

Psychologic Theories—The sexual devia- 
tion, for example transvestism, has been ex- 
plained as a defect of ego formation. The 
sexual deviation persists as a form of early 
sexual attraction, while the rest of the ego 
adjusts itself fairly well to reality factors. 
Other theories stress transvestism as one of 
the many cures for castration anxiety. Wor- 
den and Marsh’s(16) preliminary study of 
5 male transvestites who sought sex trans- 
formation showed transvestism as an escape 
from conflicts over unacceptable sexual im- 
pulses. Kinsey sees psychologic condition- 
ing, with an erotic attachment to the op- 
posite sex, at the base of transvestism. We 
feel that a person’s body image may be one 
source of transvestism. Following Schilder, 
we suggest that the individual may incor- 
porate into his body image some body parts 
of the opposite sex, and thus identifying him- 
self, try to play the other’s role. 

The true causes of transvestism have not 
been explained. A good many transvestites 
appear to have little sexual desire, as illus- 
trated in the case histories, and the whole 
force of the sexual impulse seems to co? 
centrate on cross dressing. 

Case Histories——About 5o cases have 
been reported in the literature, perhaps ê 
fourth of them in some detail. Almost all 
cases are those of men. A number of thes¢ 
individuals desired surgical transformatio", 
which was carried out in a case reporte 
from Denmark by Hamburger and C0 
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workers. They regard surgery as the best 
solution in true transvestism because cure is 


at present unavailable, and the transforma- 
tion allows the patient to keep his mental 
balance and purpose in life. Other writers 
attack this solution as unrealistic, because 
genetic sex cannot be changed thereby. It is 
generally agreed that all types of psycho- 

therapy are a failure. 
In the past 15 years The Langley Porter 
Clinic has seen fewer than a dozen cases of 
The following illustrative 


transvestism. 
Cases are given briefly. 

Cases 1 AND 2—A former married couple, both 
transvestite patients, still live together in their 
feversed roles, though now legally divorced. Physi- 
cal examination in both cases showed normal geni- 
talia. The husband obtained from the court a certi- 

of change of sex and name. Two physicians, 

One an endocrinologist, testified to an abnormally 

assay of female sex hormones. He took a 

woman's name, and the marriage was dissolved. 

_ He was refused his request of castration and pe- 

hotomy ; he tried to reduce his growth of beard by 

using a hormonal ointment. He stayed at home and 

kept house. His wife took a man’s name, dressed 

as a man, and worked outside the home as a man. 

She had for some time taken testosterone and felt 

that a lump in her groin was a testicle. Some time 

she obtained a partial mastectomy, to aid her 

Masculine appearance, and was put on small doses 

. testosterone, which helped her sense of well 

» Without particular sexual stimulation. The 

Woman did not apply for legal change of sex and 

Mame. The two said they had sexual relations about 

twice weekly. The woman took the usual male 

ana and pressed her prominent clitoris against 

male partner. Both claimed they had satisfac- 
orgasms, 

agg 3—A man of 23 had been a transvestite 

5 = 3. At about age 20 he became obsessed 

Di e wish for surgical removal of his genitalia 

} a construction of a vagina. This surgery 
Tecommended at a midwestern hospital, but no 

Pegs be found to perform the operation, 

— the fear of legal restrictions, The patient 

7 re to our clinic for psychiatric evalu- 

- S physique and genitalia were within 
mee for a male. His mannerisms and char- 
ie... cs seemed to be very feminine. He craved 
Rice ass transformation as enabling him to be- 
eit woman with children and a fine 
fess ugh he admitted that he could not actually 
a woman, nor did he seem to want children. 


; The pati 
and oo had paranoid trends, with poor defenses, 
BEY Was anger of psychosis was recognized, Sur- 
totes refused on the basis that it was no real 


rcs ee was also stated that although no Cali- 
Would pers Prevents such an operation, no surgeon 
A orm the operation, even if it were ad- 


b, Px, f 
Y other Physicians. A year’s hospitalization, 


with psychotherapy, was recommended, with the 
hope that the patient could make a better adapta- 
tion. He refused hospitalization but did come for 
about 30 outpatient psychotherapeutic interviews; 
he stopped after 4 months and was said to have 
gone to Chicago to obtain surgery. 

Case 4.—In one case penotomy was performed, 
A man of 43, twice married, was referred because 
of a request for penotomy; a few months previ- 
ously he had anesthetized and castrated himself, 
Although tall and ungainly, he worked as 
practical nurse; he stated that he felt his penis to 
be inconvenient, with his female dress, and most 
distasteful. He had been impotent in both marriages 
and spoke of homosexual wishes. He threatened 
further self-mutilation if penotomy was refused. 
Because the patient had no testicles, was wholly 
impotent and did not ask for a plastic vagina it 
was decided reluctantly to accept the patient's 
right to request amputation of the penis. It was 
feared that the patient might again try self-emascula- 
tion and harm himself more seriously. Two years 
after penotomy the patient seemed more comfortable 
and was making a fair adjustment. 


Recently a colleague brought to our attention the 
case of a man, aged 25, who was convicted of stab- 
bing a housemaid with a hunting knife one dark 
night. In his confession he admitted accosting her 
as she entered her employer's back yard; he had 
stabbed her in a panic when she screamed. He had 
been seen to dress as a woman and upon his arrest 
many articles of female dress were found in his 
room. Psychiatric examination indicated that the 
prisoner felt compelled to perform certain sexual 
acts that he felt were wrong, and the transvestism, 
with fetishistic components, represented a protection 
from these desires. 


E 


CONCLUSIONS 


The causes and character of transvestism 
are not well understood. Hereditary and 
constitutional factors appear in the back- 
ground of some transvestites, and there is 
some indication that intersex of a subtle de- 
gree may be involved. According to psycho- 
logic explanations, transvestism is the result 
of intense castration fears, as are homosexu- 
ality, exhibitionism, and fetishism. . 

All agree that treatment of transvestism 
at present is difficult and prolonged, and re- 
sults are most unsatisfactory. Most patients 
do not wish psychotherapy. Surgical trans- 
formation is also rejected because it plays 
into the patient’s illusions and does not really 
solve the problem. In most states 1t 1s con- 
sidered that mayhem statutes can be made 
to prohibit the use of surgical transformation. 

The degree of desired change varies from 
case to case. Some male transvestites desire 
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breast enlargement and perhaps castration ; a 
few insist on both castration and penotomy, 
with the construction of a urethra ; a very few 
may request a plastic vagina. So far, no 
one has been reported to request the im- 
plantation of ovaries, fallopian tubes and 
uterus, although a female patient is said to 
have arranged for the implantation of tes- 
ticles. Male parthenogenesis does not yet 
seem to be within the realm of possibility. 

Female transvestism may be more fre- 
quent than is indicated by the number of 
reports in the literature. 

It is possible that eventually castration by 
hormonal medication may bring about great 
changes in sexually deviant individuals such 
as transvestites and partially solve this 
problem. Administration of hormones, as a 
medication, does not run into the same legal 
bars as does surgery. It should be noted, 
however, that hormonal castration consti- 
tutes a medical decision and intervention, 
with quite as definite sequelae as in other 
medical treatments; for example prolonged 
hormonal medication raises the question of 
the danger of cancer. 

The treatment of choice is probably inten- 
sive, prolonged psychotherapy in suitable 
cases, in order to relieve tension and bring 
about a better adjustment; techniques may 
be found to make the patient more accessible 
to psychotherapy. So far, there are no re- 
ported successfully treated cases. Until more 
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appropriate and successful therapies are 
found, present methods of treatment will 
continue in use. 
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A COMPARATIVE STUDY OF VARIOUS ATARACTIGC DRUGS 
PAUL E. FELDMAN, M.D.) Torexa, Kans. 


Current literature seems to be divided into 
those articles that aver that the new tran- 
quilizing drugs are of value in the treatment 
of psychiatric disorders and those that assert 
that the present claims are unjustified and 
unfounded. 

Kline, Hoch, Winkelman, Goldman, Kin- 
Toss-Wright, Ayd, and many others have 
Written extensively about the value of ata- 
Taxics, all of them finding these drugs to be 
Of considerable value in the treatment of 
psychiatric disorders; the precise degree of 
“, ” . . 

Success” shows variation with perhaps one 
reporter enjoying greater success with one 
than with another. 

The other aspect of the controversy is well 
Tepresented by the experiences of Sabshin 
and Ramot(1) who conclude that the drugs 
are of little value. Certainly, if the attitude 
reflected in their paper were present in the 
authors during the trial period, it might ac- 
Count for their failure with the drugs. I re- 
Ported a similar phenomenon in “hostile” in- 
Vestigators(2). Some writers have implied 
that the drugs are of value only when the 
total treatment program was inadequate or 
nonexistent. Sabshin and Ramot imply that 
enthusiastic reports “emanated, primarily, 
from institutions with the greatest need for 
immediate results.” 


Bross(3) has pointed out, “the ‘missing’ 
of advantageous new treatments may be just 
as Serious in medical experimentation as the 
error of claiming non-existent advantages for 
a treatment.” 
he great mass of evidence to date sup- 
Ports the contention that the ataractics are of 
Some value, This, however, leaves little room 
Or complacency until such a time as the 
cacy, specificity, and mode of operation 
ese drugs are clarified, 
his study may have value over and above 
parative studies of drugs that compile the 
os; of separate investigators who have 
Bont in dissimilar settings, inasmuch as 
eet of uncontrolled variables are elimi- 
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nated by using the same clinical observers 
and similar patients. Also, the unique size of 
our staff permitted the use of large numbers 
of patients without encumbering any one 
physician with the burden and shortcomings 
of studying drug responses in large numbers 
of cases. 

Our study extending over 2 years has 
involved 1,450 drug trials on 1,238 patients. 
No trials have been included in which medi- 
cation was administered for less than two 
months. Table 1 indicates the size of the 
study and the number of staff men who con- 
tributed their time and effort in evaluation of 
these patients. All reports were rendered by 
staff psychiatrists or residents in training in 
psychiatry, and though these physicians may 
have utilized information received from other 
disciplines in their evaluations, their final 
conclusions were, for the most part, based 
upon their own individual observations, 

Each contributing physician studied ap- 
proximately 10 patients on any one drug. 
The limited individual case-load permitted 
them to know their patients most thoroughly 
and they were in an excellent position to de- 
tect any changes. The use of large numbers 
of observers was intentional in order to ob- 
tain a more sober perspective of the value 
of these drugs and to avoid a biased report. 


TABLE 1 
Number of Number of 
patient mem! 
Drug peepi “participating 
Thorazine .....s.esssssese 763 49 
Pacatal ....eeeererreees 110 15 
Frenquel s...sseresseete 56 10 
Thorazine combined 
with reserpine ....-.. 276 34 
Serpasil ........seeeeees 245 35 


METHOD 

CRITERIA ee 

The method of evaluation and the criteria 
for evaluation are covered in a previous re- 
port(4). The method consists essentially of 
the clinical rating of 24 aspects of behavior 
on a 4-point scale and the conversion of these 
ratings into an over-all rating utilizing a 
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TABLE 2 


COMPARABILITY or TEst GROUPS UPON THE BASIS 
or CHRONICITY OF ILLNESS 


Percentage of patients 
AL 


— 


2 
$ 3 sa. 
N a 
pees of $ F H SE 3 3 
(Years) a À & Bee a 
— ER 1 E a 
— Ea A T: N A 
15.5 143 14.3 94 
10.4 21.4 103 13.7 
741 57-1 67.4 60.4 
84.5 785 777 83.4 
100.0 928 92.0 92.5 


6-point scale. For purposes of this compara- 
tive study, ratings of “moderate,” “moderate 
to marked,” and “marked” improvement 
were considered significant positive changes. 
Ratings of “no improvement,” “slight,” and 
“slight to moderate” improvement were con- 
sidered negative results. The inclusion of 
“slight to moderate” improvement under sig- 
nificant change would have made our results 
appear more startling but would not alter our 
general conclusions, 


CLINICAL MATERIAL 


Table 2 indicates the extent of chronicity 
of illness of the patient groups. Upon the 
basis of duration of illness as the prognostic 
factor, the Thorazine group appears in the 
best light and the Pacatal group in the 
poorest, but, even in the former, 89.6% of the 
patients had been mentally ill in excess of 2 
years. 

Table 3 indicates a close correlation in the 
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diagnostic composition of the groups, other 
than for the Frenquel group in which the 
schizophrenic segment was greater. Upon 
the whole, based upon diagnostic categories, 
no group would appear to have a significant 
prognostic advantage over any other. 


DRUGS 


Five varieties of medication were studied 
during this evaluation : Thorazine (chlorpro- 
mazine HCl), Pacatal (N-methylpiperidyl- 
3-methylphenothiazine), Frenquel (alpha-4- 
piperidyl diphenyl carbinol HCl), Serpasil 
(reserpine), (Chlorpromazine HCl (100 
mg.)—reserpine (1 mg.) /tablet).* 

Medications were provided in both tablet 
and ampule form and all routes of administra- 
tion were utilized with the preponderance of 
patients receiving oral medication. When a 
quick response was desired, the intramuscular 
route was employed. 


RESULTS 
IMPROVEMENT 


Table 4 indicates the relative effectiveness 
of the various drugs tested. Results ranged 
from 10% effectiveness of Serpasil in the 
treatment of chronic brain syndromes to 75% 
effectiveness of Thorazine in the treatment 0 
involutional psychotic reactions. 3 

Table 5 indicates the changes in the various 
evaluative criteria upon which the over-all 
evaluation was based, None of the drugs con- 


2 Thorazine provided through the courtesy, of 
Smith, Kline & French; Pacatal by Warner-Chi- 
cott Laboratories; Frenquel by Wm. S. Merre 
Co.; and Serpasil by CIBA. 


TABLE 3 


Comparanitity or Test Groups uron THE Basis or Srumanity or Dracnostic Composition 


Percentage of patients 


tant Actes i 


Diagnostic category 
Schizophrenia 
Chr. brain syndromes ........+sssseses 
Mental deficiency .......s0+:eseeseeues 
Manic-depressive reaction 
Involutional reaction ....... 
Psychoneurotic reaction ... 
Psychopathic personality 
Children * 

* Behavior disorders and childhood schizophrenia. 


Thorazine com- 


Pacatal Frenquel ve = T hing Serpasil 

70.9 92.9 775 ri 
14.5 71 9.0 
3.6 -- 45 24 
36 - 45 57 
ih = 25 ee 
73 -= 2.0 pe 
aS = bat o 
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TABLE 4 


IMPROVEMENT BY DIAGNOSTIC CATEGORIES 


Percentage of patients improved 


Thorazine com- 


Diagnostic category Thorazine Pacatal Frenquel ee Serpasil 
Schizophrenia sissie iss conii td donge - 65.4 42.9 27.0 50.0 39.4 
Chr, brain syndromes .. -- 581 25.0 * 45.0 10.0 
Mental deficiency ......... +. 50.0 * — 40.0 66.6 
Manic-depressive reaction . . 69.2 * — 45.0 10.0 
Involutional reaction ...... . 75.0 — -— 33:3 * 
Psychoneurotic reaction 75.0 25.0 — 50.0 * 


* Numbers of patients too small to be significant. 


sistently altered the entire gamut of behavior, 
with some drugs being more effective than 
others on some aspects of behavior, Thora- 
zine appears to be outstandingly superior to 
the other drugs tested in respect to general 
therapeutic efficacy. A similar conclusion was 
reached at the International Colloquium on 
Chlorpromazine and Neuroleptic Medications 
in Psychiatric Treatment held in Paris, 
October 1955. Kurland(5) pooling the re- 
sults of various investigators studying chlor- 
promazine and reserpine also found Thora- 
zine superior, but Kovitz et al.(6) found 
reserpine “slightly superior” to Thorazine. 
In our study, a combination of Thorazine 


and reserpine appears to be the second most 
effective drug. In the amelioration of com- 
bativeness, self-multilatory trends, and com- 
pulsivity, Thoraserpine appears to have a 
slight advantage over the other drugs. Barsa 
and Kline(7) concluded that “combined 
reserpine-chlorpromazine therapy seems to 
have certain advantages over therapy with 
reserpine alone.” 

Pacatal, Frenquel, and Serpasil also pro- 
duce significant changes, but not of the mag- 
nitude of Thorazine. In view of the manu- 
facturer’s claims of a high degree of specifi- 
city of Frenquel for hallucinations, our re- 
sults in this respect (10.5% effective) were 
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TABLE 5 


InprvinpvaL Responses oF EVALUATIVE CRITERIA 


Percent improved 


ee 


bined with 
Criteria Thorazine Pacatal Frenquel reserpine serves 

SES ORE ei 18.4 43 156 uoa 
Orientation ..... 8.0 o 15.4 no 
n a AA 6.2 o 18.7 52 
Delusions ....... 45 4.0 23.6 13.6 
Hallucinations | 20.0 10.5 24.2 12.5 
Negativism ..,.. 27.0 36.4 45.1 25.7 
Yperactivity 31.3 21.4 55:7 38.0 
ostility n... 33.3 25.0 Sad 7 
Combativeness .... 30.6 28.6 758 347 
Warre mannerisms 55.1 12.0 ILI 33:3 a 
PPropriateness of conversation .....+ 49.0 25.0 9.1 46.0 ER 
Calistic planning ..........csscseeeee 30.7 15.8 20.0 A ia 
DAE Sones Weeks 55.6 22.2 5.9 42.1 HI 
Seclability o oE a aaa 43.9 23.5 o 34-4 a 
ceessbility sa n aN 203 45 436 FE 
articipation in adjunctive therapy . 42 24.2 118 403 aa 
RE Ae oir tae sbgayes wr @iawuaaNares 52.1 27.7 ° 333 sad 
Ton: . 554 333 o = ps 
tension .. 70.6 34.3 o 42.1 23.7 
Seli-mutilation a oi eee 429 20.0 o 545 Be 
vo aaa ide E i ee 3 a rar 1.0 
Agent Re ea es | 123 5.3 o 10.9 ia 
cont Oe rine Te 33.3 ILS 53 go. p 
m e OO kee 33 63 o 357 18.4 
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most disappointing. For such aspects of the 
evaluations as “insight” or “judgment,” none 
of the drugs appeared to be significantly ef- 


ficacious. 


DOSAGES 


Other than for the most minimal of doses, 
all medications were eaually efective 
throughout the gamut of their individual 
dosages. (Table 6). Within the limits of error 
imposed by the structure of our study, the 
higher dosages did not manifest any superior- 
ity, therapeutically, over the moderate dos- 
ages. Serpasil appears slightly more effective 

Thorazine i 


in its lower ranges, combined with 
TABLE 6 
Raanve Erricacy or Various Dosace Levers 
Percent of 
Dosage wfc 
1 mg,/day 40.0 
2 mg./day 47-4 
3 agin 22.2 
Serpasil ......4 4 TE: 40.0 
6 mg./day 458 
8 mg./day 33.3 
10 mg./day 33.3 
12* mg./day 12.5 
1 tab,/day 33.3 
Thorazine 2 tab./day 48. 
combined 3 tab./day Pie 
with reser- 4 70.6 
pine 6 tab./day 55.5 
8* tab./day 40.0 
See ie 
mg./day 100.0 
Frenquel ...... 120 mg./day 286 
180 mg./day 100.0 
240* mg./day 0.0 
100 mg./day 16.7 
150 mg./day 38.5 
Pacatal .......4 200 mg/day 33-3 
300 mg./day 45.0 
400 mg./day 40.0 
500* mg./day 25.0 
100 mg./day 38.1 
150 mg./day 62.9 
200 mg./day 73.5 
250 baled 75.0 
; 300 mg./day 
Thorazine .... 400 mg/day. Ps 
450 mg./day 64.7 
600 mg./day 82.7 
800 mg./day 58.0 
1,000* mg./day 72.2 
* And over. 
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reserpine in daily dosages of 200: 2-600: 6, 
Pacatal in dosages of 300-400 mg./day ; and 
Thorazine from 150 mg./day upward. 


EFFICACY 


Therapeutic efficacy based upon chronicity 
of illness follows the pattern of being more 
effective in early, acute cases, but therapeutic 
responses were elicited at all stages of 
chronicity. Thorazine most consistently ap- 
pears effective at all stages of chronicity. 


SIDE-EFFECTS 


A substantial number of side-effects were 
produced with all drugs except Frenquel, in 
which turbulence was the only side-effect 
noted. Rinaldi et al,(8) also noted an absence 
of side-effects with Frenquel. 

Of the more serious side-effects (Parkin- 
sonian, jaundice, and blood changes), Thora- 
zine combined with reserpine and Thorazine 
showed the higest incidence (Table 8). 
Lemere(g) treating 88 patients with chlor- 
promazine-reserpine found a lowering of the 
incidence of side-effects and concluded that 
“some of the side-reactions are cancelled 
out.” Eiber(10) had a similar experience 
with a smaller series of patients. 


COMPARATIVE RESPONSES 


A substantial number of our patients have 
received independent trials with more than 
one drug. In between trials, these patients 
have been without medication so that they 
had an opportunity to revert to their pre 
state before a new medication was introdu 
Table 9 indicates comparative responses 
these patients, 


TABLE 7 
Resutts Basen uron Curonicity oF ILLNESS 
Percentage of patients improved 
m 
ve 
E 3 Beg os 
-adiaqi 
(Years) e f E g 3 
AAA 769 — 00 -1000 250 
Li cl Se 80.0 — 0.0 400 666 
oo ET LEEA 66.2 33.3 500 444 545 
Boigu EAN 70.0 333 333 692 375 
Over 10 ........ 617 34.9 188 288 324 


TABLE 8 


Ixcmenœ or Sroe-Evrects 


Percentage of patients 


sa 
ri i 
a be 
— o an 
— 232 42 
— 29 08 
— 120 1.6 
- 92 tó 
= 7.2 08 
_ 0.7 — 
= 6s 08 
RSN 107 — 65 
Fossis soss — 4 = 
aea — m6 — 
—_ 2.9 — 
TAr — 22 — 
EES — o7 — 


K appears that all the drugs are capable of 
1 g a response—in individual cases— 
Over and above that elicited with a previous 
drug, Our findings are at variance with the 
‘perience of Bennett et al.(11) who found 
ally, where one drug was found ineffec- 
So was the other.” On the other hand, 
di et al.(12) found reserpine helped 
largest number of patients. They confirm 
experience that “in no instance were all 
ents helped by any one drug.” 


Summary AND CONCLUSIONS 


1. Clinical evaluations have been made 
a 1450 trials with chlorpromazine, 
A cobination of Thorazine and reserpine, 
*Tenquel, Pacatal, and Serpasil. 

The patient material utilized for this 
Y consisted of a very chronic, inpatient 
lation of a state hospital with a very 
Percentage of schizophrenic reactions. 
_3: All 5 compounds tested appear to be of 
nent in some respect, but not to the same 
Thorazine appears to be the most gen- 
y effective, and Frenquel the least. 

5 All drugs appear most effective in the 
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TABLE 9 


Comparative Resrowsns 


Thorszi 
sr er i a oe 


Net 
J 
No. * sponse 
9 127 — 
12 160 Tihenom less improvement 
7 23.9 o 
8 ng + 
5 2 
m 155 +g} OS% renter improve- 
4 56 +4 
4 s6 +5, 
Total 81 100 
Serpasil patients changed to a combination of 
4 4 2 
3 86 á less improvement 
10 as re, 
I 1 
9 25.7 251.3% greater improve- 
6 zı +3{ ment 
2 57 +4 
Total 35 100 
‘Thorazine patients changed to Frenquel 
3 OF Co 
2 =a less improvement 
Ta eae = 79.7% 
o a 
A Fa © 13.4% greater improve- 
4 13.4 +i ment 
Total 30 100 
Serpasil patients changed to Frenquel 
s BS Ti} 6.6% less improvement 
3 23.1 
3 23.1 0 ; 
2 153 +1 15.3% greater improve- 
- — ment 
Total 13 100 
‘Thorazine patients changed to Pacatal 
I S Eey 
6 162 —3\s5.9% less improvement 
sors af 
ae a a 
8 ai. 
5 13.5 +1132.5% greater improve- 
7 19.0 +3f ment 
Total 37 100 
Serpasil patients changed to Pacatal 
a 7:7 Them less improvement 
6 23. Spt 
. o 
Py he +11 26.8% greater improve- 
3 11.4 +2 ment 
Total 26 100 
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_ General interest in the clinical and physio- 
‘dynamic aspects of human genetics increased 
ypreciably during the past year. In the psy- 
chiatric area, this trend was reflected in a 
diversified series of well-attended 
ngs and symposia, here and abroad. 
ist of memorable events included 
APA symposium on “Recent Prog- 
Genetics and Its Implications for 
Psychiatric Theory” at the annual meeting 
ia Chicago (May 2), with Miller, Pauling, 
Brosin and Kallmann as principal 
cers; (2) the First International Con- 
of Human Genetics in Copenhagen 
f ust 1-6); (3) various sections of the 
sman anthropological meeting in Freiburg 
(April 5-7), the Ciba Foundation Collo- 
qium on Ageing in London (July 25-26), 
‘ meetings of the American Insti- 
tute of Biological Sciences (August 27-29), 
_ 4nd the international Japanese symposia on 
S ” and “Applied Genetics” in 
i Tokyo and Kyoto (September 6-12); and 
i (4) the Milbank Memorial Fund Conference 
_ on “Nature and Transmission of the Genetic 
and Cultural Characteristics of Human 
* in New York City (October 
‘St-November 1). Efi 
__ Although the proceedings of most of these 
eetings were still in press at the time of 
Teview, it may be mentioned that the 
luman Genetics Congress in Copenhagen 
Was attended by over 400 delegates from 
nearly 30 countries and proved to be a sig- 
4g mal success(1). Much credit for this 
i r belongs to the presiding host, 
ge Kemp, who was also the recipient of 
i Another notable distinction, a well-assorted 
(_ umonial volume commemorating his six- 
teth birthday (2). Among the many fine 
T ions to this volume were those by 
 Essen-Möller and Schulz on the genetics of 
RS phrenia; by Herlofsen and Odegaard, 
7 ‘4tson, Shields and Slater, and Sanghvi’s 
“ha 


on genetic problems of consanguinity ; 
and Baroff, Lamy et al., Von Ver- 
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schuer, Walker, and Wendt on the results of 
twin studies (mongolism, maternal age, te 
berculosis, fingerprints, etc.) ; by Walden 
strom on the genetics of acute porphyria; and 


Dahlberg, was no 


Sewall Wright received the 1956 Kimber 
Sewall Wrigied of the National Academy 


of Sciences. a ee 

The Tist of useful publications inche 
books by Goldschmidt(5) and Scheinf oe 
on general sone Labor tty beat 
Spring Har! ympos! fi oe pe 
genetics(7), and 2 books by Do 
dealing with Gase 
More specialized were tn 
Henshaw on the dynamics of 
of Comfort on 
of Essen-Möller on a psy- 
study of traits m 
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a Swedish rural population(12), and of 
Kostmann on a rare condition called infantile 
genetic agranulocytosis(13). Jespersen’s 
study(14) confirmed the hypothesis of a 
genetically determined susceptibility to breast 
cancer and leukemia in inbred mouse 
strains, while the twin data of Von Ver- 
schuer and Kober on human cancer(15) 
were inconclusive from a genetic point of 
view (no difference in concordance between 
1-egg and 2-egg pairs, if only the frequency 
of cancer is considered and not its localiza- 
tion). 

Conversely, the results of Allen and 

Baroff’s twin study of mongolism(2) were 
at variance with Oster’s analysis of maternal 
age records in relation to Danish mongoloid 
births(16). According to the latter investi- 
gator, “the incidence found for a further 
mongol among the siblings of the mongol 
child does not vary significantly from the 
expected incidence,” but a “close to 100%” 
morbidity expectancy in monozygotic co- 
twins of mongoloids was observed in the twin 
study, with “the corresponding rate for dizy- 
gotic co-twins apparently not exceeding that 
of their later-born siblings, approximately 
4%.” The twin researchers concluded, there- 
fore, that the maternal factor (a more or less 
permanent change in the mother’s reproduc- 
tive or endocrine system) “has to act upon 
a genetically predisposed embryo, or upon 
the ovum, or upon the embryo prior to the 
earliest stage when twinning occurs by divi- 
sion. 

Another interesting condition, referred to 
as “adynamia episodica hereditaria” and clas- 
sified as a single-dominant trait with almost 
complete penetrance, was the topic of Gam- 
storp’s monograph(17). In the author‘s 
opinion (based on 68 cases), the syndrome is 
characterized by attacks of “spontaneously 
abating paralysis” in the muscles of the 
trunk and extremities (usually occurring 
during rest after exertion) and is clearly dis- 
tinguished from Westphal’s periodic paral- 

ysis as well as from hyperpotassemic paral- 
ysis with decreased excretion of urinary 
potassium. The attacks were found to be 
associated with an increase in serum potas- 
sium without any decrease in the excretion 
of urinary potassium and to be controlled by 
calcium. In general, these findings corre- 
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sponded with those described by Sagild and 
Helweg-Larsen in a series of 65 cases(18). 

With respect to the genetic aspects of mus- 
cular dystrophy, Haldane’s data on the se3 
linked recessive Duchenne type(19) were of 
particular significance, since they suggested ~ 
a higher mutation rate in males than in fe 
males. In a German study, Becker and 
Lenz(20) estimated the mutation rate 
1: 25,000 for the sex-linked recessive variety, 
and at 1: 20,000 for the autosomal domina nt 
form. An “apparently new” type of sex= 
linked recessive dystrophy, characterized b 
late onset, a relatively benign clinical cou 
and a low mutation rate, was described by 
Becker and Kiener(21). 

In a study of the incidence and apparel 
mode of transmission of idiopathic hype! 
cholesteremia as a factor in the etio 
of coronary artery disease, Adlersbe 
et al.(22) interpreted variations in se 
cholesterol and phospholipid levels, obse 
in 1,200 healthy males and females betwe 
the ages of 2 and 77, as corroborative € 
dence for the theory that “while age has some 
effect on serum lipids, the aging process 
alone is not the determining factor in the” 
development of coronary atherosclerost 
Instead, many cases of coronary artery GIS" 
ease and most coronary occlusions occurring 
in individuals under 50 were assumed to be 
“related not to age but to a complex pattem 
of metabolic, hereditary, environmental, 
endocrinal factors, the precise proportions 
which have not as yet been clearly defined. 
The same group described a syndrome 
idiopathic hyperlipemia, mild diabetes 
litus, and severe vascular damage(23) 
well as the genetic and chemical aspects 0° 
inborn errors of lipid metabolism(24). 
contrast, Gésta(25) presented the histo 
of a pair of 99-year-old 1-egg twins, W 
the general genetic problems of aging, I 
gevity and senile maladjustment were d 
cussed by the reviewer on the basis of lon 
tudinal twin data(26, 27). An interi 
family with an accumulation of severe 
disturbances in 3 generations was repo 
by Kranz(3). i 

The genetic aspects of the adult type 
schizophrenia were reviewed by Pl 
sky(28) and Schulz(2), and those of 
hood schizophrenia by Bender and 
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gett(29) and Kallmann and Roth(30). 
Especially the twin data indicated that child- 
hood schizophrenia seems to be an early 
expression of the same genotype assumed to 
be responsible for the basic symptoms of 
adult schizophrenia. On the animal level, 
Thompson(31) described inherited activity 
differences in inbred mouse strains. The ef- 
fects of natural selection on human genotypes 
were discussed in a symposium at the New 
York Academy of Sciences, in which H. 
Levene, R. B. McConnell, and L. C. Dunn 
participated (32). 

In the area of genetic counseling (eu- 
genics), a long-existing need was remedied 
by a pamphlet of the American Eugenics 
Society (33), listing counseling centers in the 
United States, Canada, and Europe. On the 
other hand, various problems encountered in 
genetic counseling procedures were re- 
vealed by the reports of Dunn(34), Fraser 
(35), Kallmann(36), and Sank and Kall- 
mann (37). 
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NEUROPATHOLOGY, ENDOCRINOLOGY AND BIOCHEMISTRY 
ORTHELLO R. LANGWORTHY, Batrimore, Mp. 


The blood brain barrier and the ground 
Substance of the nervous system have re- 
cently received theoretical and practical con- 


sideration. Hess(1) maintains that the 
ground substance is of a carbohydrate-pro- 
tein nature and forms the blood brain bar- 
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rier. This substance is elaborated by nerve 
cells and neuroglia. Normally it resists vital 
staining of the nervous system by trypan 
blue. Hess demonstrated that the barrier de- 
velops at a certain time in the maturation of 
animals. After wounds of the nervous sys- 
tem the barrier is disrupted and there is 
staining around the injured area. About 10 
days after the injury the barrier is replaced. 
From evidence of electron microscopic stud- 
ies Wyckoff and Young(2) state that there 
are no large tissue spaces or intracellular 
matrix in the nervous system. Most of the 
material between the formed elements con- 
tains mitochondria and is considered cellular 
protoplasm of glial cells. Exchanges be- 
tween neurons and capillaries presumably 
take place through this glial protoplasm. The 
histochemical characteristics of mucopoly- 
saccharides described by Hess as character- 
istics of ground substance actually are char- 
acteristic of glial protoplasm, 

Barlow(3) studied abnormal blood brain 
permeability in experimental allergic enceph- 
alomyelitis. Lesions which were restricted 
to blood vessels were not permeable to try- 
pan blue while lesions which involved brain 
parenchyma were permeable. Clark and 
Bogdanove(4) showed that allergic enceph- 
alomyelitis has little or no predilection for 
any particular region. There is the assump- 
tion that in each case the lesions represent 
disseminated local areas of increased per- 
meability of the barrier system. The nature 
of this alteration is unknown and it should 
be stressed that dye injections in normal 
animals have not shown the individual dif- 
ferences that this concept seems to require. 
Why does not the area postrema which 
stains with the dye act as a focus for the 
encephalitides? Various types of brain 

trauma make possible the entrance of the 
neurotropic viruses. The authors found that 
an electrolytic lesion, placed in the cerebral 
cortex 5 days after injection of an emulsion 
capable of producing allergic encephalomye- 
litis, will induce the formation of histological 
alterations typical of this disease in the tissue 
adjacent to the lesion. Bogdanove and Clark 
(5) were able to produce exacerbations of 
allergic encephalomyelitis when the animals 
were in remission by making electrolytic 
lesions in the cortex. This is evidence that 
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the disease-inducing agent is present even 
in the remission stage. Aird et al.(6) con- 
cluded that a series of electrically induced 
convulsions increased the permeability of the 
blood brain barrier. Waksman and Adams 
(7) produced experimental allergic neuritis 
by injection into animals of peripheral nerve 
tissue. When animals were injected with 
central nervous tissue the peripheral nervous 
system was involved in about three-quarters 
of the animals with the disease. The periph- 
eral lesions showed similarity to demye- 
linating lesions in the nervous system. 
Prigal(&) in a critical review discussed 
allergy and multiple sclerosis. It is possible 
to produce in animals a clinical and patho- 
logical condition resembling multiple scle- 
rosis by injections of extracts or emulsions 
of brain tissue. An allergic mechanism is 
apparently involved in the experimental pro- 
duction of encephalomyelitis. The antibodies 
involved in experimental encephalomyelitis 
apparently are not capable of passive trans- 
fer. Results of skin testing with the antigen 
are inconclusive. There is no complete cor- 
relation between experimentally induced en- 
cephalomyelitis and multiple sclerosis. Mul- 
tiple sclerosis, as suggested by experimenta 
studies, would be an irreversible allergic 
reaction. The development of specific tissue 
sensitivity (autosensitivity) as an explana- 
tion for multiple sclerosis has been consid- 
ered. Infection has been suggested as a fac- 
tor in the liberation of the antigen from 
nervous tissue and the induction of autosenst- 
tivity which is self-perpetuating. Myelin de- 
struction may be produced experimentally 
by other mechanisms. Multiple sclerosis may 
be a syndrome due to a variety of causes- 
Goldstein et al.(9) studied the homologous 
brain lipid fractions which were effective in 
producing experimental allergic encephaio” 
myelitis. Only chloroform yielded an extract 
with marked encephalitogenic activity. How” 
ever, this solvent leaves a residual posses* 
ing considerable activity. Since chloroform 
—methanol mixtures completely remove 
the activity from the whole brain there are 
at least 2 “antigens” present. Pierson (10 
found that variations of plasma fibrinoge? 
occur in multiple sclerosis and that exacel” 
bations of the disease are accompamie 
rises in plasma fibrinogen. Saifer ct al.(14) 
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studied electrophoretic fractions of the pro- 
tein of blood serum and spinal fluid in 23 
patients with multiple sclerosis. There were 
markedly lowered albumen and AG ratios 
in 87% and increased beta globulin in 74%. 
The gamma globulin fraction was usually 
slightly above the normal mean value. Zieg- 
ler and Ross(12) found an increase in 
gamma globulin in 73% of patients with 
multiple sclerosis, 

A critical review by Schiller(13) gives a 
stimulating new view of cutaneous sensory 
modalities. The welter of experience de- 
rived from cutaneous sense organs has made 
it difficult to find their common denominator 
and their individual status. Until recently 
the 4 somesthetic reactions—touch, heat, 
cold and pain—have formed an unques- 
tioned basis for investigation. The objec- 
tions to such reasoning are considerable, not 
only on physical but on anatomical, physio- 
logical, psychological and semantic grounds. 
The nervous organization is an imperfect 
mirror of physical properties and stimuli 
alone are no gauge of nervous activity and 
Sensory experience. The fallacy of specific 
sensory spots becomes evident as support 
for the belief that specific sensory endings 
subserve the 4 types of sensation. The 
exceptions to the rule that purports to cor- 
telate fiber size with modality are as nu- 
merous as those instances in which the rule 
seems to apply. The study of efferent 
spinal cord tracts does not allow an unmis- 
takable grouping of all conducted sensa- 
tions. The 4 types are not as such rep- 
Tesented in the brain. The function of per- 
ceiving special relationships in the environ- 
ment is closely related to touch. Schiller 
calls it “locoception.” The wealth and intri- 
cacy of those sensory experiences mediated 
by general somatic and visceral afferent sys- 
tems depend on the peripheral and central 
location of receptors, on their connections, 
on the relative number of nerve units in- 
volved, on their mutual relationship in space, 
on the phase relationships of their impulse 
frequencies, on duration, intensity and rate 
of increment of the stimulus and on develop- 
Ment and learning. All we can distinguish 
1S good and bad locoception on one hand and 
asynchronous and synchronous (summated) 
conduction on the other. 
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Rome(14) suggests that understanding 
pain requires an examination of all its fac- 
ets: the physiologic structure on which its 
perception depends as well as the experience 
of it as a psychologic process with levels of 
symbolic meaning. The meaning depends on 
the time of life, the premorbid emotional 
state of the patient, the contributing influ- 
ence of personal and family affairs. Szasz 
(15) discussed the concept of pain in terms 
of levels of symbolization involving the 
person who feels the pain and the meaning 
of pain in terms of interpersonal relation- 
ships. Weinstein(16) was impressed that 
both the pain and the pattern of more ob- 
jective sensory findings in patients with thal- 
amic pain constitute symbolic manifestations 
rather than specific perceptual or physiologi- 
cal entities. The loss of sensation and the 
hypersensitivity are not opposite and con- 
tradictory phenomena in the sense that one 
is due to a defect and the other caused by 
“irritation” or “release,” but both are forms 
of conceptualization. They seem to be closely 
related to the premorbid personality. 

Richmond and Lustman(17) studied au- 
tonomic function in newborn babies. They 
found significant individual differences in 
the rate of attainment of functional matu- 
rity. They suggested that autonomic endow- 
ment may be one factor which predisposes 
the individual to somatic change and to spe- 
cific psychosomatic disease. 

Related to endocrine and developmental 
disturbances there is a group of classic pa- 
pers (Hampson, Hampson and Money) 
dealing with the emotional life and prob- 
lems of children with organic sexual ab- 
normalities. There are 2 types of hyper- 
adrenocortism(18, 19), hermaphroditism in 
females and virulizing precocity in both 
males and females. The hermaphrodite has 
a somatic status as male or female which is 
ambiguous. The gender role of the indi- 
vidual is not automatically determined by 
his gonads, hormones or chromosomes but 
is founded in what, from infancy onward, 
he learns about his sexual status from his 
parents or other people. Primary considera- 
tion should be given to the external genital 
morphology. Reassignment or change of sex 
in childhood, either with or without surgery, 
is an extreme psychologic hazard. Money 
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and Hampson(20) presented a case report 
on male sexual precocity with detailed psy- 
chological study. This boy's psychosexual 
orientation and demeanor were in keeping 
with his chronological age, though the mag- 
nitude of libido was that of an adolescent. 
He was an unself-conscious child, exuber- 
antly living a child’s life in an adult body. 
Another paper(21) presented 3 cases of fe- 
male sexual precocity. Recommendations 
were given for the rearing and psychologi- 
cal development of sexually precocious 
children. 

Children with gonadal agenesis(22) who 

are untreated have internal and external 
genitalia of infantile female appearance ex- 
cept that the gonads are absent. There is 
normal female production of adrenal hor- 
mones, increased FSH output at puberty 
and absence of gonadal estrogens and an- 
drogens, All patients are moderately stunted 
in growth. There are other inconsistent ab- 
normalities such as webbed neck and coarc- 
tation of the aorta. Eleven of the 13 girls 
whose chromosomal pattern was determined 
were found to be chromosomally male. Un- 
equivocal femininity was an outstanding fea- 
ture of all these patients. Without estrogen 
replacement therapy girls with gonadal 
agenesis remain infantile. The appearance 
of a physically mature body is an essential 
ingredient for the advancement of psycho- 
logical maturation in the ’teen-age. Perma- 
nently short stature was a problem to these 
girls, 

Ninety-six hermaphroditic patients repre- 
senting 8 varieties of hermaphroditism were 
carefully studied and appraised from a psy- 
chologic and psychiatric viewpoint(23). Of 
these, 63 were rated as healthy, 16 mildly 
unhealthy, 14 moderately unhealthy and one 
severely unhealthy. The one severely un- 
healthy patient was a congenital mental de- 
fective. The psychologic management (24) 
of parents of hermaphrodites and of the pa- 
tients themselves derives its specific details 
from a policy of frank and straightforward 

discussion and explanation. 

Certain chemical studies have been in- 
cluded in previous portions of this review 
and only a few other significant papers will 
be considered. Suter and Klingman(25) 
found that the manifestations of magnesium 


depletion in man as reflected by low serum 
magnesium levels include tremor, muscular 
twitching, delirium, hallucinosis, apprehen- 
sive behavior and convulsions, In mag- 
nesium depletion states intracellular mag- 
nesium is normal or possibly increased 
although serum magnesium is decreased. 
Twelve cases of magnesium deficiency oc- 
curring in patients with chronic alcoholism 
are reported. According to Himwich et al. 
(26) cholinesterase activity is highest in the 
caudate nucleus of the brain both in the 
young and in the adult. In cortex, thal- 
amus, and superior colliculi this enzyme ap- 
pears to decrease with age. Henneman et al. 
(27) observed that carbohydrate metabolism 
is abnormal in patients with psychoses. Fast- 
ing blood glucose and lactic acid levels are 
frequently elevated above normal. Gordon 
and Nurnberger(28) found superficial re- 
semblances between certain complex learn- 
ing curves in primates and the curves of de- 
veloping neural enzymatic activity. Cleghorn 
(29) showed that 2 neurohumors associated 
with autonomic nervous system activity, 
noradrenaline and ephedrine, can be secreted 
separately. In students exposed to stress 
situations it was found that those who re- 
sponded with an “anger out” pattern showed 
a cardiovascular response consistent with the 
secretion of noradrenaline, while those who 
responded with an “anger in” or anxiety pat- 
tern showed a response consistent with the 
secretion of ephedrine. Logothetis(30) has 
developed a method to allow rapid, accurate, 
routine identification of the constituent 
amino acids of the cerebrospinal fluid. 
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ELECTROENCEPHALOGRAPHY 
W. T. LIBERSON, M.D. Px. D., NORTHAMPTON, Mass. 


This reviewer recently had the opportunity 
to abstract a number of the Russian physio- 
logical and neuropsychiatric journals of the 
past 5 years. As there were several papers 
related to cerebral potentials which have not 
been available to American workers, and as 
the space for this review does not permit one 
to cover adequately the current literature and 
to review papers which were published be- 
hind the Iron Curtain, only the latter will 
be Surveyed this year in order to bring our 
information up to date. For the current 
literature in EEG, the reader is referred 
to the Electroencephalography and Clinical 
Neurophysiology Journal and the review of 
Brazier (2). Only experimental papers will 

Teviewed as the writer did not come across 
any disclosures in the Russian literature con- 
cerning diagnostic EEG which would con- 
stitute an advancement of our present knowl- 
edge, 

; Basic Studies.—Electrically induced (cor- 
tical stimulation) surface negative potentials 
ay be summated by repetitive stimula- 
pa C). Steady or slowly pulsating nega- 
a potentials result in such summation. 
es dendrites which are polarized in this 
of are not believed to conduct the stimuli. 
ey affect electrotonically the bodies of the 


pyramidal cells. This is believed to represent 
a basic mechanism of a generalized inhibition 
of the deep layers of the cortex (deep anelec- 
trotonus resulting from the surface catelec- 
trotonus). Basal dendrites of pyramidal cells 
are also believed to have inhibitory functions. 
However, the resulting inhibition is a more 
differential one and more localized than that 
caused by the activation of the apical 
dendrites. Pharmacological substances(18) 
which produce slowing of frequencies of elec- 
trical potentials decrease the impedance of 
the cortex and vice versa. Changes of the 
frequency of the brain waves under the in- 
fluence of sensory stimuli are not correlated, 
however, with the changes of impedance. 
Sensory Stimuli —In children(20), there 
is a marked increase in the amplitude of the 
driven response to flicker (17¢/sec.) when 
the attention of a child is activated. This is 
obtained by asking the patient to evaluate 
the differences between the frequencies of 2 
consecutive flickering lights without actually 
changing their frequency. Adrian’s inter- 
pretation of his findings related to 50 ¢/sec. 
activity recorded in the olfactory bulb 
following olfactory stimulation is chal- 
lenged(14). These potentials are not be- 
lieved to be of nerve origin as they persist 
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after cocainization of the olfactory bulb or 
its removal. They may be recorded from the 
intranasal bony and cartiliginous structures, 
during each inspiration. They are particu- 
larly prominent when air is projected upon 
posterior structures of the nasal cavity and 
are believed to be related to mechanical vi- 
brations. If the origin of some of the bursts 
of fast activity recorded in the olfactory sys- 
tem appears controversial to some Russian 
workers, their transmission within the cen- 
tral nervous system appears to be related to 
specific structures. Thus, the bursts of 40-70 
c/sec. oscillations (1 mv.) on top of slow 
waves were found(10) along olfactoro-hypo- 
thalamic tracts and down to the anterior 
hypothalamus. No such bursts were re- 
corded at 1 mm. distance from the activated 
structures and none was found in the pos- 
terior hypothalamus, thalamus, or “tem- 
poral” and “occipital” cortices. These bursts, 
barely discernible at rest, were clearly related 
to mechanical stimulation of intranasal pas- 
sages and were considerably increased in 
amplitude by concomitant emotional or 
painful stimuli, They are then associated 
with a decrease of the spontaneous activity 
in the diencephalic structures. They occur 
at the height of inspiration, and can be ob- 
served in the tracheotomized rabbit when 
air is blown through nasal passages. They 
are suppressed in the neuronal structures by 
intranasal local anesthesia or section of the 
filae. 

Recording of alpha block reactions(4) per- 
mits one to ascertain a perception of infra- 
liminar auditory stimuli, the presence of 
which is not subjectively recognized by the 
patient. 

Activating Systems.—The effects of stimu- 
lation (6) of different diencephalic areas upon 
the cortex is the function of both frequency 
of stimuli and location of stimulation. The 
cortical effects were tested by changes in 
muscle contractions induced by stimulation 
of the motor area and by modification of the 
electrical activity of the cortex. Stimulation 

of the anterior thalamic nuclei always pro- 
duces inhibition of the cortically induced 
movements regardless of the frequency of 
stimulation. Stimulation of the remaining 
areas of the dorso-medial nucleus, nucleus 
ventralis, and infra-liminar and reticular 
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nuclei produces results which differ accord- 
ing to the frequency of stimulation and the 
location of the stimulated points. There are 
2 types of reaction. When frequency of 
stimulation, applied to certain loci is between 
25-50 c/sec., inhibition is produced. When 
the frequency is above 100 c/sec., facilita- 
tion is observed. The frequency effect is dif- 
ferent when other points of these nuclei were 
stimulated. In these cases, intermediate fre- 
quency of 50-200 c/sec. produces facilitation 
while slower and higher frequencies of stimu- 
lation induce inhibition. Whenever inhibi- 
tion was elicited, a slow cortical activity in 
the cortex was induced. Such activity was 
observed even when stimulation of high fre- 
quency was applied to the anterior nuclei. 
‘Intercostal nerve twigs were found trans- 
mitting potentials of venous thermoreceptors 
of superficial thoracic veins(8). The latter 
were either left in situ or completely dis- 
sected. Temperature could be changed either 
in the surrounding tissues or intravenously 
by an appropriate perfusion. If the latter, 
the temperature was between 14-40° C. Po- 
tentials of about 40 mv. were recorded, their 
velocity being 9-15 meters/sec., correspond- 
ing to myelinated fibers of 5-10 microns. 
The electrogenesis was a function of the 
actual temperature and not of its gradient 
in space or time. The lower the temperature, 
the more “active” the oscillogram was, as 
there was evidence of recruitment of addi- 
tional receptors. There was no evidence of 
distinct “warm” and “cold” points. AO 
adaptation was found during trials lasting 
several minutes. A reversible block could be 
produced at 15° C. Novocaine would also 
produce a block after a short stage of hype™ 
excitability, IA 
Anesthesia and Sleep —During the initial 
excitatory state, produced in cats by ethe" 
anesthesia (12), the fast activity disappea"* 
in the corticogram, and is replaced by slow 
rhythm. On the contrary, in the thalamus 
(ventral and lateral nuclei) there is activa- 
tion of 8- and 15-18 per sec. activity. Eis 
is interpreted as a release of the thalamus 
from the cortical control at this stage. “= 
the end of narcosis, fast activity returns’ 
first in the thalamic nuclei, and only latet 5 
the cortex. Finally, as reflex activity 18 pro 
gressively restored, thalamic fast activity er 
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creases. During sleep(5), in man, bursts of 
fast activity elicited by sensory stimuli are 
followed by periods of refractoriness. The 
refractory phase, during which a second 
stimulus fails to induce another burst, lasts 
from 7-10 seconds. The duration of the com- 
bined absolute and relative refractory phases 
is about 20 seconds. 

Conditioning —Evoked potentials elicited 
by auditory stimuli and recorded in non- 
anesthetized animals disappear during the 
first stage of formation of conditioned re- 
flexes. However, never was a conditional 
reflex to the auditory stimulus formed with- 
out a preliminary reappearance of evoked 
potentials, although their reappearance was 
not necessarily followed by establishment of 
conditioning. When conditioning was firmly 
Stabilized, evoked potentials could disappear 
again. This is explained by “rerouting” the 
stimuli toward the effector areas(1). On the 
other hand, during the formation of motor 
conditioned reflexes, there is at first a great 
deal of diffuse fast activity recorded all over 
the cortex (chronically implanted elec- 
trodes). This activity persists during the 
whole period of adjustment of the animal to 
the experimental conditions. However, pro- 
gressively fast rhythm soon becomes more 
and more localized. It is found, at first, only 
in the opposite hemisphere and, finally, over 
only limited areas of the motor cortex(15, 
16). The conditioned alpha blocking reac- 
tion in man, however, is often followed by 
bursts of slow potentials(11). 

Epileptic Discharges—In a dog with 
chronically implanted electrodes(7), Jack- 
Sonian seizures produced by cortical stimu- 
lation were associated with auditory stimuli. 
After a considerable number of such asso- 
Ciations, conditioned Jacksonian seizures 
could be elicited. Excitation of the hypo- 
thalamus (19) between tuber cinereum and 
the mammilary bodies produces an arrest of 
Convulsions induced by metrazol. Strych- 
nine spikes(13) recorded in the cortex are 
Otten synchronous with respiratory move- 
ments, This is believed to be due to the 
Sensitization of cortical cells toward sub- 

minal afferent stimuli originating in the 
Tespiratory centers. If anodic polariza- 
tion(9) of the occipital cells produces par- 
Oxysmal discharges, the latter spread not 


only over the remaining cortical areas, but 
also to the contralateral retina, In such a 
case, the retinal activity is synchronous with 
cortical afterdischarges. 

Tranquilizing Drugs—Aminazine (Rus- 
sian chlorpromazine) produces an increase 
of amplitude and synchronization of the 
alpha rhythm(3). Immediately after an in- 
jection, there is a marked decrease of reac- 
tivity to visual stimuli. The patients, who 
did not improve however, may show a per- 
sistence of fast activity (involutional melan- 
cholia). In schizophrenic patients, an in- 
crease of alpha activity under the influence 
of this tranquilizing drug is less marked than 
in involutional melancholia. There is also a 
normalization of electrical activity in the 
basal leads(17). 3 

These are the most interesting contribu- 
tions in the Russian literature which came 
to the attention of the reviewer. I have not 
as yet, found any reference to cerebral micro- 
electrography. It is hoped that this brief 
review will contribute to the exchange of 
information between the Western scientists 
and the workers behind the Iron Curtain. 
(For more detailed information on the Rus- 
sian work, see the article by this writer in the 
Annual Review of Physiology for 1957-) 
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CLINICAL PSYCHOLOGY 
FREDERICK WYATT, Px. D, ANN Arsor, Micn. 


Once fantasy had been raised, through the 
discoveries of psychoanalysis, from the level 
of mysterious fecundity and idle daydream- 
ing to that of highly significant, omni- 
present experience, its former obscurity 
quickly revealed itself in comprehensive 
meaningfulness. Fantasy showed itself as the 
retort in which the residue of previous stim- 
ulation would ferment and mix before it was 
fused into new conduct. In fantasy, adjust- 
ment is rehearsed before it actually takes 
place, and one has only to watch it in order 
to grasp the psychological assets and liabili- 
ties of the adjusting individual. From this 
point on, fantasy has become a major sub- 

ject in the investigations of the social sci- 
ences, of psychiatry, and of similar groups 
concerned with understanding and affecting 
individual and social conduct(20). The 
quest for fantasy was at first pursued in- 
formally—that is, along the general meth- 
odolgy provided by the psychoanalytic 
process. It still ranges from extensive psy- 
chotherapy (9) to the understanding of myth 
and folklore(15) which, in turn, are often 
examined in order to throw light on the 
problems of psychopathology(1). The de- 
sire to study fantasy more systematically 
and more specifically in and by itself was 
here a natural step. The aim still was to 
understand individual personalities and types 
better. 

The Thematic Apperception Test pro- 
posed by Morgan and Murray(12) first pro- 
vided a means to study fantasy systemati- 
cally in a broad diagnostic sense; it repre- 
sents still the primary method, or “test,” 
for the investigation of fantasy. It soon be- 
came clear that the study of fantasy by means 
of the TAT (or, for that matter, in any other 
fashion) has to face up to 3 major problems: 
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(1) Method: how should the material b 
approached, organized, classified, renderi 
meaningful, or “interpreted?” (2) Objet 
tivity and Evidence: how can interpretatio 
be made objective—that is, inJependent € 
the examiner’s bias, and how can ev 
dence be shown for presumed objectivity 
(3) Theory: what are the theoretical p en 
ises for the study of fantasy? What assump 
tions must be made about the nature 0 
fantasy in order to subject it to a specifi 
method ? 

A series of books and a very large num 
ber of articles have in the course of the pa 
two decades attempted to give partial, k 
even comprehensive, answers to these qué 
tions(21). Especially the latter are, 0 
course, of perennial interest to the clinictal 
and the student of personality. Upon som 
critical reflection it cannot be said, howevet 
that any of the existing texts has provide 
us with a completely satisfactory answer | 
our problems, Each has shown some spect 
merit, but with it the faults which seem to W 
the unavoidable obverse of virtue. Aron! 
(2) manual provides the most elaborat 
scoring scheme for statistical corroborati¢ 
but because of its very elaborateness it 
impractical for clinical use. Stein’s(18) t% 
is still the most useful introduction to 
clinical use of the TAT, and restricts its 
essentially to that purpose. Tomkins’s (19) 
the earliest monograph on the TAT, sti 
has important suggestions to make, but is © 
far removed from the clinical basis of 
test. Bellak’s(3) recent book goes fat 4 
combining the discussion of the three maj® 
aspects of the test, and marks progress OV” 
previous books by presenting an outline © 
the theoretical premises of fantasy. With 
there seems to be room for several 
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books to take up the slack. The newest addi- 
tion, Henry’s The Analysis of Fantasy(7), 
makes an important contribution to this field. 
The author has had experience with the 
TAT in anthropological field work as well 
as in industrial consultation, in addition to 
the normal-to-clinical cases in which work 
with the test so far has been rooted. The 
sociological-anthropological viewpoint here 
affects the principles of interpretation more 
than in any of the previous books. Henry's 
intent is “to keep interpretations close to 
data” and to make “the central concern of 
this volume . . . non-clinical formulations 
of personality.” Fortunately, this does not 
keep the author from using his extraordinary 
flair for interpretation freely though with 
critical circumspection. The heart piece of 
this volume is in its first part, 6 chapters on 
task and principles of interpretation, on the 
materials, on variables of form and content, 
and on a conceptual framework for indi- 
vidual case analysis. A series of 4 cases 
follows, of which, characteristically, 2 be- 
long to non-Western, nonliterate cultures 
(where the anthropologist roams) ; even the 
subject of the third case study is very dis- 
tinctly affected by the fact that he was 
brought up in Europe. The chapters on inter- 
pretation contain some of the best thinking 
on the problem of fantasy to date, and will 
have to be studied by any serious student of 
this facet of experience and behavior. Many 
purveyors of clinical material talk about the 
effects of culture and social and class train- 
ing; Henry succeeds in integrating them into 
the significance of fantasy better than any- 
body before him. The originality of Henry’s 
formulations, together with a certain intran- 
Sigeance with regard to established schools 
of thought, sometimes obscures the relation- 
ship of his effort to existing theories of fan- 
tasy, as to psychoanalytic ego psychology. 
While other books on the TAT tend to look 
naively clinical, Henry’s appears at times, 
ina highly sophisticated manner, too unclini- 
cal—granting, to be sure, that something of 
this kind was his avowed intention. 

The range of studies of fantasy at present 
can be well demonstrated by reference to 
Smith, Bruner and White’s book(17). In 
this study the TAT, together with other 
tests and a variety of interviews, was used 
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to establish continuity between political 
opinion and personality, Ever since the dy- 
namic viewpoint made itself felt in the be- 
havioral sciences, not only the goals and de- 
sires of man (to use Schilder’s phrase) were 
thought to depend on the individual's basic 
need-drive quality, but also his sentiments, 
attitudes and opinions, and most recently his 
very perception and thinking(4). While the 
study of opinion and opinion change(8) has 
become one of the methodologically most 
sophisticated and, in general, most successful 
fields of contemporary psychology, little has 
been done on how opinion relates to a person 
as the sum of a life history and an adaptive 
complex of aims of which only some are 
conscious. This is what Opinion and Per- 
sonality accomplishes through 1o detailed 
case studies, and an extraordinarily lucid dis- 
cussion of the entire issue of opinion in which 
one would only have wished a greater con- 
fidence in the explanatory power of psycho- 
analytic principles. 

A number of textbooks on psychoanalysis 
have been published in recent years, of which 
Nunberg’s(13) is the most comprehensive 
system of clinical psychoanalysis for an ad- 
vanced reader. Calvin Hall's Primer(6)— 
now available also in a soft-cover edition—is 
truly an introduction into Freud’s fundamen- 
tal propositions. A much more extensive 
presentation of what one might call Psycho- 
analysis as a System of Psychology, with de- 
tailed commentaries, is now contributed by 
Munroe(12). If the definition of the sub- 
ject is kept in mind, this book may well be 
regarded as the best available textbook. Be- 
sides careful organization, a comparative dis- 
cussion of derivative schools of psychoanaly- 
sis (Jung, Rank, Adler and others) is among 
its outstanding features. 

The understanding of individual per- 
sonality having been brought to a certain 
level, the importance of the social order 
(class, culture) on the development and the 
disorders of the individual cannot be enough 
stressed. At least a few important new 
studies should be referred to: Parsons, Bales 
et al. on Family, Socialisation and the T nter- 
action Process (14) ; Rose with a compilation 
of sociological studies on mental health and 
mental disorder (16) ; Eaton and Weil on the 
fascinating question of how mental health 
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looks in an artificially created but virgorous, 
small theocratic community, the Hutterites 
(5); and Miller and Swanson on experi- 
mental studies of the relationship of educa- 
tional practices, defense mechanisms (and 
hence personality) to social class(10). 


BIBLIOGRAPHY 


1. Arieti, S. Interpretations of Schizophrenia, 
New York: Brunner, 1955. 

2. Aron, B. A Manual for Analysis of the The- 
matic Apperception Test. Berkeley: W. E. Berg, 
1949. 

3. Bellak, L. The TAT and CAT in Clinical 
Use. New York: Grune & Stratton, 1954. 

4. Bruner, J. S. A Study of Thinking. New 
York: Wiley, 1956. 

5. Eaton, J. W., and Weil, R. J. Culture and 
Mental Disorders: a Comparative Study of the 
Hutterites and Other Populations. Glencoe, Ill. : 
The Free Press, 1955. 

6. Hall, C.S. A Primer of Freudian Psychology. 
Cleveland: World Publishing Co., 1954. 

7- Henry, W. E. The Analysis of Fantasy. New 
York: Wiley, 1956. 

8. Hyman, H. Survey Design and Analysis. 


Glencoe, Ill.: The Free Press, 1955. E 


9. Klein M., Heimann, P., Money-Kyrle, R., 
eds. New Directions in Psychoanalysis. London: 
Tavistock Publications, 1955. 

10. Miller, D. R., and Swanson, G. E. The Study 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


[Jan. 


of Conflict. Nebraska Symposium on Motivation, 
1956, Marshall Jones, ed. Lincoln, Neb.: Univer- 
sity of Nebraska Press, 1056. 

11. Morgan, C. D., and Murray, H. A. Arch. 
Neurol. & Psychiat., 34: 280, 1935. 

12. Munroe, R. L. Schools of Psychoanalytic 
Thought. New York: Dryden Press, 1955. 

13. Nunberg, H. Principles of Psychoanalysis; 
their Application to the Neuroses. New York: In- 
ternational Universities Press, 1955. 

14. Parsons, T., and Bales, F. R. (with Olds, J, 
Zelditch, M., and Slater, P. E.) Family Socializa- 
tion and the Interaction Process. Glencoe, Ill.: The 
Free Press, 1955. 

15. Roheim, G. Magic and Schizophrenia. New 
York: International Universities Press, 1955. 

16. Rose, A. M. Mental Health and Mental Dis- 
order: a Sociological Approach. New York: 
W. W. Norton, 1955. 

17. Smith, M. B., Bruner, J. S., and White, 
R. W. Opinions and Personality. New York: 
Wiley, 1956. 

18. Stein, M. I. The Thematic Apperception 
Test, 2d ed. Cambridge: Addison Wesley, 1955. 

19. Tomkins, S. S. The Thematic Apperception 
Test. New York: Grune & Stratton, 1947. 

20. Wyatt, F. Orthopsychiatry and Clinical Psy- 
chology. Orthopsychiatry 1923-1948: Retrospect 
and Prospect. New York: Am. Orthopsychiat. 
Assn., 1948. 

21. and Veroff, J. B. Thematic Apper- 
ception and Fantasy Tests. Progress in Clini 
Psychology. New York: Grune & Stratton, 1956 


CLINICAL PSYCHIATRY AND PSYCHOTHERAPY 
PauL H. Hocs, M.D. anb Noran D. C. Lewis, M. D, New York City 


In the following we would like to call at- 
tention to a few contributions which we be- 
lieve have special value in stimulating fur- 
ther investigative work in these fields of 
psychiatry. As in the past, we rather con- 
fine ourselves to a review of a few contri- 
butions, giving the gist of their conclusions, 
than to refer to many outstanding clinical 
contributions with only a line or two. We 
also have tried to concentrate on contribu- 
tions which perhaps will not be covered 
in many of the other review sections dealing 
with the clinical aspects of psychiatry. 

The intensive clinical study of the psycho- 
pathic personality is still not exhausted, This 
diagnostic group remains less understood 
than many of the diagnostic entities. It is 
considered more and more a diagnosis for a 
group of individuals characterized by certain 


behavior patterns than a definite single diag- 
nostic entity. Further investigations wou 

most likely lead to the breaking up of the 
over-all diagnosis of psychopathic personality 
into better defined subgroupings. A gtouP 
of psychopaths admitted to a mental i 
tion were studied by a correlation of clinica, 
biographical, electroencephalographic, 9” i 
psychometric factors(1). Eighty percen 
these showed a cerebral dysrhythmia. Pe 
sexual adjustment of this group was fairy 
close to normal, even though evidence a 
struggle in this area was apparent in their a 3 
titudes. They showed signs of social mata 

justment in their psychometric profiles. 
was found that progress and ultimate recov; 
ery was not too bad. The authors found m 
the psychopath with the normal EEG wiii 
comprised 20 percent of the case mater! 
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appeared to be more deviant but also more 
stabilized in his anomalous personality pat- 
tern. This group came for treatment un- 
willingly and late. They were sexually aloof 
or perverted, but without much evidence of 
inner conflict. They showed marked trends 
toward delinquency and alcoholism. They 
showed a very high degree of social malad- 
justment and the classical symptoms of psy- 
chopathy—rebelliousness, faulty judgment, 
resentment, inability to learn by experience, 
Suspiciousness, and a discrepancy between 
emotional and intellectual endowment—as 
well as a low frustration tolerance universal 
in this whole group. It was interesting that 
this group showed a considerable frequency 
of suicidal attempts and also accident prone- 
ness. 

Another attempt to differentiate between 
often used psychiatric diagnostic entities is 
the use of sedation thresholds to demonstrate 
the difference between the psychotic and neu- 
rotic depressions. The old classification of 
the depressions into psychotic depressions 
and neurotic depressions, and then the dif- 
ferentiation of the psychotic depressions into 
manic-depressive and involutional depression 
is generally useful even though the boun- 
daries between these different depressions 
are by no means clinically clear-cut and se- 
cure, It is not rare to see patients with 
periodic depressions which for all practical 
purposes should be diagnosed as manic-de- 
pressive depressed with neurotic patterns and 
tesponses, This makes it very difficult clinic- 
ally to differentiate them. We also see more 
and more depressions in schizoid individuals 
who in addition to the depression show a 
great deal of anxiety and many neurotic 
Patterns. These patients are especially re- 
fractory to ECT, but they are also refractory 
to most of the other treatments we can offer 
them—drugs, psychotherapy, ete. 

The authors (2) use the sedation threshold 
as an objective determination based upon the 
EEG and speech changes induced by intra- 
venous amobarbital sodium. They found that 
Sedation thresholds of neurotic and psychotic 
depressions were markedly different. Thresh- 
olds were low in psychotic depressions re- 
gardless of the degree of agitation or history 
of previous depressive episodes. The thresh- 
Olds of patients with anxiety states were simi- 
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lar to those of patients with neurotic depres- 
sions and almost always higher than those of 
patients with psychotic depressions. Patients 
with high sedation thresholds (neurotic de- 
pressions) were treated with ECT much less 
frequently than were patients with low seda- 
tion thresholds (psychotic depressions). 
When ECT was given, the short-term thera- 
peutic response of the high-threshold patients 
was significantly poorer than that of the low 
threshold group. They feel that the sedation 
threshold appears to have some validity for 
predicting the outcome of ECT. 

In a most interesting article Eric Berne 
(3) describes psychiatric observations in 
different countries arriving at the following 
conclusion, that the major psychoses take 
the same form in many regions regardless of 
race, physical environment, cultural back- 
ground, and socio-economic situations. He 
feels that a well-trained clinician entering a 
hospital in any number of different countries 
scattered on all continents can diagnose by 
inspection about 25 percent of the patients. 
This means that well-developed catatonia, 
hebephrenia, mania, and melancholia are 
common afflictions in widely-scattered coun- 
tries. He maintains that in the borderline 
cases of neuroses a well-trained physician 
with a command of the language can some- 
times penetrate the veneer of even the most 
exotic culture in a comparatively short time 
and arrive at a working diagnosis. He 
stresses the high incidence of toxic confu- 
sional psychoses in tropical countries. The 
author makes the statement that neither the 
proportionate size of the mental hospital 
population, the admission rate, nor the total 
psychiatric patient load can be considered a 
reliable index of the incidence of mental ill- 
ness in a given region of the world. These 
factors seem rather to depend on the quality 
and quantity of the facilities available and of 
the local attitude toward psychiatric treat- 
ment, He feels that the impression is that 
the basic psychogenesis, epidemiology, diag- 
nosis, and response to treatment of mental 
illness are the same throughout mankind. 
This article confirms the clinical observation 
of many that basic psychotic patterns are 
similar everywhere indicating that in addi- 
tion to environmental forces, endogenous fac- 
tors play a very important role in their 
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causation. Comparative psychiatry points to 
the goal of assessing far better than we are 
doing today the relationship between endo- 
genous and exogenous factors. 
More and more attention is paid to evalu- 
ating different therapeutic approaches in 
order to arrive at a better assessment of psy- 
chiatric treatment endeavors, This is true of 
the somatic therapies. Slowly we are be- 
ginning to observe a similar trend in the 
psychotherapies where for a long time the 
idea has prevailed that evaluation cannot be 
done because of the intricacies of the subject 
and the multifactorial nature of these thera- 
pies. Rosenbaum, et al.(4), discuss 210 out- 
patients with varying types of emotional dis- 
orders treated with psychotherapy by psychi- 
atric residents. It was found that 70 percent 
of the entire group experienced appreciable 
improvement with treatment. The data failed 
to reveal a significant association between in- 
telligence and education and improvement 
in therapy. The group of much improved 
patients had significantly better childhood 
environments. Ability to develop interper- 
sonal relationships at the time therapy was 
started was significantly associated with im- 
provement in therapy. Good sexual adjust- 
ment, high social status, and favorable fi- 
nancial status were also significantly associ- 
ated with the much improved in therapy. No 
significant association could be established 
between the pretreatment marital adjustment, 
work adjustment, insight, housing facilities, 
and improvement with treatment, The im- 
provement, when it occurred, was found 
mainly in marital and work adjustment with 
less in financial status, sexual adjustment and 
interpersonal relations, 

Abse and Ewing(5) investigated somatic 
therapies from a psychological point of view, 
The authors discuss the psychological impli- 
cations of shock therapies and especially in 
relationship to transference and counter- 
transference, They found that prolonged 
intensive psychotherapy with patients who 
have had shock therapy shows that uncon- 
scious defense reactions were aroused vis-a- 
vis the shock therapist and his assistants at 
the time of treatment. They feel that it is 
upon the arousal of such defenses, as well as 

the support the patient feels in the total treat- 
ment configuration, that the efficacy of shock 
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therapy largely depends. They feel that there 
is a crucial psychodynamic defense involved 
in the organic therapy of a functional psy- 
chosis; they feel that further elucidation 
through research is necessary in this phase 
of the psychotherapeutic process, Con- 
cerning the countertransference aspect, they 
conclude that the briefer therapies lend them- 
selves to the development of hostile punitive 
attitudes, whereas a therapy such as insulin 
therapy produces a more loving and caring 
attitude on the part of the therapist. They 
emphasize there is a great need for aware- 
ness in the countertransference of physical 
therapy, the same way as in psychotherapy. 
It is rather difficult to differentiate clearly 
how far a somatic therapy acts only somatic- 
ally and how far psychotherapeutically. It 
is obvious that any treatment applied, and 
especially in psychiatric patients, has both 
implications, Nevertheless, it is important to 
delineate which preponderates. Attempts to 
try to explain shock therapy or the newer 
drug therapies in psychotherapeutic terms 1s 
doomed to failure because we are dealing here 
essentially with treatment methods which 
affect the central nervous system directly; 
that their effects have great psychothera- 
peutic implications everybody has to ac- 
knowledge. How these psychotherapeutic 
implications will relate to the actual somatic 
influences of these treatments will have to be 
a part of intensive psychiatric research im 
the future, Í 
We believe that in the field of child guid- 
ance therapeutic evaluations are very MUC 
in order. Different clinics have compiled 4 
great many observations. Certain traditions 
have developed about treatment and guidance 
methods which have to be checked as to how 
far they are satisfactory or need improve 
ment. Pasamanick(6) discusses the need for 
evaluation of the efficacy of procedures © 
the child guidance clinics and suggests 2 "° 
search design to achieve this goal. He points 
out quite correctly that criteria for judg 
ment of behavioral status at the completion 
of treatment have been a major stumbling 
block in studies of adult therapy based fr 
the fact that objectivity of assessment H 
function has been practically impossible t 
achieve. He feels that such studies coul 
made, however, in children because some © 
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jective criteria like learning capacity, achieve- 
ment in reading, spelling, and other subjects 
can be measured. In other words he feels 
that being able to measure the different 
psychological functions and evaluation of 
treatment results is easier in this group than 
otherwise. 

Two therapeutic attempts give us some 
inkling about modifications of therapeutic 
efforts. First we would like to mention the 
group psychotherapy of male alcoholics and 
their wives. The authors(7) felt that the 
involvement of the wives had a very special 
value in this program. The patients and their 
wives were both implicated in the patho- 
logical drinking. Actually the wives consti- 
tuted the major pressure which forced the 
Patients into treatment. For this reason, in- 
cluding both in the treatment process was 
tantamount to treating not only the symptom 
but the patient as a whole. It was noted that 
patients usually entered the treatment un- 
willingly, Traditionally, this has been con- 
sidered a poor sign from a prognostic point 
of view. However, the changes noted in the 
authors’ study would seem to indicate other- 
wise, They wonder if the effect of the pres- 
Sure is not dissipated by the fact that the 
source of the pressure, namely, the wives, 
's included in the treatment program, The 
wives’ participation also recognized the fact 
that they themselves also needed a change, 
and not alone because of the drinking hus- 
bands, 
` There is a definite trend noticeable that 
in disorders like alcoholism not only the 
oo is involved, but the whole setting. 

‘urther experimentation with group thera- 
oe of a kind as described above will give 
i a better understanding if the treatment 

f the whole immediate environment would 
rhs us better results than the treatment of 

Re vidual involved with some occasional 
advice to the environment. Most likely we 
iol be able to generalize. Some alco- 
eet pathological patterns surely depend 
Rae ue degree upon the interaction of his 
ee ediate environment, while in others this 
is ot discernible. Milieu therapy is becom- 
nd rng important. In the following, at- 

ue are noted in this respect. Merry(8) 
of ibes an experiment in a chronic ward 
39 female patients showing that very 
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simple techniques can effect some improve- 
ment on chronic, deteriorated patients, for 
instance, bedwetting and assaults. He sug- 
gests that all types of patients could benefit 
by community techniques which would vary 
with the degree of contact with reality 
maintained by the patients. He advocates 
social methods be used as adjuvants to the 
physical methods now practiced. He also 
feels that such techniques will increase the 
therapeutic efficacy and interest of the nurse. 

The possibility of environmental change 
accelerating the onset of psychosis of old age 
was investigated by Buck and his associates 
(9). These investigations tried to deter- 
mine what environmental factors play a role 
in breakdowns of arteriosclerotic and senile 
patients. An examination was made of the 
degree of statistical association existing be- 
tween the age of onset of the psychosis and 
the age of occurrence at certain environ- 
mental change. It was found that elderly 
men were more affected by a move to a 
different type of community than by a do- 
mestic dislocation, whereas the women were 
less vulnerable to a change in community 
unless accompanied by a domestic change 
as well. This observation is very much in 
keeping with the generally accepted dictum 
that a man’s life is centered more in the 
community and the woman’s in the home. 
The authors found this environmental in- 
fluence was obvious in the senile and in ar- 
teriosclerotic patients. 

The next paper, reported by Raskin and 
Ehrenberg (10) also discusses the senile and 
arteriosclerotic psychoses. Two-hundred and 
seventy patients, 60 to 97 years of age, suf- 
fering from cerebral arteriosclerosis, were 
reviewed and the observations recorded. 
Examination of patients with senile brain 
disease revealed the presence of brain atro- 
phy, but not proportionate to the age of 
the patient or to the duration of his illness. 
The degree of brain atrophy was not always 
indicative of the patient's mental deteriora- 
tion. Some patients with greatly atrophied 
brains showed better compensatory mechan- 
isms than others with less pronounced atro- 
phy. The authors’ observations again indi- 
cate a lack of correlation between the clinical 
and pathological changes observed in these 
patients. 
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It is important to call attention again to 

Rothchild’s observation that there is a lack 
of correlation between clinical and psycho- 
logical changes in senile brain disease, sug- 
gesting that factors unknown will have to be 
considered in causation of these psychoses. 
Among these, emotional factors play an im- 
portant role. In the investigations of the 
role of environmental factors in this group 
of psychoses, it is of great importance to 
decide to what extent they contribute to a 
breakdown which is basically an organic psy- 
chosis. We should not, however, overlook 
the fact that the anatomical changes do not 
give us a full understanding of the back- 
ground of these psychoses, and that bio- 
chemical alterations or metabolic factors may 
be present and responsible for these psy- 
chotic breaks which are not expressed in the 
anatomical signs we know today. How far 
emotional stress enters here as another meta- 
bolic factor is of great importance, not alone 
from a theoretical but also from a practical 
therapeutic point of view. 

Environmental factors were also assumed 

to be of significance in the genesis of schizo- 
phrenia. Based on their study, the authors, 
Beckett, et al.(11), believe that the collabora- 
tive investigation of the family by a team of 
physicians can prove a valuable approach to 
the etiology of schizophrenia. In the cases 
making up the study the fact emerged that 
traumatic assaults had been made on the 
majority of patients by the parents or parent 
surrogates. The patient deals with the as- 
saults by introjecting both the details of the 
assault and also the mechanisms used by the 
parent. There is an introjection of the hos- 
tile aggressor, The first schizophrenic delu- 
sion then may reflect in a striking manner 
the essence of a parental assault. These in- 
vestigations are of interest and will have to 
be reconciled with investigative work stress- 
ing more and more the organic nature of 
schizophrenia. It will be one of the most 
important psychiatric developments of the 
future when some of our psychodynamic 
knowledge can be related to somatic pathol- 
ogy in the functional psychoses. 

How important it is to investigate 
thoroughly some of the evidence put forward 


on a clinical basis is apparent in the discus- 
sion of Felix Post(12) on body weight 
changes in psychiatric illness, The author 
reviews the literature in an attempt to find 
out how far evidence is forthcoming for and 
against the occurrence of endogenous weight 
changes in psychiatric patients and their sig- 
nificance in their relationship to a mental 
symptomatology. He found that very little 
scientifically controlled experimental work 
had been done in this field even though many 
clinical statements had been circulated. The 
author believes that many of the clinical ob- 
servations can be explained in that the fluc- 
tuations in body weight observed in psychi- 
atric patients are due to deviations in eating 
habits and disturbances of appetite. Fluctua- 
tions in weight which might be called para- 
doxical because they occur with unchanged 
food intake have been raised to the satus 
of self-evident clinical facts by many work- 
ers. These endogenous weight changes have 
been used as evidence for a central weight 
regulating mechanism coming under the in- 
fluence of a brain-located psychotic process. 
The author feels that the deviation of f 
drives and of appetite in the course of psy- 
chiatric disorders would seem to offer 4 
promising area of inquiry. 
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PHYSIOLOGICAL TREATMENT 
JOSEPH WORTIS, M.D. Brooxtyn, N. Y. 


Physiological treatment is booming; the 
past year has seen a glut of conferences and 
papers on chlorpromazine, the Rauwolfia 
alkaloids, and the newer drugs intended to 
telieve neurotic and psychotic symptoms. 


‘World-wide publicity has stimulated public 


interest and demand, while the indiscrimi- 
nate use of the drugs for the common neu- 
roses, conduct disorders, reactive states and 
depressive states, where they are least effec- 
tive, has led to official protests and counter- 
measures. A warning has been issued by 
The American Psychiatric Association and 
a Congressional committee has expressed 
concern. The Food and Drug Administra- 
tion(1) has distributed a careful formula- 
tion of the dangers of improper use or ex- 
cessive dosage and has attempted to define 
Safe limits, while reports of disappointed 
hopes and dangerous or fatal consequences 
are increasing. In Britain the Council of the 
Pharmaceutical Society has similarly warned 
that the itidiscriminate use of these drugs is 
against the public interest (2). 
Chlorpromazine and Reserpine—The fu- 
Tore of course would never have risen if the 
igs themselves were not so remarkably 
useful. By overwhelming evidence both 
chlorpromazine and reserpine are strikingly 
effective in relieving manic or catatonic ex- 
Citement, senile or schizophrenic agitation, 
anxiety and confusion(3-9). They alleviate 
: lucinations and delusions in paranoid pa- 
ents. They reduce hyperactivity and thus 
(cc performance in some mental defec- 
A 10), and relieve the tremors and ten- 
ons of some cerebral palsied children (11). 
S Eee, Whole they are much more effective 
Ospitalized cases than in those seen typi- 
A k haate practice. In the psychoneu- 
a. ch really are quite varied entities) 
ee. lepressions, their value is uneven and 
be TF and exacerbations may sometimes 
itle ticed (12-1 5). They appear to be of 
s use in relieving withdrawal symptoms 
rug addiction (16, 17), but of definite 
a allaying the tension, apprehension 
‘ — of alcoholics(18). Small doses 
a, 5 Peomazine may relieve pulsating 
ches( 19). These drugs have been used 


much too freely in handling the conduct dis- 
orders of children; for the very hyperactive 
and aggressive child, chlorpromazine is help- 
ful(20, 21), but Benadryl is generally bet- 
ter(22). 

The new drug treatments have practically 
abolished lobotomies and greatly diminished 
the need for both electroshock(23) and in- 
sulin, though EST remains an almost specific 
therapy for depressions, and treatments of 
either kind can help cases that have failed to 
respond to medication(24). 

Toxicity and Dangers.—Dozens of reports 
of chlorpromazine jaundice, agranulocytosis, 
and Parkinsonism have been published. 
Parkinsonism, the most common of the 
major complications encountered with both 
reserpine and chlorpromazine, appears to be 
related to duration of treatment and to dos- 
age, and is reversible when the medication 
is reduced or stopped. Susceptible indi- 
viduals moreover seem to develop the same 
Parkinsonian reaction regardless of which 
drug is used(25). Both chlorpromazine 
jaundice and agranulocytosis are more seri- 
ous matters. The jaundice(26-29) is said 
to occur in 3-5% of the patients treated, but 
less obvious forms of liver trouble occur 
much more often. Needle biopsies (30) reveal 
a distinctive picture, supposedly differing 
from ordinary external biliary obstruction, 
and marked by mild reversible centrilobular 
cell injury, with the bile stasis confined to 
the central biliary canaliculi. Some workers 
(31), on the basis of animal experimenta- 
tion, ascribe these changes to depressed duo- 
denal motility, resulting in increased resist- 
ance of the choledochoduodenal sphincter, 
and in biliary stasis. Though a case of acute 
and fatal liver necrosis in a patient receiv- 
ing 1,600 mg. daily has been reported (32), 
the agranulocytosis (33-36) is the more dan- 
gerous but fortunately less common com- 
plication, probably occurring no more than 
once in 500 cases. It has been observed after 
doses as small as 100 to 200 mg. per day, and 
is supposed to be a sensitization phenomenon. 

Of the two drugs reserpine is the less 
toxic. Aside from the Parkinsonism it so 
often induces, the gastrointestinal complica- 
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tions require special caution. Reserpine has 
been shown to induce a marked increase in 
gastric acidity(37) and fatalities from per- 
forated ulcers have occurred(38). Unless 
routine airways and positive pressure breath- 
ing are used, the combination of either drug 
with EST is dangerous and has resulted in 
a number of deaths. For safety several days 
should be allowed to elapse after drug admin- 
istration before EST is given, though Ayd 
thinks that with small or moderate doses 
given the day before there is no special 
danger (39-42). 

Cohen finds that various complications, 
usually mild, will occur in 50% of his chlor- 
promazine cases when more than 200 mg. 
per day is administered(43). Vivid dreams 
at night and feelings of depersonaliza- 
tion(44) during the day are fairly common. 
Severe headache may result(45). Among 
some of the newer side-effects reported may 
be mentioned asymptomatic papilledema, 
oculogyric crises(46), amenorrhea and es- 
trogen deficiency(47). Promazine, which 
lacks the chlorine radical, is said to be equally 
effective but less toxic, though it can induce 
all the complications of chlorpromazine, in- 
cluding agranulocytosis(48). Similar claims 
of beneficence and nontoxicity are being 
made for another new synthetic, hydroxyzine 
hydrochloride, marketed as Atarax(49). 
Another phenothiazin derivative with simi- 
lar action, N-methylpiperidyl-(3)-methyl- 
phenothiazin, has been introduced as Pacatal 
in this country. 

Because of the distressing frequency of 
side-effects some workers would limit the 
indications for chlorpromazine, and advise 
against its common or routine use to treat 
or prevent vomiting(50). Ten percent of 
the hypertensive patients given 0.5 mg. to 
3 mg. a day of reserpine developed depres- 
sive reactions(51). A number of instances 
of exacerbations of psychoses or anxiety 
have been described. When used during 
labor, doses of less than 150 mg. of chlor- 

promazine scarcely relieve the pain, and 
larger doses induce inertia and harmful pro- 
longation of labor(52). Signs of reserpine 
toxicity, consisting of lethargy, anorexia and 
nasal discharge have been found in new-born 
infants whose mothers were given reser- 


pine (53). 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


[Jan, 


Indications and Dosage.—Vogt found no 
significant difference in the clinical effect of 
chlorpromazine and reserpine(54). Kehoe 
and Pollard(55) did not find it necessary to 
prescribe more than 250 to 300 img. per day 
of chlorpromazine for their psychotic pa- 
tients and recognized no advantages in intra- 
muscular injections except for the ease of 
administration in certain cases, Others how- 
ever warn against excessively timid doses. 
For most psychotic subjects a beginning dose 
of 300 mg. with gradual increments to 500 
to 600 mg. over several months has been 
recommended, with a 50% reduction of dose 
for parenteral administration (56). Kur- 
land(s7) found 3 mg. to 6 mg. a day of 
reserpine adequate in his large series of 
cases. Freeman, Arnold and Cline(58) did 
not see good enough responses in their pa- 
tients until they reached 8 mg. a day for 
reserpine and 800 mg. a day for chlorpro- 
mazine, No doubt considerable individualiza- 
tion is required. Clorpromazine is the more 
powerful and reliable agent, but reserpine cam 
be substituted or added if toxic symptoms 
appear (59). The chronic patients of Rinaldi, 
Rudy and Himwich(60) did somewhat þet- 
ter on reserpine (4 mg.) than on chlorpro- 
mazine (400 mg.). A combination of both 
drugs is recommended for chronic deteri- 
orated cases. Most authors think the initial 
course of treatment should continue for at 
least 3 months. Pollack(61) found that 
small maintenance doses of 50 mg. to 200 mg. 
per day of chlorpromazine reduced the re- 
lapse rate below 20%. Barsa and Kline(62) 
used 3 mg. a day of reserpine for mainte- 
nance in one series of cases. If this is taken 
at bedtime patients will have minimum SI e- 
effects and least interference with work (63): 

Quite aside from acute toxicity, the effects 
of long-term administration are just begin 
ning to be known. In cases carried on moc 
erate doses of chlorpromazine (150 M&S: y 
400 mg. a day) and promethazine (75 mg: 
to 150 mg.) for more than a year, Lassenius 
and Osterman(64) found obesity a serion 
complication, associated in half the cases Witi 
a fatty degeneration of the liver demonstrable 
by liver biopsies. These authors recommen 
both caloric restriction and the use of lip?” 
tropic substances as preventatives. 


For the neurotic patient, one gtouP z 


1957] 


workers(65) found that 1.5 mg. of reserpine 
per day was better than go mg. of phenobar- 
bital in allaying anxiety, but meprobamate 

(3,200 mg.) was the most effective and best- 
tolerated sedative. In a double blind experi- 
ment chlorpromazine was found to be effec- 
tive in allaying anxiety(66). But in another 
well-planned experiment, Schrut found that 
neither chlorpromazine (100 mg.) nor reser- 
pine (2 mg.) surpassed phenobarbital (120 
mg.) in relieving the ordinary anxiety mani- 
festations of a variety of neurotic and psy- 
chotic subjects. 

„Both chlorpromazine and especially reser- 
pine can induce depressive reactions, some- 
times of serious severity. Paradoxically 
the drugs also appear to be of some value 
in relieving certain cases of depression 
particularly when associated with marked 
agitation and anxiety. They are of doubtful 
value, or contraindicated, in the opinion of 
Most authors, in the ordinary akinetic or 
apathetic depression. Though Denber and 
Bird(68-70) argue that many of their suc- 
cessful cases had prominent depressive symp- 
toms, they describe only 6 of them as “re- 
tarded depressions,” and we do not know 
how many months it took them to recover. 
‘ — reserpine is more likely to exacerbate 

epression, chlorpromazine is to be pre- 

s in these cases, and is generally best in 
aa acute or florid psychoses(71). In the 
gga of refractory hyperexcitable 
ee a combination of pentobarbital and 

-ageniaie works well(72). 
és eee tee volunteer physicians 
iA ayo Clinic who developed psychotic 
hee Pi under mescaline and LSD-25 were 
aie, y cured by intramuscular chlorpro- 
fei a). However, the theory that ex- 
Bae psychoses and their neutralization 
serotonin ( the absence or presence of brain 
eaan 74, 75) was disproved by the 

paration of a new substance which, like 

ka ca sara serotonin but does not in- 
osis or indeed any abnormal men- 
doses(76). in man even with very large 
like AAL pam ni moreover, un- 
tonin, iie oes not serve to release sero- 
H eair and bufotenine, both 
activity (77). » do not antagonize serotonin 
renquel, M eprobamate, Amphetamines.— 
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Further work with Frenquel has been dis- 
appointing(78). It is less helpful than chlor- 
promazine in chronic schizophrenia and 
seems to have little advantage if any over 
chlorpromazine even in selected acute 
cases(79), though very good results have 
been achieved with Frenquel in the manage- 
ment of acute alcoholic hallucinosis(80). 
Similarly meprobamate is of little value in 
chronic psychoses, except perhaps as an ad- 
juvant to chlorpromazine(81). Its chief use 
is in allaying tension, especially muscular 
tension(82). Turvey(82) reports especially 
good results with it in alcoholics. Ritalin is 
of no value in chronic schizophrenia (84), 
but—like methamphetamine (Desoxyn)— 
may relieve depressive symptoms. Ru- 
dolf(8s) thinks it is sufficiently effective to 
justify a prior trial, unless there is an urgent 
suicidal threat, before shock treatment is re- 
sorted to. Rothman and Sward(86) com- 
bine it with thiopental sodium to increase 
accessibility in psychotherapeutic sessions. 

Thyroid and Steroids—Brack(87) re- 
corded the thyroid radio-iodine uptake in 43 
chronic schizophrenics who displayed some 
abnormalities in thyroid function and found 
he could improve the condition of a third of 
those with hyperactive thyroids by admin- 
istering thiouracil. Hypothyroid individuals 
were less responsive to thyroid medication, 
A group of Italian workers(88) report in- 
creased steroid production in association 
with premenstrual tension. Acting on the 
assumption that these patients have a special 
sensitivity to their own progesterone Sim- 
mons(89) administered hyposensitizing oral 
doses of pregnanediol to a series of 288 cases, 
with relief to over four-fifths of them and 
without bad side-effects. 

Steroids, which have already been used 
with some success in alcoholism(go), are 
likely to prove quite important 1n psychiatry. 
It has been known for some time that cor- 
ticoids and related compounds as well as 
progesterone can induce anesthesia in ani- 


mals and man(91). Recently a new syn- 
thetic steroid hydroxydione (Viadril) has 
been used in man(92, 93)- In therapeutic 
doses it abolishes sensitivity to pain, dulls 


and sleep, all without undue depression of 
either respiration OF circulation. 
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doses apparently have no other significant 
hormonal activity. 
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PSYCHOSURGERY 
WALTER FREEMAN, M.D. Ps.D., Los ALtos, Catir, 


Egas Moniz died in December 1955, full 
of years and honors. He lived to see his 
discovery of cerebral angiography widely 
adopted, and his discovery of psychosurgery 
still a vast field for exploration and a battle- 
ground of divergent views. His widespread 
Interests are listed in several biographic 
hotes(2, 7, 13). 

“he enthusiastic application of the tran- 
ee drugs in emotionally disturbed pa- 

ents has eclipsed psychosurgery, at least 
g moment, Comparison of the effects 
PEO two methods of treatment must await 
the aid researches, Sargant (20) notes that 
Hle most widely used chemical tran- 

Tik are taxed in England, under the 
Senge Health Service, to supply more 
iola to the people. He refers to 
Sipat and tobacco. Petrie and Lebeau(15) 
hen rar the effects of chlorpromazine, va- 
wit a of leucotomy and cingulectomy 
sina eir standardized tests. Chlorproma- 

ened increased introversion, lo- 
mazi Y €xtraversion, Patients on chlorpro- 

ne showed no reduction on tests for 


intelligence, while those undergoing standard 
prefrontal lobotomy did so, The only point 
of resemblance in the action of the two 
methods lay in the direction of decreased 
neuroticism. “On three of the five variables, 
it is more than ten times greater after the 
operation than after the drug.” Cingulec- 
tomy produced changes much like those of 
chlorpromazine. 

The monograph by Tow(24) presents 36 
patients before and after leucotomy. These 
patients were selected particularly for their 
good personality preservation. The opera- 
tions, however, were too extensive for good 
clinical results. The comprehensive studies 
revealed massive defects in many fields both 
intellectual and personal. The great defect 
in the topectomy study (12) lies in the choice 
of patient material, 75% of the patients be- 
ing markedly or very markedly deteriorated. 
Conclusions based upon such material must 
fail to throw much light upon either the 
effects of psychosurgery or upon the func- 
tions of the frontal lobes. Pippard(16, 17, 
18, 19) in several articles deals with non- 
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deteriorated patients operated upon con- 
servatively, with superior results. Secondary 
operations are seldom worthwhile, and some- 
times disastrous. In a recent article, Eli- 
thorn and Slater(5) obtained views of pa- 
tients and their relatives in regard to the 
value of operations. In 103 cases, 66 pa- 
tients were glad they had been operated upon 
and 11 regretted it. Of 93 relatives ques- 
tioned, 72 thought the patient had benefitted 
and 11 thought the patient was worse. Good 
results were reported more often after stand- 
ard operations, and the incidence of bad ef- 
fects was only slightly higher. Tubery (25) 
studied the occupational readjustments of 12 
patients and came to the conclusion that 1o- 
botomized patients have not suffered reduc- 
tion due to operation. Most of his thesis is 
devoted to the question of why people go to 
work anyhow. 

Operative Refinements—The production 

of focal lesions in the depth of the brain by 
means of ultrasound is reported by Fry and 
his colleagues(8a). The lesions produced in 
animals by multiple transducers are extra- 
ordinarily sharp and accurately localized, 
without damage to the cortex or neighboring 
structures. This method appears very prom- 
ising though complex. Thalamotomy, as re- 
ported by Spiegel eż al.(23), using stereo- 
taxic apparatus, produces a remarkably high 
incidence of disorientation and memory loss, 
together with many other symptoms. They 
stress the value of combined frontal and 
thalamic operations when the first procedure 
has failed, since about half the patients have 
been benefitted by the secondary operation. 
Electrocoagulation of the basal medial quad- 
rants of the frontal lobes has been praised 
by Ayd(1) as well as Ferey(6), and a fur- 
ther report has been made by Grantham and 
Segerberg(10) on the basis of 204 opera- 
tions in 153 patients. The results are a little 
better than average. Equally good results 
are reported by Benincasa Stagni(3) with 
stereotaxic severing of the anterior limb of 
the internal capsule. 

Painful and psychosomatic conditions 
sometimes yield dramatically to frontal lobe 
operations. According to Grantham(ro), 
“We think it is the only operative procedure 
which has a chance of changing the course 
of their illness to a more comfortable one.” 
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Ulcerative colitis may react in spectacular 
fashion to lobotomy(11, 26). In the treat- 
ment of the patient with both mental dis- 
order and tuberculosis, lobotomy has proved 
far superior to electroshock(4). Of 57 pa- 
tients treated by transorbital lobotomy, 41 
were active cases, 19 advanced, and 4 criti- 
cal. Clinical improvement, as indicated by 
weight gain, improved management and bet- 
ter cooperation resulted in half the patients, 
with stabilization in another third. Roent- 
genograms were considered to show im- 
provement in 84%. The authors have this 
to say about the clinical effects of surgery 
as compared with drugs in the doubly sick 
patients: 


Reserpine and chlorpromazine are now widely used 
in this hospital. The drugs’ effects are not lasting, 
and the effects are characterized by drowsines, 
general weakness which ranges from mild lassitude 
to profound prostration. The pulse rate slows and 
the blood pressure falls. Patients perspire pro- 
fusely, wtih signs of circulatory collapse, thou; 
no fatalities have occurred. Appetites are impaired 
because of gastrointestinal upsets. Many patients 
cannot get out of bed. The lobotomized patients 
appear happier. They rest well and enjoy 
physical and mental relaxation. Comparison of pa- 
tients treated by lobotomy and those treated 


drugs shows that the operated patients are somewhat. 


less disturbed, and more lobotomized patients have 
been released from the hospital. 


Depth Electrography.—Sem-Jacobsen and 
his colleagues have continued their studies 
of depth recordings preliminary to lobotomy: 
In a particularly illuminating study (22) they 
have picked up gross alterations in the us 
wave forms during periods when the patients 
were hallucinating. Sometimes these distur} 
ances were in the frontal lobe, sometimes ™ 
the parietal, and they showed little tendency 
to spread. Talking to voices without emo- 
tional discharge was accompanied PY 
changed wave patterns from the tempo 
lobe. From the standpoint of practicality: 
these studies led the surgeon to sever con- 
nections in the basal medial part of 
frontal lobes, with satisfactory results 
80%. 

Follow-up Studies—According tO 
et al.(14), 5 years after lobotomy, 547) a 
the bi-medial group were working full pe 
Results were less satisfactory in the pate” 
subjected to bilateral or unilateral jobotomy 
Thus there is improvement in the status 


| 
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patients over the 1-year follow-up period. 
Gaches and LeBeau(9) on the basis of 50 
patients followed for a similar period found 
good to excellent results in 70%. They 
found no reduction in intelligence, but al- 
ways reduction in neuroticism. Extraversion 
was increased after operations on the con- 
vexity, and introversion by operations on the 
cingulum. “In each case the modification of 
the personality may be considered an im- 
provement since it brings the patient closer 
to normal on the introversion—extraversion 
scale.” Schwarz(21) is pessimistic on the 
basis of a 6-year study of 45 patients. Frey- 
han(8) notes that since 1940 there has been 
a doubling of releases from the mental 
hospital : 

The beneficial impact of specific therapies appears 
inseparable from compensatory capacities possessed 
by favorably responding patients. . . . The malig- 
nant pattern of chronicity could not be reliably pre- 
dicted on grounds of onset or personality, nor 
averted by therapeutic efforts. 
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CHILD PSYCHIATRY. MENTAL DEFICIENCY 


LEO KANNER, M.D. ann LEON EISENBERG, M.D. 
BaLtıMore, MD. 


CHILD PSYCHIATRY 


is are growing interest in child psychiatry 
$ Tefected in a bibliography progressively 
i at each year’s end. The reviewers 
St emulate Procrustes, lopping off ap- 
SF eo however vital, that protrude be- 
ese allotted confines. 
Books. —Near the top of any list of the 


year’s publication will be found the proceed- 


i of the Toronto International Insti- 
ah a emotional problems of the preschool 
child (reviewed in this Journal, 113: 285, 
1956). See e PARET 
thologi ssocial me | 

adta) ie AR.N.M.D. publication 
on neurology and psychiatry in re, 
(3), the W.FE.M.H. Chichester Sa 
mental health and infant deyelopment(4); 
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U.N.ES.C.O. conference on education and 
mental health(s5) and the official statement 
of the Committee on Maladjusted Children 
in England(6). The psychoanalytic litera- 
ture was enriched by the contributions of 
Brody on patterns of mothering(7), Lipp- 
man on the vicissitudes of psychotherapy (8), 
and the annual volume issued by the Inter- 
national Universities Press(9). Murphy (10) 
contributed a rich and perceptive study of 
personality in young children and Gesell 
et al.(11) extended their systematic studies 
to adolescence. A new edition of Lemkau’s 
excellent text(12) took us beyond clinical 
horizons to public health concepts, of which 
the implications for social action were spelled 
out by Stevenson(13). Goldfarb and Dor- 
sen(14) provided a useful annotated bibli- 
ography of childhood schizophrenia; how- 
ever, its yalue would have been enhanced 
by the inclusion of contributions from other 
than English-speaking countries. A lucid 
and thoroughly documented monograph by 
Rogers et al.(15) traced the relationship be- 
tween prenatal and paranatal factors and be- 
havior disorders, Slavson’s volume(16) 
touched on group psychotherapy with 
children. 

Periodicals —The concept of maternal de- 
privation(17), introduced by the pioneering 
efforts of Bakwin(18), Spitz(19), Gold- 
farb(20) and Bowlby(21), has become part 
of contemporary psychiatric theory, as indi- 
cated in the W.H.O, report on the hospital- 
ized child(22). There is, however, insuffi- 
cient recognition of the gaps in our 
knowledge that preclude the prediction of a 
one-to-one relationship between deprivation 
and subsequent behavior, as Glaser and 
Eisenberg(23) point out. The work of 
Spitz(19, 24-17), widely regarded as pro- 
viding experimental underpinnings, was 
severely challenged on methodological 
grounds by Pinneau(28-30). Klacken- 
berg (31), though reporting mild retardation 

on the Buhler-Hetzer scale in institution- 
alized infants, failed to note “anaclitic de- 
pression.” Klatskin et al.(32) demonstrated 
correlations between certain child-rearing 
practices and behavior pathology, and Jack- 
son et al.(33) between the incidence of 
breast feeding and hospital and social prac- 
tices. Opler(34) considered the impact of 
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ethnic factors on child care and Opler and 
Singer(35) on behavior pathology. The in- 
genious experiments of Birch(36) brought 
into clear relief experiential elements in the 
genesis of maternal behavior in animals. 

Research in schizophrenia continued to oc- 
cupy a central position. Kohn and Clau- 
sen(37) and Lidz et al.(38) reported data 
indicating inadequacies in the fathers of 
schizophrenic patients, but wisely cautioned 
against assigning an etiologic role too 
readily to these observations. Kallmann and 
Roth(39) and Bender and Grugett(40) im- 
plicated hereditary and “endogenous” fac- 
tors. Diagnostic differentiation, reviewed by 
Hirschberg and Bryant(41), remains a vex- 
ing problem, as indicated by the viewpoint 
of Szurek(42) who, following the lead of 
Rank(43), disputed the usefulness of sharp 
lines of demarcation between patterns of 
deviant behavior (including organic syn- 
dromes), whereas Eisenberg and Kan- 
ner(44) insisted upon the importance of 
isolating clinical syndromes as the sine qua 
non of further research. Elkisch(45), Liver- 
more(46), Spotnitz et al.(47), Bender (48) 
and Bettelheim(49) reported the treatment 
of childhood schizophrenics from widely 
varying theoretical viewpoints. Eisenberg 
(50) analyzed the clinical outcome of 63 
autistic children after a mean follow-up 
period of 9 years and noted the prognos- 
tic significance of language development. 
Popella(51) allied himself with van Kreve- 
lan(52) in contending that infantile autism 
is oligophrenia with affective defect. Gold- 
farb et al.(53) contributed an interesting 
analysis of the speech pathology of schizo- 
phrenic children. 

Organic factors came in for increased at- 
tention. Nissen’s painstaking observations 
at the Yerkes primate laboratories( 54) te 
vealed differences in behavior that have "° 
apparent source in differential experience: 
Richmond and Lustman (55) detected innate 
differences in the autonomic responses 
neonates. Pasamanick, Lilienfeld, and coF 
laborators, on the basis of an elegantly co” 
ceived series of epidemiologic investig?” 
tions (56-61) that bid well to become classics 
conceptualized “a continuum of reproductive 
casualty,” extending from fetal and ogre 
death through cerebral palsy, mental de 
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ciency and epilepsy to behavior disorders. 
The incisive experimental and clinical in- 
vestigations of Morrell et al.(62-164) and 
the psychological studies of Quadfasel and 
Pruyser (65) indicated interseizure behav- 
ioral and intellectual dysfunction in patients 
with focal and psychomotor epilepsy, respec- 
tively. Hardy(66) brought to attention the 
complexity of what is subsumed under the 
clinical term “deafness” and the behavioral 
consequences thereof. Two outstanding 
studies, one by Ingram and Reid(67), the 
other by Rabinovitch et al.(68), stressed the 
organic elements in reading disability; the 
latter authors advanced a useful dichotomy 
into primary (“organic”) and secondary 
(“emotional”) reading retardation. Freed- 
man et al.(69), Freed and Peifer(70, 71), 
and Hunt et al.(72) reported on the value 
of pharmacotherapy in behavior disorders, 
The data of Bleuler and Wiedeman(73) 
corroborated the thesis of Money et al.(74) 
SA chromosomal factors play no direct role 
E E psychosexual identification. 
a ; al, elaborated further their conten- 
a at unconscious trends in certain par- 
ant va in aberrant sexual behavior in 
Pek n dren and provide vicarious gratifi- 
IIN ae parents’ perverse instinct life. 
Sora elinquency was considered in an 
ce = symposium in Pediatrics (76-78), in 
ne Tther efforts of Glueck(79) to test a 
x AG scale, and in a follow-up study 
a a otherapeutic results(80). Morris 
vie 1) noted an almost uniformly poor 
Pimms i the follow-up of children with 
ret ive behavior disorders, whereas Cun- 
ot et al.(82), on the basis of telephone 
children on mothers, found two-thirds of 
Sine Treated in a psychiatric outpatient 
Posia.on daaa. benefit § years later. Sym- 
ment (4) deren 83), residential treat- 
qualifier)” therapeutic play techniques(85), 
Polionveliic pr psychotherapists(86) and 
AEA 7) should also be noted. 
tation of 9 ) proposed a basis for categori- 
a disturbed behavior. Becker et al. 
eae group therapy for adolescents. 
aries aik literature, in addition to the 
report E ready noted, included an exciting 
Study MA orici 90) on Levy's Attitude 
0K bresth dons by Hinman and Dickey(91) 
olding spells, by Ferrer(92) on 
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attitudinal reflexes in the newborn, by Eisen- 
berg(93) on the parent-child relationship 
and the role of the family physician, by 
Palermo(94) and Brazelton(95) on thumb- 
sucking and an educational symposium, 
chaired by Senn (96), on psychologic aspects 
of the care of infants and children. 


MENTAL DEFICIENCY 


This has been an exciting year of progress. 
Kalckar’s group(97) isolated the specific 
enzymatic defect in congenital galactosemia : 
the total lack in red cells of phosphate 
galactose uridyl transferase. The diagnosis 
may now be made by a simple spectro- 
photometric procedure without recourse to 
the hazardous galactose tolerance test. 
Bickel et al.(98), Tyler and Armstrong (99, 
100), Woolf ef al.(101) and Horner and 
Streamer (102) reported the beneficial influ- 
ence of a phenylalanine-free diet on phenyl- 
ketonurics, and Meister et al.(103) the ef- 
fect of feeding L-glutamine to such patients. 
Krivit and Good(104) and Merritt and 
Harris(105), noting the concurrence of leu- 
kemia and mongolism beyond statistical ex- 
pectation, suggested the origin of leukemia 
in fetal injury at the 6- to 9-week stage when 
mongolism is thought to have its genesis. 
Blizzard et al.(106) stressed the importance 
of early diagnosis in hypothyroidism since 
the degree of cerebral damage is proportional 
to the severity and duration of the hypo- 
thyroid state in infancy. Money (107) identi- 
fied the variables controlling the ultimate 
1.Q. in the hypothyroid patient: family I.Q. 
distribution, age of thyroid failure, duration 
of athyreosis, and the adequacy of sub- 
stitution therapy. Lilienfeld and Pasa- 
manick(108) identified pre, para-, and 
neonatal factors in the genesis of mental de- 
ficiency. Knobloch et al.(109) reported the 
neuropsychiatric sequellae of prematurity. 
MacColl(110), Bair and Herold(111), and 
Rettig(112) described good results in the 
management of hyperactive retarded chil- 
dren with chlorpromazine, but Kirk and 
Bauer(113) found that reserpine had, if 
anything a deterimental effect. 

Walter et al.(114) applied activation tech- 
niques to EEG studies in the retarded and 
Weiner and Schuster(115) were able to 
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demonstrate a correlation between degree 
of dementia and degree of EEG slowing. 
Wishik(116) surveyed the prevalence of 
handicap (including mental handicap) 
among children in Georgia. Tarjan and 
Forbes(117) described a preadmission diag- 
nostic service for the retarded. Gam- 
storp(118) presented a comprehensive mon- 
ograph on the syndrome adynamica episodica 
hereditaria. Wortis(119) attacked the con- 
cept of the brain-injured child and Kan- 
ner(120) warned against misuse of the term 
“emotional block.” 

Under the sponsorship of the N.A.R.C. 
and the N.I.M.H., a series of training insti- 
tutes on retardation were held in New 
York(121), Minnesota(122) and North 
Carolina, with others in progress. Slobody’s 
chapter in Michael-Smith’s text(123) is an 
excellent diagnostic compendium. The books 
by Cruikshank(124) and Kirk et al.(125) 
are important additions to the general litera- 
ture on retardation, and by Strauss and Kep- 
hart(126) and Bender(127) to the medical 
literature on brain-injured children. 
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NEUROSYPHILIS 


sensitive as antigens than the original saline 
extracts of syphilic liver, making it obvious 
that such serologic tests were not “specific,” 
Subsequent evidence of i 
tive (BFP) serologic results showed that a 
positive reaction should not be 
nostic” with the implication of “diagnostic 


reactivities of 


E 
j 


it necessary that each test be reported by 
name and not by the too inclusive term, 
“Serologic Test for Syphilis” (STS). The 
antigen employed in the test must also be 
designated because some (Kline, Hinton, 
Mazzini) may use either lipoidal or cardio- 
lipin type of antigen which may give op- 
posite results. Because the units of reactivity 
of the tests vary, it is suggested that quanti- 


tative reports should be given in dilution re- 
activity end points (dils). 

The technique for collecting serum for 
testing is simple but worth reviewing(5). 
To prevent hemolysis the syringe and 20- 
gauge needle should be sterile and dry. Do 
not use umbilical cord blood because it 
is nearly always infected and this vitiates 
serologic tests. A minimum of pressure 
should be used to accelerate blood flow into 
or out of the syringe. The needle should be 
removed from the syringe before filling the 
container for frothing must be avoided at all 
costs as it retards clotting and damages the 
red cells, The container must be chemically 
and bacteriologically clean and dry. Un- 
waxed corks are unsterile and their use 5 
indefensible. Clotting occurs quickest if the 
blood is kept at 37° C. for one hour and at 
room temperature for an hour. Refrigera- 
tion delays clotting. The specimen sh 
never be sent for transport until the blood 
has clotted. 

When a battery of serologic tests is used 
the variation in results may not be due to thë 
differing sensitivities of the tests alone(6)- 
It may reflect changes in the patient such a$ 
the development of an acute BFP with ê 
fever, or the patient may develop syphilis be 
fore the time of collection of the later spe 
mens. Variation may also result from s 
factors of transportation as infection or he 
molysis of one specimen. Infection can 
prevented by adding merthiolate or sodiu™ 
azide to the serum. Hemolysis increases thë 
amount of serum diluting the gamma globu- 


Be (reactive part). One drop of blood per 
Tami of cerebrospinal fluid adds 20 mg. per 
Seat of protein causing an abnormally high 

which may alter some scrologic tests. 
within the testing laboratory may 
ale affect the results. 

Syphilitic reagin apparently has at least 
wo components. Dry gelatin placed in 
Strum swells imbibing water and small mole- 
Sale solutes. Kanner(7) found that comple- 
Rent fixation tests were not affected by this 
gad so depend on a large molecule reagin. 
However, flocculation tests’ (Kahn, Kline, 

VDRL) results varied depending on the 
Moncentration of gelatin, and must therefore 
on a small molecule “coreagin.” Lau- 

8) separated Wassermann reagin anti- 

s by paper electrophoresis. The sero- 
positive components of primary 

i were found in the gamma globulins. 
in Secondary and tertiary syphilis the posi- 

Serologic components were in the beta- 


J 
‘WW globulin only or in the beta-two and 
globulin portions. The serologically 


components of BFP sera were in 
or both fractions and so electropho- 

ionation cannot be used for a veri- 
X test with lipid antigen. 

L ically False Positive Reaction— 
"Biologically false positive” (BFP) reaction 
ed to denote the reactivity with lipoidal 
Sal cardiolipin antigens of sera from patients 

40 do not have treponematosis. BFP’s be- 
proportionately more frequent as true 
in the community. The 
al mechanism causing BFP is unknown. 
etiologic relationship of altered serum 
Moten fractions is unproved. Apparently 

ie individuals have a labile immunological 

ton. Cruder lipoidal antigens more fre- 
give false positive reactions (in ma- 
the Kahn test gives 80% BFP’s, the 


4%). Certain stages of diseases are 
ie to give BFP reactions. The more 
ie Of tests and the more frequently the 
€ ` are done the higher will be the fre- 
Mency of BFP reactions. 
ga © erologist determines whether the pa- 
a S a Serologic reactor ; the clinician de- 
termines ies the significance of the serologic re- 
a (9). Kostant(10) lists the many 
“Causes of BFP reactions and suggests 
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the following management of possible BFP 
reactions : 


(1) Repeat quantitative serologic tests, 
Acute BFP reactions usually give low titres 
which decline in 2 to 6 months, Chronic 
BFP reactions are of higher titre and remain 
steady, 

(2) Use a battery of tests. If those ming 
crude lipoidal antigen are positive and those 
using cardiolipin are negative, one is prob» 
ably dealing with BFP, If the titre is equal 
or higher with the cardiolipin there is greater 
likelihood of syphilis, 

(3) Attempt to discover discases capable 
of causing a BFP, This is neces 
sary with chronic BFP where the underlying 
disease may be serious (serum protein 
studies, sedimentation rate, 


search 


(4) If the above i 
clusive, check with a TPI or TPIA test. In 
pregnancy a suspected BFP reaction should 
be checked immediately with a TPI test. 

(5) If these studies cannot be done, or 
if the patient is not cooperative, treat to pre- 


ment). . 
Zellman(11) reports 3 cases of chronic 
epee L blood and spinal fluid with 
negative TPI test in both. The patients had 
respectively a glioma, Bock’s sarcoid, and 
granulomas of the orbit. a, 

Treponema Pallidum Immobilization 
Sent E atari discloses 
an al morphology of treponemes immo- 
bilized in the acide The changes are 
thought to be prelytic phenomena. — 

The TPI test is not yet standardized and 
the results from different laboratories are 
not comparable. Its specificity is nearly 
100% in syphilitic, normal, and BFP pa- 
tients, and those with diseases other than 
syphilis(13). It was inconclusive in less than 
1% of a recent series of 1,844 cases, 75% 
of which were considered BFP by other 
tests(14). However, nontreponemal positive 
reactions may occur with the TPI test. 

The TPI test becomes positive about ad 
fifth week after infection with syphilis an 
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is positive in Go% of cases with primary 
syphilis; in go% of secondary syphilis, and 
nearly 100% in later stages, including con- 
genital syphilis, Both the STS and TPI test 
may persist positive for life but even the 
TPI may become negative without treat- 
ment(16). 

Early treatment of syphilis may prevent 
an STS or TPI test from becoming positive 
even though given so late as not to prevent 
a chancre. Treatment of seropositive pri- 
mary syphilis reverses the TPI in 9-12 
months (STS in 6 months) except in the 
case of reinfection. Treatment of secondary 
syphilis reverses the TPI in 18-24 months 
treat- 


TPI remains positive(17). In 
ment the TPI eanas arte 


clinically proved syphilis(14). 
In primary, and 
late syphilis the STS and 


the 
of treat- 
85% of 


symptomatic 
TPI tests are in 
agreement and use of the TPI test as a rou- 
pire eremi 
are more i 

from treatment than is the TPI(15). For 
the inoculation of dead causes a 
rise in TPI but no change in STS, and the 
inoculation of live treponemes causes a 
slower rise in titre of TPI test than STS. 

In latent syphilis when repeated TPI tests 
are negative the diagnosis of syphilis is 
suspect. 

The TPI test uses a somewhat risky, live 
antigen of unknown and variable sensitivity 
for each day’s test. It was hoped the Trepo- 
nema Pallidum Agglutination (TPA) (18) 
and Treponema Pallidum Immune-Adher- 
ence (TPIA) (19) tests would be more ex- 
act, safer, briefer, and less expensive. As 
yet, however, neither has diagnostic value 
equal to the TPI test. Technical difficulties 
have not been fully overcome and their im- 
munological interpretation is not yet clear. 
Chemical fractionation of the T. Pallidum 

and the use of specific agglutinating fractions 
in serologic tests is the new research aim. 
Untreated Syphilis—A further report of 
the 20-year follow-up of untreated syphilitic 
male Negroes indicates that syphilis predis- 
poses to mote Severe or premature degenera- 
tive changes in the cardiovascular system al- 
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though half of these changes are not syphi- 
litic. EKG and X-ray abnormalities whi 
not specific for syphilis occurred more oftes 
in the syphilitic than in the control group 
Of the 159 surviving syphilitic patients € 
amined 23 had evidence of late syphilis; one 
half, cardiovascular; one-quarter, neuro 
syphilis; one-quarter, osseous syphilis. 
The figures of Gjestland (21) for the Oslo 
study of 900 untreated syhilitic patients were 
similar, ie., 10.4% had cardiovascular syphi- 
lis, and 5.59 had neurosyphilis (25 paretics, 
17 tabetics, 23 meningovascular). Syphilis 
was rarely the primary cause of death except 
in these 2 groups. He, too, found a 53% 
(males) to 63% (females) greater mortality 
among the syphilitic population than among 
his controls, However, he attributed this to 
the lower socio-economic class of these pa 
tients and their greater exposure to other 
diseases, 
Congenital Syphilis —Penicillin treatment 
of a syphilitic mother, even late in pregnancy, 
cures the child of infection in 95% of cases 
Complement fixing and TPI antibodies pas 
the placenta whereas flocculation antibodies 
may not(17). Reagins in the child usually 
fall to normal in 4 to 6 weeks. A rising titre 
of reagin means active latent syphilis. Com 
genital syphilitic interstitial keratitis may 4 
velop at 8 years but usually does not 
puberty. There are so many other caus 
of interstitial keratitis that a TPI test should 
be used to confirm the diagnosis. i 
Ina study of the background of congenital 
syphilis MacFarlane, Johns and Sch 
(22) emphasize 2 points. First, test ever 
woman in every pregnancy, for 6596 S#¥ 
birth to their first syphilitic child after 
first child and 20% at the fifth or later pres" 
nancy. Second, investigate the whole yr 
for one-fourth of their 254 congenital syP™ 
litics were found in this way and half of 
534 contacts were found to have syphilis. 
Treatment—Hahn et al.(23) report è 
to 7-year follow-up of penicillin trea 
of asymptomatic central nervous $ ro 
syphilis in 765 patients, 264 of whom , 
no previous treatment. Only 4.47% rei 
less than 2.4 million units of pe 
lin. The only unequivocal treatment failure 
was one of these and he responded tO A 
treatment with larger doses of penicillin. 


i 


' in 10 others consisted of 


Mminor neurologic and psychiatric changes 


ene of which were incapacitating or asso- 


‘Gated with evidence of activity in the spinal 


fui. It is belicved that these probably 
Fepresent recognition at the clinical level of 


manifestations of pre-existing subclinical 


damage. It is concluded that peni- 
alone is capable of curing asympto- 
neurosyphilis. 
second paper(24) measures the results 
tment of the same group of patients 
Oratory findings. A cell count below 
Ocytes or a total protein below 50 
i$ per cent is not clearly abnormal. 
tients with an abnormal cell count be- 
l treatment 50% were abnormal at 6 
hs and 9% at 1 year. The latter repre- 
the maximum percent who may require 
iment. The response of cell count was 
good with 2.4 to 9 million units of 


the total protein responded more slowly: 
at 6 months, 30% at 1 year, 
appreciable change thereafter. A per- 
elevated protein is highly improb- 
“as an indication of a poor prognosis. 
face and sex had no effect on the cell 
the total protein responded best 
women and least in white men, 


parenchymatous syphilis in these 
i The response of the protein was 
With the smaller doses of penicillin. 
inal fluid serologic improvement 
greater the younger the patient and the 
the duration of the infection. The 
response in the blood did not ac- 
reflect the spinal fluid serologic re- 
to penicillin treatment. 
a is not recommended on ie 
ratory findings alone unless the 
increase significantly, remain unchanged 
, Or increase after having ap- 
normal after treatment. 
tetracyn and chloramphenical are 
equally effective in the treatment of 
yphilis but they do not approach the 
Tesults with penicillin(25). They 


i Which is consistent with the known incidence 
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4 had a Herxhecimer-like reaction. 


should only be used when penicillie cannot 
be used. 


Barnett(26) reports clinical and X-ray 
evidence of cardiovascular syphilis in 41 
cases, I to 20 years after heavy metal therapy 
and in 3 patients, 1 to § years after 
ently adequate” amounts of penicillin, 
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ALCOHOLISM. GERIATRICS 
KARL M. BOWMAN, M.D., San Francisco, CALIF. 


ALCOHOLISM 


Alcoholism as a Medical Problem—The 

proceedings of a recent conference sponsored 
by 2 large New York medical groups, has 
been published. It includes important ma- 
terial. Presenting the epidemiologic ap- 
proach, Gordon maintains that alcoholism 
should be studied as are other diseases, e.g., 
tuberculosis. First, the population should 
be divided into nondrinkers and drinkers ; 
in this respect alcoholism is like polio- 
myelitis, nine-tenths of the cases of which 
do not produce clinical medical problems. 
The next task is to determine “what pro- 
portion of users of alcohol will eventually 
become alcoholics and what are the factors 
of host and environment. . . .” Many char- 
acteristics of the host contribute directly to 
the incidence of alcoholism. For example, 
alcoholism “is determined by age, by sex, 
by ethnic group, and sometimes by race.” 
Extreme differences between the sexes, how- 
ever, appear in the rates of various countries. 
In the United States the ratio of alcoholic 
males to females is 6:1; in Great Britain, 
2:1; and in Scandinavia, 23:1. Regard- 
ing control of the problem, Gordon states: 
“No mass disease of man has ever been ade- 
quately controlled by attempt to treat the 
affected individual.” Ethical reasons require 
such treatment and some progress can be 
made; “it is good clinical medicine but poor 
public health,” 

Of the few ecologic studies, Keller and 
Efron(4) report that in the United States 
the prevalence in 1953 of all degrees of alco- 
holism, calculated by the Jellinek formula, is 
44 million. The ratio of men to women al- 
coholics is 5.5:1; and the ratio of alco- 
holics (all degrees of alcoholism) per 100,000 
adult population is 4,390, and that of alco- 
holics with complications, 1,097. The re- 
ported rate of increase in alcoholism since 
1940 is 44%, an increase ascribed to better 
medical reporting. The Jellinek formula is 

judged to be statistically reliable. These 
authors(5) report estimates of the number 
of alcoholics with medical complications in 
big cities (over 100,000 population) in 1950, 


as compared with 1940. In 1940, of the 6 
cities with the highest rates per 100,000 adult 
population, 5 were in California: San Fran- 
cisco, 3,191; Sacramento, 2,052; San Diego, 
1,642; Dayton, 1,517; Oakland, 1,512; and 
Los Angeles, 1,490. In 1950 San Francisco 
is again first, with 4,190; Sacramento second 
with 2,780; Louisville, Kentucky, third, with 
2,380; and Boston fourth, with 2,020. Los 
Angeles, Oakland and San Diego, with rates 
approximately at 1,970, come next. These 
figures are all the more difficult to under- 
stand since Berkeley, across the Bay from 
San Francisco and contiguous with Oak- 
land, has a rate of only 470 per 100,000 adult 
population, 

Lemere’s(6) statistical study of about 
8,000 patients treated within a 20-year period 
in a private sanitarium shows an average 
male-female ratio of 7:6. The increased 
tatio of women patients, from 15:1 in the 
first 5 years to 5:6 in the last 5 years, is at- 
tributed to greater community acceptance of 
sanitarium treatment and more readiness of 
women to enter treatment. 

In the past decade 31 states have estab- 
lished rehabilitation programs for alcoholics 
and several others are considering plans. 
The states exchange information on the re- 
sults of those programs in annual confer- 
ences, 

Official figures in Sweden a year after the 
end of the 40-year hard liquor controls show 
125% national increase in drunkenness, 
more than 200% increase in big cities such 
as Stockholm, and 80% increase in women 
alcoholics(1), In France legislative com 
trols on alcoholism are not enforced or lac 
effectiveness, Excessive mortality rates 
among men because of alcoholism are cited 
as part of the serious national problem. , 

Pfeffer et al.(11) report that a clinic mam 
tained in New York City by 14 companies 
for treatment of alcoholism in employees Þa 
180 referrals in a 3-year period ; 122 (82%) 
maintained their jobs during treatment. H 
dustrial programs have in general re jucer 
absenteeism and had a good prophylactic ef 
fect on all employees. 

Numerous optimistic reports have aP 
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peared on the use of the tranquilizing drugs 
in treatment of various alcoholic conditions. 
These reports, mostly without the use of 
controls, give little evidence that improve- 
ment was due to the specific use of the drug. 
Canadian workers(3) recommend citrated 
calcium carbimide (CCC) as superior to 
disulfiram because it has no side-effects and 
more rapid action. The results of Ber- 
man’s (2) controlled study of treatment of 
delirium tremens showed the conventional 
method of sedation with paraldehyde, vita- 
mins and fluid to be superior to the use of 
ACTH or of aureomycin. These results con- 
tradict “earlier reports of phenomenal bene- 
fits from the use of ACTH in the treatment 
of delirium tremens.” They “also fail to sup- 
th 8 ros that aureomycin may be valu- 
ote ë a etoi delirium tremens by 
eee a e intestinal bacteria so as to 
ns inadequately detoxified by an 
aleohol-damaged liver,” 
opti F Newman (10) found in a 
peutie ae subjects that ordinary thera- 
eflective S 0; ano and caffeine do not 
ale a is at the depressant effect of 
lap ied e on system. Richter(13), 
Ty a, hat administration of thyroid 
appetite for x gn experimental rats’ 
Ing for alcohol but ‘fo 4 i oe Sei 
eect. The tare my und just the opposite 
wholly Aed 4 ae greatly reduced or 
beverages, pee intake of alcoholic 
Whose own glands 24 Sab ee ae 
amounts of th STA e producing excessive 
alcoholic Rice normone, are very rarely 
mig t stop i = are a small daily dose 
and trial of ne sore s craving for liquor; 
ere are bc evens es ae 
Use o individual rable reports on the 
€ Falot re group psychotherapy 
evine’s( J o alcoholism. 
8o alco sane study of clinical records of 
minished t of them men, found di- 
lli(8) ns in heterosexual relations. 
love and tend €rs the unsatisfied need for 
ism; the ; erneéss at the root of alcohol- 
Cat on q Protagonist of a Broadway play, 
ample of a o Tin Roof, is cited as an ex- 
most ies ee attempt to keep an al- 
an alco olie blood alcohol concentration, 
sexual bine has no reserve for any 
r, hetero- or homosexual(9). 
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According to Popham(12), in a survey of 
the 430 drivers involved in Toronto in 1954 
in traffic accidents and charged with im- 
paired or drunken driving, most were alco- 
holics and did not represent a random sam- 
ple of the driving population and the effects 
of alcohol. Likewise, in a Detroit study, 
10% of teenagers arrested for drunkenness 
had, as young adults, police records of ar- 
rests for drunkenness or committing crimes 
while drunk. A Philadelphia study showed 
a weekend pattern of homicide, with some 
evidence of a relationship to heavy liquor 
purchases, greater leisure and increased 
social intercourse. 

The American Foundation has just pub- 
lished a 2-volume study on Medical Research 
(14). Chapter 9 of Volume II is entitled 
“Alcoholism” and is a very comprehensive 
study of the research work that is being done 
on this subject. Anyone wishing up-to-date 
information on alcoholism should read this 
chapter. 
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GERIATRICS 

Population studies made by Jones(3) in- 
dicate 3 factors in the reduction of human 
longevity: (1) disease experience, especially 
in childhood, the residua of which tend to 
compound themselves ; (2) tobacco smok- 
ing, which in males who average about one 
package of cigarettes daily decreases the life 
expectancy about 9 years compared with the 
total population ; and (3) exposure to radia- 
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tion, which decreases the life span by about 
15 days for each roentgen of whole body 
roentgens delivered. 

Experimental work done by McCay 
et al.(7) prolonged the life span and senes- 
cence of white rats by giving a diet deficient 
in calories but otherwise adequate; the rats 
never attained normal adult size but lived 
as much as twice longer than rats fed the 
usual diet. Males and females had equal 
longevity although normal females live 
longer ; there were fewer neoplasms; males 
were in general sterile and females less fer- 
tile. Stare(13) believes that a consistent diet 
of fewer calories, less fat and more protein 
than ordinarily, can delay physiologic aging 
and especially prevent obesity and athero- 

sclerosis. 

These human epidemiologic and animal 
experimental data suggest the bad effects of 
various procedures and habits. For example, 
feeding infants a high caloric diet may be 
life-shortening. 

Shurtleff’s(11) study of per capita death 
rates indicates that both male and female 
married persons at every age level live longer 
than do the unattached ; and that bachelors, 
widowed and divorced men have substan- 
tially higher mortality rates than do married 
men. 

In their comparative study of male and fe- 
male mortality rates, Sowder and Bond(12) 
note that the excess of white male over fe- 
male death rates, by age groups, has steadily 
risen by decennial years for the period 
1900-50; faster in the past 30 years. The 
ratio of male over female death rates is high- 
est at ages 15-24 and again at 45-64. Men 
have a higher mortality rate from every 

major cause of death not sex-specific. The 
authors speculate that culture has much to 
do with the higher death rates in older men. 
Women perhaps adapt themselves better than 
do men to the artificialities of modern life. 
The excess of older females presents many 
social, medical and emotional problems, as 
this review has pointed out before. 

Sandelius(9) describes female monozy- 
gotic twins, aged 99, the oldest twins of all 
time in Sweden and possibly the oldest twins 
in the world. Twins rarely live to an ad- 
vanced age, These twins closely resemble 
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each other somatically and mentally, and are 
reported to be in good mental condition. 
Lansing(6) considers that natural death 
is a new phenomenon in evolution, the price 
paid in multicellular animals for specializa- 
tion of structure and function. Still’s(14) 
work with the artificial kidney suggests that 
toxic nerve cells cause death, although dis- 
organization of the nervous-endocrine con- 
trol system can lead to death without de- 
stroying vital cells. A test battery used by 
Halstead(1) to compare 95 medical students 
with an average age of 25 and 165 high-level 
executives, aged 30 to 76, showed an average 
brain impairment index of 0.5 in the students 
and those executives with an average age 
of 50, Only 22 of the executives had an im- 


pairment higher than the highest in medical - 


students. Kety(4) found no significant rela- 
tion between loss of mental acuity and de- 
crease in cerebral circulation and oxygen 
use. 

According to a study by Ernst et al.(2) 
of 100 state hospital patients with organic 
brain syndrome, 44 needed state institutional 
care, and 19 the diagnostic facilities, after 
which they and the remainder could use 
other types of care. Emotional crises, seen 
in 85%, often coincide with the onset of 
chronic brain syndrome and lead to the pa- 
tient’s institutionalization. Several other 
state hospital studies estimate from 30% tO 
6.5% as the proportion of elderly patients 
adapted to outside care. 

Numerous reports again concern the use 
of various tranquilizing drugs in the man- 
agement of the senile patient. More com- 
fortable, better management of disturbed, 
agitated patients was the main result. Con- 
flicting claims are again made for the use ° 
oral metrazol. Meratran is reported to be2 
useful central stimulant, without autonomi® 
side-effects, with some value as an antl f 
pressant in reactive and endogenous dept 
sions, Sex hormone replacement in agi"8 
and elderly women is advocated by 2 investi- 
gators. O'Neal and co-workers(8) val 
amined 109 patients who had attempt 
suicide, 19 of them aged 61-84. All 19° 
derly patients had a definite psychiatric of 
ease, 17 a psychosis; in the go younger 
tients 23% had no diagnosable mental i 
and 23% had a psychosis. Of the 19 patie” 
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12 made serious suicidal attempts, and 2 
within a year killed themselves. The authors 
state that these elderly patients should be 
hospitalized, for prevention of suicide and 
for treatment of the underlying illness. This 
study strongly supports Batchelor’s findings, 
an independent study reported in last year’s 
review. 

Psychotherapy and analytic psychotherapy 
with elderly people are again reported to be 
successful with many such patients. 

The Bender visual motor test is reported 
by Lakin(5) to be a practical, quick means 
of assessing relative integration in the aged 
and appraising their present status and 
changes significant for prognosis. In Shapiro 
and co-workers’(10) study of 102 patients 
aged 69-92, the Bender Gestalt was con- 
sidered the only test to distinguish well be- 
tween functional and organic psychoses. The 
assumption that verbal ability in the elderly 
Tepresents the best level of previous function- 
T. 1S questionable, according to Orme. The 
E hees and Weigl test correlated 
ARTA ng 116 normal subjects aged 

In an excellent editorial Warbasse(15) 
Keis out that the aged need to know how 
i ae subject not generally discussed. It 
saa ae s duty to make the patient as 

e as possible. Elderly persons 
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should learn to think of death as a natural 
process, not as a punishment. “The wise do 
not lose the desire to sleep, nor the desire 
to die when the time comes.” 

“New Channels for the Golden Years,” 
issued by a New York State joint legislative 
committee, contains a series of articles on 
various problems of the aging. 

A symposium held in Cincinnati on “The 
Mind in Later Life” was issued as a part of 
the April 1956 Geriatrics. 


BIBLIOGRAPHY 


1. Alvarez, W. C. Geriatrics, rr: 470, 1956. 

2, Ernst, F. H., et al. California Med., 84: 172, 
1956. 

3. Jones, H. B. Kaiser Fdn. M. Bull., 4:329, 
1956. { 

4. Kety, S. S. J. Chron. Dis., 13: 478, 1956. 

5. Lakin, M. J. Am. Geriat. Soc., 4: 909, 1956. 

6. Lansing, A. I. Bull. New York Acad. Med., 
32: 5, 1956. 5 

7. McCay, C. M., et al. Ibid., 32: 91, 1956. 

8. O'Neal, P., et al. J.A.M.A. Arch, Neurol. & 
Psychiat., 75: 275, 1956. 

9. Sandelius, G. J, Gerontol, 11: 171, 1956. 

10. Shapiro, M. Bẹ et al. J. Ment. Sc., 102 : 233, 


1056. . 
11. Shurtleff, D. J. Am. Geriat. Soc., 4:654, 


1956. : 
= Sowder, W. T., and Bond, J. O. Ibid., 4: 
956, 1956. 

13. Stare, F, J. Ibid, 4:744, 1956. 

14. Still, J. W. Med. Ann. D. C, 25:199, 1956. 

15. Warbasse, J. P. Geriatrics, 11:468, 1956. 


EPILEPSY 
ELIZABETH G. FRENCH, M. D,„* Boston, Mass. 


Wi ie ; 
an in 8 recent publication of Epilepsy 


io, K aN} a tremendous step has been 
laws that bie correction of the many. archaic 
sociated Sre contributed to the stigma as- 
et ar at 7, ey laws bawe 
erstandin ind medical progress in un- 
trolling the, Spileptic phenomena and con- 
tow, of the ae. Dean Roscoe L. Bar- 

E niversity of Cincinnati School 

kus Dr. Howard Fabing have col- 
view of the s scholarly and exhaustive re- 
—__™ laws of the 48 states with re- 


` Inst : 

School; str in pediatrics, Harvard Medical 
Seizure Unit at, Physician and associate in the 
Mass, t, Children’s Medical Center, Boston, 


to marriage, drivers’ licenses, and 
pone of epileptics. Many states (33 
at the present time) have laws making = 
riage of people with epilepsy a ce k- 
ing sterilization mandatory or permissib e in 
with epilepsy, bracketing insanity, 
retardation, and epilepsy as causes 
for custodial care. Wisconsin has Dap 
initiated legislative reforms by repealing laws 
of sterilization of epileptics, of marriage qr 
hibition, of compulsory. reporting, an hg 
revising its policy on drivers agi 
vision of workmen’s com n laws re- 
mains to be enacted. The report is well in- 
dexed so that each state’s position in saree 
to the various laws may be quickly found. 
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Included is a blueprint for modernization 
of legislation which discriminates against 
epileptics. 

Some progress may be claimed in drug 

therapy of seizures. Acetazolamide (Dia- 
mox) has continued to receive much notice, 
not only because of its effect on seizures, but 
also as a means for further investigation of 
the role of acidosis and of carbonic anhydrase 
in the metabolism of normal and abnormal 
brain tissue. Lombroso et al.(2) report that 
of 126 epileptic patients followed for 3 
months to 3 years, 54% had significant sei- 
zure reduction with 379 achieving practical 
seizure control. Millichap(3) puts in a plea 
for the double blind technique in evalu- 
ating new anticonvulsants. He(4) confirms 
Lombroso’s impression that major and gen- 
eralized myoclonic seizures of organic origin 
and refractory to conventional antiepileptics 
may be controlled when acetazolamide (Dia- 
mox) is given with anticonvulsant drugs 
such as diphenylhydantoin and Primidone. 
Thus acetazolamide, although traditionally 
effective in patients with electroencephalo- 
graphic findings of 3 per second spike wave 
discharges which increase with hyperventila- 
tion, may also be effective in other seizure 
patterns. Millichap reports that the antielec- 
troshock activity of Diamox is maintained in 
nephrectomized mice and suggests its effect 
is probably directly related to inhibition of 
carbonic anhydrase in the brain. Though 
Diamox has been extensively prescribed for 
the past 5 years, we are now made aware of 
serious side-effects by reports of a case of 
pancytopenia(5), of thrombycytopenic pur- 
pura(6), and of renal lesions(7) histologi- 
cally identical to those produced by the sul- 
fonamides. We are reminded that closer 
clinical supervision of the patient on ace- 
tazolamide is indicated. 

Parenteral diphenylhydantoin sodium (Di- 
lantin) (8) has recently become commercially 
available. Although it has a pH of 12, it can 
be injected intramuscularly or intravenously. 
The single dosages used have rarely ex- 
ceeded 500 mg. As diphenylhydantoin does 
not suppress respiration or impair conscious- 
ness, it is ideal for postoperative convulsions 

and for status epilepticus, particularly if de- 
pressant drugs such as barbiturates and 
opiates have already been given. 
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Primidone (Mysoline) continues to prove 
its clinical effectiveness. Livingston(g) 
found it effective only for major convulsions 
in a series of 486 patients with various types 
of seizures, 

A new succinimide, N-methyla,a-methyl- 
phenylsuccinimide (Celontin) (10) soon to 
become available, is proving of some value in 
psychomotor seizures which are notoriously 
resistant to therapy, and in resistant petit 
mal. 

The antiepileptic status of meproba- 
mate(11) (Miltown or Equanil) requires 
further clarification. Perlstein reports it of 
greatest benefit in idiopathic petit mal al- 
though less effective than trimethadione. He 
states that it occasionally aggravates idio- 
pathic grand mal. Livingston has found it 
of value in akinetic and massive myoclonic 
seizures and of no use in grand mal. Gibbs 
found it of no use in grand mal or in petit 
mal but effective in some cases of psychomo- 
tor seizures. Adverse reactions(12) after 
the administration of meprobamate include 
cutaneous, muscular, gastrointestinal and 
paradoxical cerebral effects. Many epilep- 
tologists have experienced no benefit in their 
limited use of meprobamate but the final 
score is yet to be tallied. : 

The hyperkinetic syndrome in epileptic 
children has been estimated by Ounsted(13) 
to occur in 8% of all cases. Pathological 
excess of energy is often found in young 
children with mental defect and brain injury 
and seems to be particularly common when 
epilepsy is also present. He observed 7° 
children who were unselected other than 
being overactive with convulsive disorders. 
1.Q.’s ranged from high normal to idiocy. 
All exhibited distractibility, short attention 
span, wide scatter on formal intelligence test- 
ing, fluctuation of mood with euphoria as 
the abiding background, diminution or a°- 
sence of spontaneously affectionate behavior, 
lack of shyness and lack of fear. These ab- 
normalities, in addition to intense oveTac” 
tivity sustained for months or years, made 
these children intolerable in schools of ordi- 
nary hospitals and created for their parents 
and siblings emotional and practical prob- 
lems of a serious and intractible natur® 
Mysoline was the most useful anticonvulsant 
Amphetamine brought improved behavior 
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one-quarter of the cases with depressive re- 
action in two-thirds. Studies are currently 
in progress evaluating the effectiveness of 
the tranquilizers, particularly reserpine 
(Serpasil) and chlorpromazine (Thorazine) 
in hyperkinetic children with and without 
seizures(14). Preliminary evaluation shows 
that significant benefit to behavior is pro- 
vided by massive doses of the tranquilizer, 
that seizures do not appear altered, and that 
side-effects are not a major deterrent. 

That convulsions of late onset may often 
be of undetermined etiology has been shown 
by Livingston(15) in an analysis of 689 pa- 
tients whose attacks began after 20 years of 
age, Ina 5- to 10-year follow-up, 78% of 
this large group are classified as idiopathic, 
cause unknown. This is admittedly a 
weighted group as all had been initially care- 
fully screened before referral to the epilepsy 
clinic, It is emphasized that every patient 
suffering with a convulsive disorder should 
be examined exhaustively to rule out serious 
Organic lesions such as brain tumor. 

Mel stimulation as an activating pro- 
ee ina studied electroencephalographi- 
Bitty avidson et al.(16) on 615 persons. 
uae individuals of 16 families were 
Sey oc urther because of stimulus sensi- 
jority ana in 39 of them, In the ma- 
sitivity i ividuals who exhibited light sen- 
an epile T was a history consistent with 
; id ic disturbance or a family history 
viduals at paia of the affected indi- 
of a focal = ratis was there evidence 
tem, Photie st i he central nervous sys- 
termine a eae ation may be used to de- 
in an asters sposition to clinical seizures 

Surgi E omatic individual, 

focal feaengs to therapy of seizures 
fiel (17) te S in its ascendency, Pen- 
for 1 tp 7 i ports on 234 patients followed 
formed Stabe Cortical excisions were per- 
adequatel 19 patients of whom 203 were 
a “ly followed. Treatment was stated 
~ Successful in geo PET A pees: 
either no a “no these patients having 

control w s or one seizure per year. 
as established in an additional 
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20% who had up to 6 seizures per year. 
Failures were encountered in 35%. Thus 
three-quarters of the patients received defi- 
nite benefit. Some patients did experience 
visual field defects and aphasia subsequent to 
surgery. In France(18) of 110 patients with 
temporal epilepsy operated on during an 
8-year period more than three-fourths were 
benefited and about one-half significantly im- 
proved. In a series of 34 patients with focal 
epilepsy operated at Zurich(19), 12 were 
seizure free after more than one year, 8 were 
improved, and 14 were therapeutic failures. 
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MENTAL HEALTH IN EDUCATION 
W. CARSON RYAN, Px.D., Cuarer Hiu, N. C. 


School mental health has had an important 
place in the studies of the Joint Congres- 
sional Commission on Mental Illness and 
Health since the Commission began its work 
early in 1956. The Commission, under the 
general direction of Dr. Jack R. Ewalt, Com- 
missioner of Mental Health for Massachu- 
setts, and with help from consultants in psy- 
chology, psychiatry, and education, has 
undertaken to answer 3 major questions in 
this field: (1) What past or existing pro- 
grams or practices of the schools have been 
designed to promote the mental health of 
children and youth? (2) What objective 
studies, or research, have been, or are being, 
conducted to evaluate these programs? 
(3) In the absence of formal evaluation, what 
is the best judgment of the administrators 
as to the effects the programs have on the 
mental health of children or youth? 

Plans called for a bibliography of the liter- 
ature relevant to the field of mental health 
and education ; a descriptive listing of major 
programs of action and research now under 
way or shortly to be undertaken; a roster 
of organizations active in the field, and a 
roster of individuals active in the field, 
whether as educators, administrators, or re- 
searchers, 

A survey of the research in mental health 
and education has already been carried out 
under the direction of Professor Carson Mc- 
Guire, of the University of Texas, and the 
results published(1). Topics covered in the 
survey include: The emerging concept of 
mental health in education ; factors influenc- 
ing individual mental health; school com- 
munity programs ; school personnel and men- 
tal health ; school and college health services, 

The school’s function in mental health re- 
ceived considerable attention from an im- 

portant book published this year—Dr, 
George Stevenson’s Mental Health Planning 
for Action(2z). Dr. Stevenson, one of the 
pioneers in the modern mental health field, 
reports that although “health” has been at 
the top of all lists of educational objectives 
for the past 40 years, it has not yet received 
the attention it deserves, and that “mental 
health” suffers more than any other part of 


school health work. As do most authorities, 
Dr. Stevenson stresses particularly the neces- 
sity for a wholesome school atmosphere and 
good mental health on the part of the teacher. 

Tn a recent book describing a series of ex- 
perimental mental hygiene approaches in the 
elementary grades, Moustakas reports that 
many of the teachers realize that “the child’s 
entire self comes to school, and is involved in 
every experience.” “Of the greatest value,” 
Dr. Moustakas says, “is to provide an out 
let for expressing hostile feelings, since many 
of the children are aggressive and un | 
settled” (3). 4 

Preliminary accounts are begining to ap- 
pear of a promising experiment under way 
in the children’s branch of the National In- 
stitute of Mental Health, U. S. Public Health 
Service, at Bethesda, Maryland, where Dr. 
Fritz Redl and his staff have been working 
since November 1953 with “hyper-active 
boys of 9 to 13 years ‘of age who show “be 
havior disorders of a kind both troublesome 
to society and destructive to people and prop- — 
erty.” The basic research in this project 
covers 3 areas: the “acting-out” of the child 
in a total living situation ; the child in indi- 
vidual therapy; and his learning difficulties 
as they exhibit themselves in school(4)- 

The year 1956 was an exceptional one in 
the number and quality of publications of 
mental health and education. Among these 
were the 2-volume report of the Internationa. 
Seminar of the World Federation of Men 
Health at Chichester, England(5) ; Henry 
C. Lindgren’s text on educational psy 
chology, in which the author answers some 
criticisms often heard with the statement 
that “as far as the emotional health of chil- 
dren is concerned, the positive contri 
tions of the school outweigh the negative 
ones” (6) ; Lippman’s detailed and readable 
account of the methods of therapy used z 
the Ambrose H. Wilder Child Guidance 
Clinic, St. Paul, Minnesota(7); the rich 
volume Personality in Young Childrem ™ 
which Lois Barclay Murphy and her 488?” 
Clates seek to answer the questions of Lot 
fessional workers with children as to “formt 
lation of applicable methods for the 
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ment of personality in the young child” (8). 
There is also the useful analysis of recent 
book and periodical materials on mental 
health, prepared by Dr. Robert H. Felix, of 
the National Institutes of Health, U. S. Pub- 
lic Health Service (9). 
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INDUSTRIAL PSYCHIATRY 


RALPH T. COLLINS, 


Introduction—In a recent issue of Busi- 
pi Week (1) an article titled “Industry Is 
the Psychiatrist’s New Patient” mentioned 
among other things that: 

a z eee problems caused by job ten- 
a oats become so important that tradi- 

(2) 5 90s can no longer be tolerated. 
Hia “it natural for management to shy 

eh oe getting behind the emotional 
wk, ‘se most people maintain in their 
ate easier to blame deficiencies or 
a of the workers on the quirks 
job, bagi or to reasons outside the 
a an as had a “tremendous blind 
atry hae latric research, Since psychi- 

rA Aa begun to learn to apply its 
accept al everyday living, it also must 

Ration od lack of research in this area. 
He Sl anagement has largely absolved 
tistics t of any blame for what sta- 
mental EA a major problem of society— 

(3) Th 
toattack 
Environ; 

Tt of 
One can; 


opm ~~ come, psychiatrists say, 

Ng D em by considering the total 

: “al nh ace out that a major 

Spal ite is spent in business, and 

(4) Whar oi that part of his life. 

with indu Aa e psychiatrists want to do, 
F Stry s blessing, is to set up a cam- 


o Preventiv i 
e ri 
Scale progra ere psychiatry and a broad- 


culiar to > search into problen - 
adea problems pe 
Eeee. 

Ppreciation i 
Com ittee n is due the other members of the 


. Or : 
merican and industrial Psychiatry, A.P.A., and 
reign correspondents. 


M. D.,! Rocuester, N. Y. 


Clinical Methods—Collins(2) states that 
any leader has to be well trained in 4 areas: 
how to manage things, situations, people, and 
most important, himself. In an article in 
Nation’s Business Felix(3) discusses how a 
business man can remain emotionally healthy. 

Regarding rehabilitation, the Altro Work 
Shops in the Bronx(4) is a garment factory 
which employs patients with arrested tuber- 
culosis, cardiovascular disease, and psychi- 
atric patients from Hillside Hospital. A 
team of a physician, nurse, and social worker 
plan the rehabilitation program for the pa- 
tients who graduate later to either their 
former employment, an occupation in the 
garment trades, or further training in some 


other occupation. 1 ; 
A personal communication from Dr. Rich- 
ard Proctor, Winston-Salem, N. C., tells of 


a preliminary research project at the Hanes 
Hona Mills. Dr. D. J. Moffie, industrial 
psychologist, checked the production records 
of 50 individuals seen by Dr. Proctor before 
and after psychiatric interviews. The results 
showed that following psychiatric therapy 
there was a 6% increase in quantity of pro- 
duction and a 20% increase 1m quality of 
production. Collins(5) discusses “ Optimum 
Time Off from Work for Neurologic and 
Psychiatric Disabilities.” Prognosticating 
the time for re-employability in the psychi- 
atric field is difficult because of the variables 
inherent in each individual's personality, life 
experiences and motivations. In the neuro- 
logic field time for re-employability can be es- 
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timated more accurately because of known 
recovery periods for many conditions. The 
attitude of companies and unions toward re- 
employment of employees with neurologic 
and psychiatric disabilities has a distinct bear- 
ing on their rehabilitation. Dr. Robert Turf- 
boer(6), of Aruba, N.W.L., reports success 
with his 1-year-old industrial A.A. group. 
A statistical survey of the first 200 emotion- 
ally disturbed workers seen in their indus- 
trial mental hygiene program is in progress. 

In foreign literature much is being pub- 
lished in the field of industrial psychiatry, 
pertaining especially to rehabilitation of the 
psychotic employee for employment(7, 8, 9, 
10, II). 

Preventive Methods—In Boston the 
Union Health Center and Educational De- 
partment (ILGWU), in conjunction with 
the Massachusetts Association of Mental 
Health, inaugurated a mental health program 
for union members(12). Sterner(13) has 

stressed the important role that can be played 
in improving mental health in the plant popu- 
lation “by aiding and treating supervisors 
with respect to the basic elements in human 
relations.” Klemes and Kallejian(14) dis- 
cuss the utilization of group psychotherapeu- 
tic techniques in human relations training 
programs for supervisors and executives, 

The contributions of the industrial nurse 
to human relations and mental health in in- 
dustry are being given increasing atten- 
tion(15, 16, 17). The Institute of Industrial 
Relations and University Extension at 
U.C.L.A. continue to utilize psychiatrists in 
a wide variety of human relations training 
programs. 

A survey-questionnaire designed to detect 
the attitudes and policies of industry 
throughout the state with regard to psychi- 
atric and psychologic problems of employees 
was reported by the Minnesota Association 
of Mental Health and the Minnesota Acad- 

emy of Occupational Medicine and Sur- 
gery(18). They found a high level of in- 
terest in these problems. The majority of 
respondents felt that mental health problems 
should be regarded in the same category as 
other health problems, but that, generally, 
company policy “is not apace with the de- 
gree of interest and awareness of its per- 
sonnel and medical staff.” 
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At the Menninger Foundation seminars 
have been conducted for executives and for 
industrial physicians(19, 20). The impor- 
tance to industry of psychiatric knowledge as 
a means of helping to understand people is 
pointed out in a paper by Menninger (21). 

Research —The Menninger Foundation is 
continuing its interest in industrial psychiatric 
research through an interdisciplinarian team. 
This team is available for investigating prob- 
lems within industries with a view not only 
toward practical solutions but also toward 
the augmentation of knowledge on the ap- 
plication of psychiatry to industry(20, 21). 
Gaskill and Conger reported on “Personal 
and Interpersonal Factors in Accidents” at 
the A.P.A. meeting in May 1956(22). 

One study has highlighted the interde- 
pendence of in-plant and out-of-plant prob- 
lems in emotional disorders apparently re- 
lated to occupational stress(23). Among 9! 
cases, 84 were found to have arisen largely 
from difficulties not related to work. Among 
49 of them, the symptoms arose first around 
disagreements with the immediate super- 
visor. In only 7 cases did the difficulties ap- 
pear to be related almost entirely to a change 
in the work situation. 

The group psychotherapy approach has 
been used to shed light on the dynamics of 
industrial groups(24). According to ma- 
terial from industrial workers in psycho- 
therapy groups, the industrial situation im- 
poses a replica of early family life. The 
company represents mother as an object for 
dependent needs ; executives and supervisors 
become father figures, other workers até 
siblings, and the union competes for the ma- 
ternal or paternal role. 

The American Telephone and Telegraph 
Company has set up a social science researc 
unit in its Bell Telephone Laboratories whic 
is a significant step forward in giving soc 
sciences the same importance as the phys! 
science. This should yield basic science 4a! 
of importance to industrial psychiatry. 

Van Alphen De Veer(25) of the Nether 
lands has studied the lives of 30 worker 
half of whom are failures and half of who? 
enjoy successful careers, Van Alphen ~- 
Veer makes conclusions concerning the ©? 
dition in industry, the predisposition of t A 
individual, the differences between succ 
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‘and failure under similar conditions, and the 
i tion of adjustment disorders. The im- 
portance of an adequate selection system and 
ofa careful promotion policy is emphasized. 
The Tavistock Institute of Human Rela- 
tions in London has investigated a wide 
range of phenomena, from accidents and ab- 
senee to some contrasting socio-technical 
production systems(26). In most production 
‘systems the sociological components of work 
Organization have been given insufficient at- 
tention ; sociological reorganization brings 
about increased production. 
The Social Psychiatry Research Unit of 
the Institute of Psychiatry at Maudsley Hos- 
‘pital, London, has been productive of reports 
Such as: “Some Effects of Incentives on the 
- Er ance of Imbeciles on a Repetitive 
E (27); “Changes in Motor Response 
“With Increase and Decrease in Task Diffi- 
ae" Normal Industrial and Psychiatric 

‘ t Subjects” (28) ; “The Objective As- 


sessment of Personalit 
‘ a y Among Factory 
Workers” (29) ; “Personality and Occupa- 


} ; Adjustment: A  Cross-Validation 
Study” (30) ; “Four Studies of the Relation 
i a Psychological and Occupational 
a ay ad Industrial Workers” (31) ; 
OM € Effects of Real-Life Motivation on 
as naire Response” (32). 

As Stockholm at the Karolinska Clinic a 

N i progress to assess the work toler- 
a eal who are convalescing from 

Baio emotional disorders(33). 

4 s and M ental Health—Labor’s in- 
ra a oetrial psychiatry is the direct 
Gh E the union sponsored medical 
Services, St oe provide psychiatric 
o PEE -abor Health Institute of 
ing a i in its welfare fund is provid- 
lie i, E ional and rehabilitation camp 

Blesi 3E Ce aad pal families with 
A : hygiene in its program. 
Phila peed 100,000 union members in 
attic care hae become eligible for psychi- 

AFL e wt medical care programs 

Foundat U, and the Sydney Hill- 
loping ; lon, A similar program is de- 

à § in Chicago. 

M ea, oni Committees:—Dr. Alan 
iatri ompleted his Industrial Psy- 
Shool faellowship at the New York State 
i ndustrial and Labor Relations, 


Cornell University, and is employed as a 
psychiatrist on the medical staffs of several 
metropolitan New York companies. Dr, 
Sanford Rogg, psychiatrist, has joined the 
medical department of the DuPont Company 
in Wilmington, Delaware. Dr. Graham 
Taylor was appointed chairman, Committee 
on Industrial Psychiatry, G.A.P. Dr. Ralph 
Collins was appointed a member of The 
President’s Committee for Employment of 
the Physically Handicapped, representing 
the A.P.A. Many state and county commit- 
tees on mental health in industry were formed 
during the year, attesting to the increased 
importance being placed in this area of total 
health. : 
Meetings.—A dramatic presentation, 
“Your Patient and His Job,” was presented 
by the Committee on Industrial Psychiatry, 
A.P.A., at the annual A.P.A. convention in 
May 1956. A second conference on Indus- 
trial Mental Health was held at Cornell Uni- 
versity in May 1956 under the auspices of 
the N. Y. State School of Industrial and 
Labor Relations. Thirty executives, indus- 
trial physicians and psychiatrists partici- 
pated, At the second annual conference for 
exectitives and medical directors at Lake 
Logan, N. C., there were two industrial psy- 
chiatrists and an industrial psychologist 
present. Industrial psychiatrists are being 
invited to speak and participate in an ever- 
increasing number of programs sponsored 
by industrial health groups, personnel asso- 
ciations, mental health societies, chambers of 


commerce and many other ancillary groups. 
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PSYCHIATRIC NURSING 
MARY E. CORCORAN, R.N., Brooxtyn, N. Y. 


Interest in psychiatric nursing appears to 
have made progress under the impetus pro- 
vided by national, state, and local nursing 
organizations during the year. 

At a meeting held March 9, 1956, at the 
headquarters of the National League for 
Nursing, New York City, the steering com- 
mittee for the Council on Psychiatric and 
Mental Health Nursing met and organized 
activities(1). The committee consists of 
chairman, Lavonne Frey, R.N.; vice-chair- 
man, Ruth Simonson; secretary, John Gor- 

ton; and Elias J. Marsh, M.D., Loretta 
Anderson, Edith Morgan, and Letitia Roe 
(2). 

The Newsletter, published quarterly by 
the National League for Nursing, will be 
the official publication for the Council (3). 

Among the topics suggested by state and 
local councils for consideration were “Cur- 
riculum Suggestions for a Preservice Psy- 
chiatric Aide Program” and the organization 
and development of state and local councils 
on Psychiatric and Mental Health Nursing 
4). 
: The effectiveness of their efforts in the 
latter may be estimated by reports received 


from 34 state and local councils throughout 
the country. Each issue of the Newsletter 
contains abstracts from these reports Te 
ceived from the states((5). Some states 
made brief reports of organization and se- 
lection of council committee members. Panel 
discussions conducted at 1-day meetings, 
work shop conferences, and some 2-day 1- 
stitutes were reported by others. 

The subjects considered included the role 
of the psychiatric aide in patient care, SUS” 
gestions for aide education, clinical practice 
and participation in council activities. Psy: 
chiatric aides were included in a number of 
the programs, 

Responsibility for survey, evaluation and 
approval of psychiatric nursing education 
and clinical practice provided by state a" 
other mental hospitals was undertaken Dy 
the Nursing Committee of The America” 
Psychiatrie Association until this year (6 A 

In 1956, the duties involved were absorbe 
by the National Nursing Accrediting Serv- 
ice, available through the National Leagi 
for Nursing. Eleanor Frany, R. N. assist? 
director, Mental Health and Psychiatrie 
Nursing, participated in the survey 3” 


evaluation of basic nursing educational pro- 
grams. As a member of the accrediting 
"study group, she visited state and other men- 


im offering clinical experience for 


‘nurses by affiliation from the general 
hospital nursing schools heing reviewed for 


on. 

John Gorton, R. N.(7), assistant director, 
Mental Health and Psychiatric Nursing Ad- 
visory Service, surveyed mental hospitals in 
4 states for the purpose of observing and 
evaluating standards of patient care. Kath- 
Teen Black, R.N.(7), director of the Men- 
tal Health and Psychiatric Nursing Advisory 
Service for the National League for Nurs- 
í programs in psychiatric nurs- 
ing offered by schools of nursing connected 
with universities, Consultation with nurse 
educators and others was also provided by 
Aem and they participated generously in 
programs in all sections of the country dur- 
ing the year, 


ken Black 


n to these nursing duties, Kath- 
1S a member of the executive 

tal nes of the Joint Commission on Men- 
_ 2 mess and Health(8). The Commission, 
. shed to formulate comprehensive plans 


and program 


grams for the improvement of diag- 
= 


ge care and rehabilitation of 
health, Mentally ill and to promote mental 
; ip ton from national 
sere other organizations i 1 
in ganizations interested 
that tig eat (9) Nurses are gratified 
Con lack represents them on the 
ati ool magazines and other publi- 
cele devoting extensive space to the 
being a rilizing” drugs which are 
chote +) used in the treatment of psy- 
and via The subject is of interest 
N ministers a nurses because they have ad- 
and have hela to so many patients 
some of Part in the preparation of 
Ne of the articles, ie 


to progress this Teview has been limited 
VER it is ep OCCUPAtional therapy. This 
extended to include rehabilitation. 
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REHABILITATION AND OCCUPATIONAL TH 
FRANKLIN S. DUBOIS, M. D, New CANAAN, Conn. 


Among many excellent articles that apply 
especially to those caring for patients are: 
(1) The New Tranquilizing Drugs: I. Neu- 
ropsychiatric Aspects, by W. Theodore 
Liberson, II. Nursing Aspects, by Clinton 
C. Sherman(10) ; (2) Chloropromazine, by 
Maurice Nance(11) ; and (3) Mental Hy- 
giene and the Tranquilizing Drugs, by 
Henry Brill, M. D., and Lillian Salsman, 
R. N.(12). 

Articles dealing with nurse education and 
the preparation of aides for their respective 
duties continue to occupy a prominent place 
in nursing literature. One of the most ur- 
gent problems confronting administrators 
and nurse educators is how to use most ef- 
fectively the comparatively few nurses, well 
qualified by experience and education, now 
employed in psychiatric nursing. Mary Red- 
mond presents the question “Is In-service 
Education the Answer?”(13). This article 
has a direct bearing on the subject and she 
presents a comprehensive and realistic analy- 
sis, She stresses the need for superior quality 
of education and the preparation of those 
undertaking psychiatric nursing as a meas- 
ure of compensation for the deficiency in 
numbers. 
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e States, in each issue of News- 
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However, the relevant literature is ones 
nous and only the more important ee z 
vances can be noted. But first, rehabilitation 
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must be defined, and the role of psychiatry 
in rehabilitation indicated ; otherwise, in sur- 
veying the field, everything in the practice 
of medicine that contributes a patient’s re- 
turn to good health must be considered— 
manifestly an impossible task. 
The Baruch Committee(1) states: 


Rehabilitation includes the employment of physical 
medicine, psychosocial adjustment and vocational 
retraining in an attempt to achieve the maximal 
function and adjustment of the individual and to 
prepare him physically, mentally, socially and vo- 
cationally for the fullest possible life compatible 
with his abilities and disabilites, 


Psychiatry has a twofold responsibility in 
helping to achieve this goal: to lead in the 
restoration of the psychiatrically ill and to 
assist in the resolution of the emotional prob- 
lems of the physically ill, The present re- 
view is confined to an examination of the 
more important ways in which psychiatry 
has lately improved its methods of meeting 
these obligations. While most of the com- 
ments are on publications and events of the 
past year, some earlier pertinent items are 
included. 

No books published in 1956 that deal di- 
rectly with psychiatry and rehabilitation have 
come to this reviewer’s attention, but per- 
sons interested in a basic understanding of 
the subject should read certain of the funda- 
mental texts. Of special significance are the 
works of Davis(2), Rennie(3), Grayson(4) 
and Lemkau(5). These authors stress the 
importance of psychologic methods in the 
treatment of both the psychiatrically and the 
physically ill and outline the principles and 
techniques of rehabilitation and vocational 
placement in the community, Also worthy 
of note is Selected Readings in Rehabilita- 
tion(6) which considers not only the nature 
and premises of rehabilitation but also its 
relation to public assistance and the medical, 
social, educational, psychologic, economic 

and vocational implications of disability and 
rehabilitation. 

During the past year the periodicals have 
contained an unusually large number of 
papers dealing with rehabilitation. That 
government agencies are alert to the im- 
portance of restoring human beings is evi- 
denced by an address on the prevention of 
chronic illness by General Leonard A, 
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Scheele, former Director of the U. S. Pub- 
lic Health Service(7), and an article by 
Dr. Mary E. Switzer, Director of the U. S. 
Office of Vocational Rehabilitation(8), on 
the growth of the idea of rehabilitation and 
the parts played by public and private agen- 
cies as well as the government’s roleṣin the 
movement. Likewise, the American Medi-— 
cal Association is showing an active interest, 
in the problem. An editorial in its Jour- 
nal(g) emphasizes the need for expanding 
rehabilitation facilities and its Board of 
Trustees has recently authorized the estab- 
lishment of a Committee on Rehabilita- 
tion(10). 

Two important studies deal with Public 
Law 113 which, when passed in 1943, pro- 
vided, among other things, that the services 
of the Office of Vocational Rehabilitation be 
extended to include the emotionally ill. Un- 
terberger and Olshansky(11) review the 
successes and failures of this law in relation 
to the hospitalized mental patient and indi- 
cate the indispensible components of a suc 
cessful program, while Whitten(12) points 
out that many states have taken advantage 
of the 1934 amendments to the Vocational 
Rehabilitation Act and have expanded their 
activities. In fact, it is estimated that ap- 
proximately 24 rehabilitation centers were 
scheduled for approval by mid-1956 under 
the Hill-Burton Amendments(13). Those 
physicians interested in helping their states 
obtain vocational rehabilitation funds woul 
profit from a study of the methods used it 
Minnesota(14). Likewise, those interested . 
in establishing a rehabilitation unit should 
read the excellent symposium that considers i 
training programs and business practices of 
rehabilitation centers(15). y 

Beigler(16), Robinson(17), Keeler ( 18) 
and Linden(19) discuss the actual operation 
of rehabilitation programs in the community | 
and Meiselin(z0), Dubin(21), Boyle(22) 
and a symposium(23) emphasize the a 
portance of the sheltered workshop ™ 4 
rehabilitation of either the emotionally or the 
physically ill. 

Significantly, an entire issue of the J our! 
of Rehabilitation is devoted to mental illnes 
and health(24). 7 

Motivation of the mentally ill, especially 
the chronic patient, is assuming an mC 
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ingly important place in the thinking of 
psychiatrists. The Round Table on the topic, 
sponsored by the Committee on Rehabilita- 
tion of The American Psychiatric Associa- 
tion, held at the annual meeting of the Asso- 
ciation in 1956(25), not only was enthusi- 
astically received, but was so provocative and 
rewarding that the Committee plans a simi- 
lar session for the meeting in 1957. More- 
over, papers on the subject are beginning to 
appear frequently in the literature. Among 
others, Joseph(26), Lind(27), Howard (28), 
Bellak(29), Brown(30), and the Commis- 
sion on Chronic IlIness(31) stress its sig- 
nificance. “Member-employee rehabilitation 
programs” (plans that permit chronic non- 
disturbed psychotic patients to he discharged 
as patients and employed as workers for 
py) are becoming popular and success- 
til (32, 33, 34, 35). Carstairs, Clark and 
O'Connor (36) report a somewhat similar 
ae for the occupational treatment of 
: Tonically ill psychotic persons in Great 
Mitain, Holland, Belgium and France. 
ni conclude that productive work and 
i pny life do much to expedite recovery 
SN peoully disturbed while idleness 
can i ation prolong illness. Dasco and 
ene 37) indicate the importance of segre- 
i custodial patients in institutions other 
eat oa if rehabilitation is to be suc- 
that. EA hen (38) and others(39) believe 
and Gers tonal planning and Gustad (40) 
ate that intelligent counseling 
pte pet factors in recovery. Piper(42) 
iiss > value of tutoring in the rehabili- 
os el delinquent adolescents. 
and comple usk (43 ) discuss the interesting 
of motivatio, Psychological problem of lack 
andicap Ni in certain of the physically 
i : why they reject help. 
Perio tests many recent publications in the 
actors in 1l on the Importance of emotional 
ing rs va chabilitation of persons suffer- 
Enotes rious physical illnesses. Some of 
Miah (44) Significant of these are: Ne- 
and Padden back injuries, Flint, Higgins 
TOFF(46) on 45) on deafness, Cole and Tabo- 
etes melins, Won Kenton U 
enton (ao > Varren (48) on tuberculosis, 
t 49) on cancer, McClellan(50) on 
s Chafetz, Bernstein, Sharpe 
(51) on Parkinson’s disease, 
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Gatto(52) on the “nestling” military pa- 
tient, Feigenbaum(53), Meyer(54) and 
Diamond (55) on the chronically organically 
ill, Hunt(56) on the aged and Podolsky (57) 
on children suffering with various physical 
illnesses. Of particular interest in this field 
is an initial grant of $27,800 from the Office 
of Vocational Rehabilitation, Department of 
Health Education and Welfare, to the New 
York State Psychiatric Institute for the es- 
tablishment of a mental hygiene clinic for 
deaf adolescents and adults(58). Kall- 
mann(59 describes the objectives of this 
unique and worthy project. Important also 
to note is the symposium on the contribu- 
tion of psychiatry to physical medicine pre- 
sented at the 33rd Annual Session of the 
American Congress of Physical Medicine 
and Rehabilitation (60, 61, 62, 63). 

Occupational therapy has made progress 
in 1956. Leaders of the profession have con- 
tinued to try to reduce the marked discrep- 
ancy between therapists available and thera- 
pists needed. Last August there were only 
approximately 5,000 registered therapists in 
the United States while it is said that a total 
of 12,000 is needed (64). Approximately 
500 students are being graduated each year 
from the 26 schools(65). Four additional 
schools have small or stand-by programs and 
22 others are running below capacity. It is 
believed that if greater financial assistance 
were available, twice the number of students 
could be graduated annually, thus helping to 
close the serious gap between supply and de- 
mand, Schools (66) offering courses in occu- 
pational therapy are listed in a recent number 
of the Occupational Therapy Association's 
Journal. À 

The continued assistance to occupational 
therapy from national sources 1S gratifying. 
During the first 6 months of 1956 the Ameri- 
can Occupational Therapy Association re- 
ceived 3 substantial grants(67). The 
Foundation for Infantile Paralysis made 2 
gifts, one of $23,850 for a continuation of the 
Association’s recruitment program and the 
other of $10,000 for a study of basic cur- 
riculum to be instituted by the Association 
in 1957. Also, the Office ni penn, sia 
habilitation gave $10,000 to n a 
gional pote Commendable scholarship 
assistance has continued (68). 
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It is likewise gratifying to record the fact 
that occupational therapy is represented, 
along with many other professions, in the 
important work of the Joint Commission on 
Mental Health and Illness organized to im- 
plement the Mental Health Study Act of 
1955(69, 70). 

No new books on occupational therapy 
have been seen. However, the reader’s at- 
tention is directed to the chapter entitled 
“Occupational and Vocational Therapy” in 
Linn’s(71) A Handbook of Hospital Psy- 
chiatry and to O’Sullivan’s excellent con- 
temporary Textbook of Occupational Ther- 
apy, previously reviewed in this Journal(72). 

Recently the periodicals have published 
only a few papers on phases of occupa- 
tional therapy of particular interest to the 
psychiatrist. Especially engaging is May- 
sles’(73) account of the use of occupational 
therapy in mental hospitals in Russia. He 

had the unusual experience of being the first 

American to visit the 3 mental hospitals 

about which he reports. He says (p. 79) : 

The Russians, with their Marxian orientation, feel 

that wholesome social attitudes develop from use- 

ful activities and in all hospitals I visited I saw 
much use of occupational therapy—people binding 
books, making embroidery and artificial flowers, 
working in gardens, playing volley-ball, painting 
pictures (almost always in greens and of nature), 
wood working and stenciling electrically on wood. 


The importance of the occupational therapist 
as a member of the therapeutic team is em- 
phasized by Bruning and Yoshimoto(74), 
Sokolov(75), Langley(76), and Hoer- 
ner(77), while Fields(78) stresses, as have 
many previous authors, that the selection of 
the method used in treatment must be based 
on the patient’s personality and needs. Col- 
lingdon and Gardner(79), in their work in 
the arts with various types of psychiatric 
patients, conclude that when a patient is 
given a creative means of expression his 
troubled sipirit heals. Reeves and John- 
ston(80) discuss the role of occupational 
therapy in an orthopsychiatric treatment 
program. 

Many psychiatrists will be interested in 
several highlights of the annual Conven- 
tion of the American Occupational Therapy 
Association(8r) : an institute on “The Pa- 
tient’s Point of View,” a panel discussion on 
“The Changing Concept of the Occupational 
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Therapist in Psychiatry,” a lecture on “Psy- 
chodynamic Aspects of Occupational Ther- 
apy,” by L. U. Wendland, and the sessions 
devoted to prescribing occupational therapy 
in neuropsychiatric(82) and psychosomatic 
problems (83). 

The new Buyer’s Guide offers an excel- 
lent Directory of Occupational Therapy 
Suppliers(84). 
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PSYCHIATRIC SOCIAL WORK 
MARGARET L. NEWCOMB, Boston, Mass. 


The Peps. - 

the Nap chiatric Social Work Section of 
during is Association of Social Workers, 
iscarryin ha year as a single organization, 
of its g forward the professional program 
of a ite, the American Association 
Associati ric Social Workers. The National 

on of Social Workers now repre- 


sents the integration of the 6 single prior or- 
wer meeting and workshop on the 
topic “Community Assumption of on pil 
sibility to the Mentally I” was held in 
St. Louis in May 1956 with a capacity group 
of 250 social workers participating. Dr. Ken- 
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neth E. Appel gave the keynote address in 
which he stressed that the unit of mental ill- 
ness can be regarded as the family and com- 
munity around the individual mentally ill pa- 
tient. Viewing the practice of medicine as a 
social science, he urged closer alliance of 
community and treatment center both in phi- 
losophy and in programming for mental 
health. The workshops focused on coopera- 
tive follow-up of discharged patients by hos- 
pitals and clinics, departments of public wel- 
fare, community social agencies and depart- 
ments of public health. It was the consensus 
of the meeting that there is a vital need for 
communications between the psychiatric so- 
cial worker and the community social worker, 
This would assure better interpretation of the 
problems and the behavior of the patient and 
thus assist the community to accept its re- 
sponsibility in the area of mental illness. The 
need for social workers to use more cre- 
atively the known resources and to seek im- 
aginatively to develop new ones was also 
stressed. 

The publication “Teaching in Psychiatric 
Social Work” records the proceedings of the 
institute for faculty members teaching psychi- 
atric social work, sponsored by the Ameri- 
can Association of Psychiatric Social Work- 
ers, in May of 1955. This institute, financed 
by a grant from the National Institute of 
Mental Health, provided, under the leader- 
ship of Professor Gordon Hamilton of Co- 
lumbia University, the first means for these 
educators to participate with one another in 
clarifying and expanding teaching principles 
and concepts. Fifty participants, including 
representatives from 40 schools of social 
work, reviewed and evaluated the specific ap- 
plicability of the dynamic principles of learn- 
ing, the case method of teaching and the 
interaction of class and field in professional 
learning to the teaching of psychiatric social 
work, We believe that the continuing inter- 

est shown in the content of these proceedings 

by faculty members and field instructors may 

influence the teaching both in the schools and 
in the field, 

A second institute, also to be financed by 

a grant from the National Institute of Mental 

Health will be held this spring under the 
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leadership of Professor Charlotte Towle, of 
the University of Chicago. This institute is 
being projected for the development of teach- 
ing method. These workshops will provide 
a means of testing experiments and ways of 
translating practice skills into teaching 
ability. In addition, at this point in the de- 
velopment of social work education, psychi- 
atric social work teachers are aware of their 
responsibility for conveying and translating 
generic and specific social work content. The 
rapid advances in knowledge and theory in 
the fields of medicine, psychiatry and social 
services place additional demands on the 
psychiatric social work teacher to communi- 
cate rationale and develop effective meth- 
odology. 

In the last 10 years, as the medical cur- 
riculums have been revised, there has been 
greatly increased demand for psychiatric so- 
cial workers to teach medical students. As 
a result, psychiatric social workers have been 
examining and defining their function in this 
role. A monograph, “The Psychiatric ‘So 
cial Worker Teaches Medical Students,” in- 
cluding material from teaching social work- 
ers and psychiatrists, is being published. a 

The serious scarcity of trained psychiatric 
social workers has long been recognized. To- 
day, the need has been sharply focused by 
the increasing number of mentally ill patients 
who are able to be discharged into the com- 
munity. Many planned efforts have been 
made to recruit more workers into the field, 
while simultaneously working to develop 
better salary scales and employment prac- 
tices. A beginning grant to aid in this T 
cruitment has been given by the pharmacet- 
tical house of Smith, Kline and French to n 
Psychiatric Social Work Section. Althoug 
this fund will be used in an increased an 
concerted effort to bring new workers inte 
the field of psychiatric social work, it is rec°8- 
nized that some will decide to work in com” 
munity agencies, and thus will benefit recruit 
ment for the total field of social work. In ovr 
concept of patient care, there is a mutuality 
of responsibility between the community 4n° 
the treatment center for the care of the me? 
tally ill patient. 
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FAMILY CARE AND OUTPATIENT PSYCHIATRY 
WALTER E. BARTON, M.D.,1 Boston, Mass. 


FAMILY CARE 


“Family Care is a program providing paid 
foster care in a home other than the pa- 
tient’s own while the patient is either on the 
Inpatient or extramural care rolls of an in- 
stitution.” Not included in family care are 
those other patients out of the hospital on 
trial placement in homes of relatives or on 
work placement in homes of the employers. 
According to Thomas(1) about 33% of the 
institutions and 29% of the states have 
family care programs. However, if this is 
true, we are unable to obtain by means of 
resources used in this paper valid statistics 
of the extent to which family care is em- 
ployed. Table 1 shows that there has been 
ag and unspectacular increase in the 
se of Patients placed in family care. 
> years this number has nearly doubled. 
Be, esol) relates, provides 
aaa ja two types of patients: 
Gr he ilize older patients who re- 
d to pous supervision but are well 
~$" o enjoy family life; (2) younger 


! Superir 
Mass. atendent, Boston State Hospital, Boston, 


TABLE 1 


Parte 
NTS 
IN FAMILY CARE IN THE Untrep STATES 
AS OF JUNE 30, 1956 


and more active patients who need an inter- 
mediate step between hospital and the com- 
munity to test reality before returning to 
full community living. 

The State of Florida(3) plans to expand 
greatly its family care program during the 
coming year and has assigned 4 social work- 
ers to the project. California(4) has 22 
social workers devoting full time to family 
care. Each worker achieved an average of 
47 new placements last year. There was an 
increase of 50% in the number of patients 
released from the program. It was possible 
also to involve the doctors more fully than 
previously; and patient groups in the hos- 
pital were encouraged to discuss family care. 
More communication was developed between 
family care field workers and the hospital 
staff thus furthering program integration as 
well as greater participation of patients in 
the family life of the caretaker, resulting in 
increased opportunities for employment ; im- 
proved recreational opportunities, and prob- 
lem-solving training groups for family care- 
takers, One very interesting case illustrates 
how family care may serve as a bridge be- 
tween the hospital and the community : 

a camp cook, had been 
a family care 
home where he had an opportunity 
cooking. There he gaine 


was able to leave, got a job asa 


per week with room and board. i 
in his family care home because he appreciates what 


was done for him. 

Rappaport stated “in keeping i with 
E epea to our senior aprene 
the Department of Mental Hygiene of Cali- 
fornia has increasingly provided for their 
needs through more specialized facilities Mi 
service. Among these services 1S the alt ly 
care program which was designed to previ e 
for family style living opportunities for those 
hospital patients that could benefit by this. 
California’s family care program provides 
homes for 200 aged mo ee es 

utcher(6) indicates 
ae ed the patient who has been hos- 
pitalized for a relatively long time pn has 
responded to some of the newer drug t! =) 
pies, Volunteers were recruited, who visite 
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the family care homes and encouraged pa- 
tients to write letters, play cards, or games. 
They arranged for social activities or helped 
the patients to use the community resources 
for rehabilitation more fully. Dewitt(7) in- 
dicated that each of 20 social workers in 
Maryland carries an average of 30.3 patients 
in family care. 


OUTPATIENT PSYCHIATRY 


Ackerman(1) has been attempting to de- 
termine what parts of psychoanalytic theory 
are useful as stepping-stones for the acqui- 
sition of new knowledge about its function- 
ing in a mental health clinic for the pre- 
school child and his family. He considered 
therapy with patients, therapy with the chil- 
dren, an appraisal of family life, and the 
integration of therapeutic influences. He 
states that new knowledge will come if we 
do not rely so heavily on the retrospective 
memories of childhood by adults in analysis, 
but rather rely more on direct observation 
of the child, not only through child analysis 
but also from the broader social context of 
the child’s relationships. 

An article entitled, “Management of the 
Narcotic Addict in an Outpatient Clinic,” 
by Boshes, Cewall and Koga(2), is really 
concerned with drug users rather than ad- 
dicts. The severely addicted persons were 
promptly referred to public and private hos- 
Pitals. There were no cures reported, but 
the clinic felt they were helpful to some, 

Psychotherapy, in an outpatient setting, 
performs a useful role in solving the prob- 
lems of foreign students according to Otis 
(3). The University of Illinois has 587 
students from 63 foreign nations, Their 
problems seemed to stem from the changed 
politics at home, living at a distance from 
home in another country, the pace of move- 
ment in the American university, problems 

of relationship to the American culture, and 
belief in magical thinking, 

Gundle and Craft(4) circulated a ques- 
tionnaire to 1,141 colleges and universities 
in the country (about two-thirds of the total 
number in the United States) ; 64% of them 

did not reply ; 86% of the schools contacted 
had no mental health resources within the 
university health service; 14% (99) schools 
did. These university health services were 
equipped to deal with psychiatric problems. 
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Mental health services tended to be found 
in the schools with a larger enrollment, Only 
3 schools with more than 10,000 students 
did not have such facilities. Seven percent of 
the schools had well-organized counselling 
services and 16 had a treatment team of 
consulting psychiatrists, social worker, and 
psychologist, There were 35 full-time psy- 
chiatrists engaged in mental health work in 
colleges or universities. About 4.7 students 
(mean percentage) of all students enrolled 
used the services of the psychiatric section 
in a health service when they were available. 
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ADMINISTRATIVE AND FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M.D., Wasuincrton, D. C. 


ADMINISTRATIVE PSYCHIATRY 


The subject of mental hospital adminis- 
tration, long neglected, continues to gain in 
attention, as shown by the number of articles 
appearing in the periodical literature. The 
publication of the Association’s Mental Hos- 
pital Service, Mental Hospitals(1), carried 
a series of 11 articles during the current year 
on various phases of administration—person- 
uel, physical plant, budget, business and 
financial aspects, to mention only a few. 
Noyes(2, 3) discusses the administrator’s 
aa eee psychiatric hospital. Quinlan (4) 
Agi, an(s) present the contributions 
te ce plain to the operation of the mental 
ee the former stresses the need of in- 
on ce paid for the chaplain rather than 
ing a a pre work, In the field of nurs- 
i Ti N (6) outlines the advances made 
aL E daring the 3 years since the Na- 
se Pan set up its council on the sub- 
ae er appraisal is necessary, she 
aed Patel the aged in hospi- 
itensifed Cee y Kolb(7). He suggests 
ier liaison i av FNE the community, 
Mental bosatt ‘ bot directions) between the 
aged, oN em ang public homes for the 
atudy of the ts Cornfield(8) report on a 
TUG state p tents over 60 in the Con- 

BS sect ental hospitals, and conclude 
bitals Mould pi 1.5% of the “seniles” in hos- 
Problem wa x cared for elsewhere. The 
Royal Societ oi at a meeting of the 
cated the e m), ; Cosin advo- 
viile Roth a “tna of day hospitals, 
tpidemiolo ge further research into the 
adding E of mental illness in old age, 
‘Standing : our present ignorance is a 

: Aia Croog( 10) considers 
© to the are with particular refer- 
ative partici ial backgrounds of the more 
therapeutic Ean. Jones( 11) discusses the 
Picts the ny. Freyhan ( 12) de- 
brough; i eee in hospital atmosphere 
and by the by the “tranquilizing” drugs 
epts, ote! of the newer social con- 
an article p Opic is likewise considered in 
h y Merguet(13), who presents 


A s ~ 
me conclusions from his observa- 


tions in Westphalia, Germany. Rowell(14) 
presents an interesting study in ward man- 
agement at Milledgeville State Hospital. 
Braceland (15), in a stimulating article, gives 
his views on the future of the mental hos- 
pital. A change is needed, he says, in the 
configuration and atmosphere of hospitals, 
and in the orientation of the community and 
the medical profession. Petry (16) pleads for 
career personnel and the abolition of partisan 
politics in hospital administration. An inter- 
esting outline of the structure, organization 
and operation of a mental hospital from the 
French point of view is given by Ueber- 
schlag(17). The place of the medical record 
librarian is set forth by Christian(18). 

As for books, one should note Bennett, 
Hargrove and Engel’s(19) volume on the 
practice of psychiatry in general hospitals, 
that by Greenblatt(20) and others on the 
progress from custodial to therapeutic pa- 
tient care in mental hospitals, and the APA 
pamphlet(21) on psychiatry, the press and 
the public. 
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output of articles and books 
onal rye reflecting the widening 
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interest in this subject. Szasz(1) contributes 
a thoughtful and stimulating article on the 
general topic of relationships between psy- 
chiatry and the law. Eldredge and Had- 
den(2) describe the new Philadelphia 
Medico-Legal Institute, an organization to 
promote closer relations between the two 
professions. The Temple Law Quarterly (3) 
and the Boston University Law Review(4) 
each devoted the larger part of an issue to a 
symposium on the topic of law and psy- 
chiatry. On the subject of expert testimony, 
Sir David Henderson(5) and Ben Karp- 
man(6) are among the psychiatric authors. 
Dean Ladd(7), of Iowa, and De Pareq(8) 
present the views of lawyers, The latter sees 
with a jaundiced eye the use of disinterested 
experts as “inconsistent with the adversary 
system.” In contrast, a special committee 
of the New York City Bar Association(g) 
has published a book on the operation of 
the panel system of experts in tort cases. 
Special topics are considered by Tuchler, 
Bromberg and others(10) (symposium on 
traumatic neuroses), Ague(11) (liability of 
insane persons in tort actions), Fauver(12) 
(fitness for trial), and Baruk(13) (commit- 
ment). On the subject of narcoanalysis 
Lange(14) concludes that it is wholly im- 
proper to use it in criminal proceedings, 
Goppinger(15) discusses the matter of con- 
sent by mental patients and their relatives 
in certain procedures such as electroshock, 
The Durham case continues to provoke dis- 
cussion, nearly all of it favorable to the 
“product test” laid down in that case, Mr. 
Justice Douglas(16) gives a strong endorse- 
ment of the principle, while Prof. Jerome 
Hall(17) takes vigorous exception. Board 
presents an “operational conception” of 
criminal responsibility, equating it with “de- 
terrent efficiency and/or efficient punish- 
ability” (18). Davidson(19) discusses irre- 
sistible impulse and criminal responsibility, 
taking the attitude that “insane” is synony- 
mous with “psychotic” in considering im- 
pulse, Burchell(20) describes an interesting 
case of homicide during nightmare, with ac- 
quittal by reason of insanity. An unsigned 
note(21) discusses the refusal of the Court 
of Military Appeals to follow the lead of the 
United States Court of Appeals (D.C.) in 
the Durham case. Glueck, Jr.(22) presents 
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a study of psychodynamic patterns in homo- 
sexual offenders, concluding that 76% of 
the subjects studied were using some type 
of schizophrenic adaptation. Maughs(23) 
brings his useful review of the literature on 
psychopathic personality up to date (1947- 
1954). On the historical side, Diamond(24) 
provides an interesting account of the role 
of Isaac Ray’s work in the trial of M’Nagh- 
ten, and Scott(25) presents a biographical 
sketch of Henry Maudsley. Several books 
may be mentioned. Two volumes in the 
Isaac Ray series have appeared—those by 
Judge John Biggs, Jr.(26) (The Guilty 
Mind) and Prof. Henry Weihofen(27) 
(The Urge to Punish). A translation of 
Jean Rolin’s book on police drugs(28) has 
recently appeared, as has the third edition of 
the late Doctor Regan’s book on the doctor 
and the law(29). Barnaby Conrad(30) has 
written an interesting account in historical 
novel form of an early use of the insanity 
plea in which Secretary Seward was attorney 
for the defense. 

Since 1956 was an even-numbered year, 
relatively few legislatures were in session. 
Many of the bills passed were only of local 
interest. Pennsylvania (31) established a 
Commonwealth Mental Health Research 
Foundation, an instrumentality of the Com- 
monwealth. It also provided for the appoint- 
ment of a Deputy Secretary of Welfare to be 
Commissioner of Mental Health(32). New 
Jersey(33), for some obscure reason, €x- 
cepted indecent exposure from the provision 
that sexual offenders are to be submitted tO 
a program of specialized treatment. It 1 
noted with regret that Georgia(34) still 
speaks of “lunacy” and “lunacy trials.” New 
York(35) passed a number of provisions rel- 
ative to the aged, 
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MILITARY PSYCHIATRY 
JOSEPH S. SKOBBA, M.D., ATLANTA, GA. 


agate the current year the major themes 
a anons on military subjects were the 
eS ee € selection of personnel, evalua- 
ie Eeeaences in the Korean conflict, 
a paon of current psychiatric prin- 
ie oe military setting. Experiences in 
in adaptin egory reflect continuing progress 
ayes g pe roniatate principles to the mili- 
ie Hd ay encouraging is the chang- 
rl € of the military to permit and en- 

Cine the efforts toward this goal. 
=e ah arid a random sample of 505 
BD thee re on the basis of the last digit 
1057, thee rmy serial number, In August 
i ate individuals were evaluated in 
quested ities The psychiatrist was re- 
hie A edge his opinion as to subse- 
Apes a of the subject if assigned to 
area with tittle zone, (2) an active combat 
Pation in hy no opportunity for partici- 
Operations Ti (3) a noncombat theater 
quired to 1e company commander was 
ic traintn ate the subject after 3 weeks 
would ane as to whether the individual 
soldier i outstanding, average, or 
Et Were re; he Service records of these 
Psychiatrist viewed in 1954. They found that 
racy in ained a high degree of ac- 
ne Riis Hee reece satis- 
EEE ye T, except for assign- 
Msatisfactory dus S., their predictions of 
ne authors cone ied | oa ao de 
Swan ered this inability to de- 
ance the potentially below 
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average or poor soldier the basic unsolved 
difficulty of psychiatric selection. The results 
of the study cast strong doubts on the use 
of basic training as a screening device since 
potential inadequacy was poorly distin- 
guished in this period. 

Sparks(2) from a follow-up of 5,000 in- 
dividuals studied at cadet level, of whom 111 
were located and studied in a combat zone, 
concluded that psychiatric screening for com- 
bat duties based on training level, group psy- 
chological test data, and clinical appraisals 
is ineffective to either screen out failures or 
identify the successes in combat flying. At 
present probably only on-the-spot psychiatric 
evaluation by a psychiatrist in collaboration 
with the flight surgeon can give the best 
opinion available on combat proficiency of 
a given pilot. irs 

Firestone(3) modified the screening inter- 
view of enuretic recruits to include a permis- 
sive and reassuring discussion designed to 
relieve anxiety associated with enuresis. 
This, together with an attempt to focus posi- 
tive motivation through plausible behavioral 
suggestions for overcoming the habit, re- 
sulted in reducing by 60% the number of 
potential dischargees among enuretics by en- 
abling them to become asymptomatic. 

Robbins(4), in an evaluation of the effect 
of the tour of duty in Korea on the emotional 
status of the U. S. soldier, studied 191 sol- 
diers selected at random from an infantry 
regiment by use of a psychosomatic check 
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list extracted from the M.M.P.I. and the 
Thematic Apperception Test. Over-all per- 
sonality characteristics as measured by the 
experimental tests did not seem to be mark- 
edly affected by the 16-month tour of duty. 
There was some suggestion of both an in- 
crease in the soldier’s aggressive impulses 
and a decrease in affiliation needs as the 
tour progressed. 

Wallinga(5) observed a group of career 
military personnel whose effective function- 
ing in the latter part of their service career 
was interfered with by inability to control 
drinking. To prevent separation of highly 
trained individuals with long experience, he 
suggests that a realistic course be adopted to 
meet the strong dependency needs of such 
individuals by restricting promotion so that 
they will not feel group pressure, and to 
recognize them in some other way. He noted 
that these individuals showed a lack of in- 
terest in promotion and a complacent atti- 
tude toward demotion. An additional cor- 
rective measure would be assignments that 
would accommodate the personality limita- 
tion of the man. These individuals could be 
used where individual performance, rather 
than individual responsibility and decision, is 
required, 

West and Swegan(6) reported a pilot 
study to work out methods for a possible 
new approach to the problem of chronic alco- 
holism in the military service. Treatment 
was offered to a group selected on the basis 
of a proven record of achievement, the 
knowledge and approval of the patient’s com- 
mander, the economy that could be effected 
through successful rehabilitation without mil- 
itary risk. The medical program was closely 
integrated with A.A. Twenty-five of 50 pa- 
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For psychiatric education, 1956 was a very 
active year, as measured by the quantity and, 
to an extent, by the quality of published re- 
ports and speeches. There is a continuing 
awareness of the value of psychiatry in the 
education of medical students toward a more 
comprehensive view of medicine and the 
treatment of sick people. The need for 
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tients were considered improved with main- 
tenance of sobriety from the beginning and 
continuously successful performance of duty, 
A related effect was the increased number of 
spontaneous referrals to A.A. The authors 
recommended a new approach to alcoholism 
in the military service which would stress 
education for prevention and early recogni- 
tion, encouragement of referral and self- 
referral for prompt evaluation and treatment 
of suitable cases and provision for a more 
flexible, rapid, and effective means of dis- 
position within the existing regulations. 

Wilmer(7) found that efforts to foster ac- 
culturation of new patients by the patients 
on the ward, with staff help and encourage- 
ment, have made it possible to eliminate to- 
tally the use of quiet rooms and parenteral 
sedation, This was accomplished by daily 
working with the patients and staff so that 
each 24-hour period was constantly scruti- 
nized as therapy. They emphasize the so 
cialization and changes in human behavior 
that result from simple humane care of 
patients, 
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training more personnel in the mental health 
field is becoming ever more apparent. 

Daniel Blain(1) has warned, “the problem 
of personnel shortages in psychiatric servii 
is so overwhelming that it threatens the Yam 
possibility of progress.” He suggests 4 of 
tial solution in terms of shifting Ba 2 
the work load from highly trained proi 
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sionals to less highly trained people working 
under proper supervision.” He points out 
the increased use to which people in “trou- 
ble-shooting agencies,” such as health, edu- 
cation, and welfare agencies, hospitals, 
homes for the aged, etc., can be put. Thus, 
by strengthening their effectiveness in men- 
tal health work through psychiatric consul- 
tation, supervision, and training, it may be 
possible for them to serve as a “bulwark” to 
prevent people from “sliding into the area 
of direct psychiatric, clinical services.” A 
program for the training of psychiatric resi- 
dents in such consultative skills has been 
outlined by a group at Duke University 
(2). Unfortunately, all too often, the psy- 
chiatrist, largely through deficiency in train- 
ing, is unable to work effectively as a con- 
sultant to these ancillary groups which are 
of such tremendous potential importance in 
the over-all mental health picture. Weis- 
kotten’s(3) survey is rather disheartening in 
indicating that the relative proportion of 
a cans going into the specialty of psy- 
ee changed greatly through the 
el y EA of those going into all 
Bec. % went into psychiatry ; in 
82%) ak in 1935, 8.1%, and in 1945, 
pa Ba the total number of graduates 
balked on specialties increased rather 
of kit rough these years, the number 
E ai rists also increased, but not rela- 

er to certain other specialties or 


to i 
the increased demand for psychiatric 


services, 


- ee of providing adequately 
ies, aaa departments in our medi- 
Sie = continued and in many ways 
Diychiatree na ly because of the need for more 
sever oe personnel in many of the 
in tome ‘ prehensive curricula. Concern 
fain a regarding supposedly un- 

x EE ; ion between full-time medical 
d must he es and private practitioners, can 
sey(4 : worked out satisfactorily. Hin- 
school Pentel out that no medical 

eies ment can reach its maximum 
“ ao a nucleus of full-time 
Practice beat who must also of necessity 
stitution ia the environs of their own 
the Potential tone(5), however, emphasizes 
members i Value of the part-time staff 
clinical teaching, particularly in 


“filling the gap between academic medicine 
and medical practice.” He points out that 
too often medical schools and university 
hospitals have been inclined to snub this 
group, a policy which may alienate the in- 
stitution from the practicing medical profes- 
sion and may also deprive the institution of 
a potentially valuable teaching group. While 
advocating a “warmer welcome and more 
equal status for part-time teachers,” he real- 
istically admits that “only a small percentage 
of all practicing physicians have the qualifi- 
cations, the desire, or simply the nearness of 
residency to fit them for such part-time 
teaching.” 

Undergraduate Medical Education —The 
number of applicants for the study of medi- 
cine this year rose 14% over 1955(6). If 
this trend continues, it will represent a re- 
versal of the picture of the last 6 years and 
will indicate that medical schools will be able 
to fill all of their available openings with 
qualified applicants. There has been a con- 
siderable increase in the number of openings 
for medical study with the addition of 2 new 
schools and the enlargement and extension 
of several others(6). Because of the po- 
tential value of certain psychiatric and psy- 
chological evaluation techniques, there is an 
increased interest on the part of medical 
school admission committees in having psy- 
chiatrists serve on these selection boards. To 
what extent either interviews or test pro- 
cedures may be of help remains an open 
question. Whitby(7) quotes work at Cam- 
bridge suggesting no significant correlation 
between I.Q. evaluation and either premedi- 
cal or first-year medical school exams. Fat- 
terson(8) suggests that the Figure Draw- 
ing Test may be a useful adjunct in the 
selection of medical students. She further 
believes that such a procedure may give some 
insight into questions of self-confidence, 
motivation, drive, energy, etc. We suspect 
that this is much more than can be expected 
from a single test or even a battery of psy- 
chological tests, but both these reports indi- 
cate a healthy trend—that psychiatrists and 
psychologists are beginning to work on a 
important problem of the selection of medi- 
cal students. 

Curriculum 
signed to make for a more 


changes and innovations, de- 
comprehensive, 


650 


person-oriented approach to medicine have 
continued. Thirty schools in the United 
States and 4 in Canada have reported such 
changes or studies aimed toward revision 
(9). “Curriculum innovations vary from 
the introduction of a variety of weekly lec- 
tures on non-medical subjects by authorities 
in the various fields of music, literature, art, 
philosophy and history, to an objective analy- 
sis or re-organization of the total curriculum 
program of the institution”’(g). A more 
complete report of what is being done at 
certain of the schools may be found in the 
appended bibliography and in the compre- 
hensive series of articles entitled “Reports 
on Experiments in Medical Education“ (10). 
The most extensive revision is one initiated 
at Western Reserve in September 1952. 
This program has been reviewed by their 
associate dean(11), who describes the crea- 
tion of “multidiscipline laboratories” in 
which a student has individual working 
space available to him 24 hours a day. How 
the psychiatrist has an opportunity to work 
directly with both medical students and fel- 
low physicians as a consultant in this pro- 
gram has been recently summarized(12), In 
the Western Reserve program and in many 
others where a “comprehensive clinic” has 
been set up, the psychiatrist works as a con- 
sultant. A rather basic departure from this 
is the Temple program(13), which utilizes 

a psychiatrist as co-administrator of the 

clinic, sharing the over-all responsibility with 

the internist, In the Temple program for 
the teaching of comprehensive medicine to 
senior students, home visits are utilized. 
Thus, psychosocial medicine is taught from 
case material, seen both in the clinic, and 
subsequently, in the home environment, The 
team of internist, psychiatrist, and social 
worker discusses with the medical students 
the importance of such things as over- 
crowded tenements, effects of alcohol on the 
family, illegitimacy, mental deficiency, and 
the relationship between these various prob- 
lems and illnesses. 

At the University of Kansas, the program 
of providing each senior medical student 
with 44 weeks with a preceptor continues, 
This is no longer an experimental program 
but is actually part of the regular curricu- 
lum. Wescoe’s(14) account of this program 
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is quite fascinating, as is his suggestion that 
“the best way to teach comprehensive medi- 
cine may be in a program where the student 
deals with the individual who really does 
provide such care—the general practitioner.” 
The approach is somewhat different at the 
University of Mississippi(15), where they 
have to some extent followed the pattern set 
at the University of Tennessee, and bring in 
general practitioners to conduct their pro- 
gram within the medical school. The student 
selects and cares for the medical needs of a 
family under the supervision of the general 
practitioner, 

Turner(16) wisely intimates that while 
much has been said during recent years 
about the correlation and integration of 
medical teaching, much of what has been 
done has fallen far short of actually accom- 
plishing a significant degree of teamwork 
and real integration. He points cut that the 
easiest and laziest way is really to side-step 
such efforts and teach “in the splendid iso- 
lation of specialization.” Oftentimes, the 
problems a traditionally oriented faculty has 
in thinking comprehensively are overwhelm- 
ing. At Western Reserve(17), they were 
fortunate in having a new, young faculty, 
unbound by tradition. 

As far as psychiatrists are concerned, these 
curriculum revisions have involved us as 1m- 
portant team members, expected to impart 
knowledge of how to care for the sick in- 
dividual. In this we are equal partners W! 
the internist, pediatrician, etc. Thus, more 
and more, psychiatry is being taught as part 
of the comprehensive curriculum and not as 
a specialty subject entirely apart. Nonethe- 
less, our identity as a specialty must still re- 
main and medical students must learn about 
emotional illness, per se. The Committee 
on Medical Education of The American Psy- 
chiatric Association has recently published a 
statement outlining a curriculum for the 
teaching of psychiatry in medical schools: 
This is a detailed report with a discussie? 
of problems in both the preclinical and o 
cal years, with objectives, curriculum e 
tent, etc., being well-covered (18). As a 
as methods of teaching psychiatry itself ar 
concerned, a report from the University ° 
Rochester(19) indicates the value of the u°% 
of small groups, with close individual atte? 


1957] 


tion by the instructors. Certainly most psy- 
chiatrists working with medical students are 
firmly convinced of the value of small group 
teaching. Unfortunately, this is “expensive” 
in terms of teaching time. Turner(16) has 
sagely summarized the ways in which re- 
search demands and ambitions, and the 
pressures of training residents, have im- 
pinged on the available time of the medical 
educator, and have often cut down his ability 
to give to what should possibly be his prime 
concern, the training of medical students. 
Residency Training—Despite concern 
from some as to the advisability of continu- 
ean and despite the tendency of 
ships, a ar Hi TA straight intern- 
nod aie jority o medical school 
ae mani to serve in rotat- 
ee Be ollowing graduation. Ap- 
Es. eg ‘aes all internships continue 
dent nen Me pee bn 
oe ssociation con- 
elie ey re with respect to 
should it be abolished?” Over í oe oe ss 
replying felt that the intern Me ate id be 
continued, although the oat maior h i 
many questions about the effecti eon 
Talne of their owe e effectiveness and 
cent symposium on Onin no RET 
chotherapists” (22) the E 
Internship in the ps horta nn 
Bet CE NRA ra acd s develop- 
mieia a e interns] ip teaches 
ble for people F aisah an 
E of ie eae responsible 
elping the ag! an leath—as well as 
communicate with a evelop the ability to 
sitans’ problems nd appreciate other phy- 
iy ae 
ition in regard to the number of 
indicates + es PSA for, the 1955-56 year 
ag ae hide iatric residencies filled 
ast year, Thi 1,800 at this same time 
Proved ee p a 72% of the ap- 
Portion of * ent veing filled (23). A large 
oreign lands « rea trainees are from 
to meet e re thus, will not be available 
More + ay health needs in this country. 
ing the aie te, the United States is becom- 
atric din uate and postgraduate psychi- 
cign Eaa for a large number of 
foe af the prot i everoos(24) points out 
reign Riis lems involved in training 
S and the detrimental effect 
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of the “pyramid system” of residency, which 
often results in the exclusion of the foreign 
resident following his preliminary years of 
training. Fortunately, the “pyramid sys- 
tem” is unusual in psychiatric programs, but 
this does underline both some of our respon- 
sibilities to these residents and some of the 
difficulties we may encounter in giving them 
R sort of advanced training we should 
ike. 

Boshes(25) has recently reviewed “The 
Responsibility of the Graduate Educator in 
Neurology and Psychiatry.” He views with 
some alarm what he sees as a tendency for 
many training programs to become too ex- 
clusively concerned with “the intricacies and 
minutiae of psychoanalytic concepts.” He 
thinks this may result in a degree of “pro- 
vincialism” and a tendency for at least some 
trainees to pull themselves out of the frame- 
work of medicine. He makes a strong plea 
for educating trainees broadly during the 
residency period. “The years of graduate 
training must be invested in a solid basis of 
experience in which all ideologies of proved 
merit are presented fairly.” Kenneth Appel 
(26) reviews an 8-year period in which he 
served on the American Board of Psychiatry 
and Neurology. He notes, possibly with 
some concern, that “psychiatry in many 
places has almost become psychodynamics 
and intensive psychotherapy.” He also un- 
derlines the need for psychiatry to stay 
closely tied to medicine and psychophysio- 
logical knowledge and research. He makes 
a plea for more emphasis on social science 
without eliminating neurology and neuro- 
physiology from both training and examina- 
tion in psychiatry. While he sees a trend 


toward “liberalization” in the examinations 


in neurology for psychiatrists, he believes 
d to keep at least 


that there is a strong nee ; 
the present level in terms of the neurological 
knowledge demanded of psychiatrists seek- 
ing certification. ‘ 

Many training centers admittedly do not 
have the facilities and personnel or clinical 
material to give the broad and basic experi- 
ence they would like their trainees to obtain. 
A group in Boston(27) reports on 5 aed 
experience in the functioning of affiliate 
centers” —the Psychiatric Training Faculty 
of Massachusetts. This program 1s designed 
to give 3 years of basic training and an ad- 
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ditional 1 or 2 years of advanced training in 
the subspecialties of psychiatry. Another 
large program, that of the School of Psy- 
chiatry of the Menninger Foundation, has 
recently celebrated its tenth anniversary and 
the enrollment of the five-hundredth physi- 
cian to seek training there. They note, in 
addition, a new training program for psy- 
chiatrists desirous of becoming managers and 
superintendents of large mental hospitals 
(28). 
The problem of selection of trainees for 
psychoanalytic psychotherapy was brought 
up(29). This report deals with the value of 
interviews and Rorschach data in the screen- 
ing of applicants and the difficulty in corre- 
lating such data with subsequent proficiency 
in psychotherapy. Thompson notes the dif- 
ficulty we have in agreeing as to what actu- 
ally constitutes an effective psychotherapist. 
The same selection problems exist in terms 
of screening candidates for general psy- 
chiatric training. 
Several articles have appeared dealing 
with the value of psychiatric training for 
residents in other specialties. Kolb(30) re- 
ports on his experience of providing train- 
ing by assigning the nonpsychiatric resident 
to a psychiatric service for a definite period. 
He suggests that for the medical, neurologi- 
cal, or pediatric residents such training 
might be invaluable. He points out the dif- 
ficulty, however, in finding psychiatrists who 
are experienced or sufficiently comfortable 
in a general medical setting to deal effec- 
tively with the training of the nonpsy- 
chiatric residents. Silverman(31) outlines 
another approach for “Teaching Psycho- 
analytic Psychiatry to Medical Residents.” 
Rather than assigning the resident to a psy- 
chiatric service, small, informal group ses- 
sions, oriented around certain medical cases 
presenting emotional problems is the method 
used. He emphasizes the need for the psy- 
chiatrist to come as a medical colleague and 
to show interest in the physical aspects of 
the case being discussed. He points out the 
value of this in promoting a positive trans- 
ference with the nonpsychiatric resident and 
its value in overcoming at least some of 
their resistances. Stubblefield, Keeley and 
Conger (32) have outlined a similar type of 
program for aiding pediatric residents to 
develop a greater awareness and understand- 


REVIEW OF PSYCHIATRIC PROGRESS 1956 


[Jan. 


ing of the emotional needs and problems of 
their patients and greater skills in dealing 
with them. Weekly, 1-hour group discus- 
sions were conducted by the authors with 
pediatric residents and staff. 
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CLINICAL NOTES 


THE EFFECTS OF FRENQUEL UPON CHRONIC DISTURBED 
PATIENTS *? 
ERNESTINE C. PEAK, M. A., ROBERT E. CANESTRARI, M.A., AnD 


BASIL E. ROEBUCK, M.B. B.S. 
WILLIAMSBURG, VA. 


Frenquel (alpha-(4 piperidyl) benzhydrol 
hydrochloride) has been attributed the prop- 
erties of blocking schizophrenic hallucinations 
and delusions and of leading to better ward 
adjustment, However, inconsistent results 
have been reported from relevant experi- 
ments(1, 2, 3) and most of the studies suffer 
from inadequate controls and lack of objec- 
A criteria, A study carried out at this 

ospital had indicated that Frenquel signifi- 
cantly decreased ward adjustment scores. The 
eg instrument employed was the 
sues Adjustment Scale (H.A.S.) by 
Aon, McReynolds, and Ballachey. The 
EN study was undertaken to check those 
aTe H.A.S. was administered 
ASAN Dy hallucinating chronic female 
with iad were then divided into 2 groups 
Ge N equal group means (29.89 and 
et ett who was otherwise 
HEPA pih the experiment made the 
RONE she and the pharmacist were the 

Fenouel tage of which patients received 

: ata which received placebo pills. 
identical ine and the placebo pills were 
subjects ag appearance, taste, and odor. The 
oF thera ree no other tranquilizing drugs 

ent py goring the experimental period. 
si oe tents received 20 mg. of Frenquel 
3 pladeto a while 18 patients received 
end of thar s a day for 1 month. At the 


t month all 38 patients were again 
The F, 

Were Spoli pa ad the placebo used in this study 
Cincinnati 15, o the Wm. S. Merrell Company, 

is study w. 
pa Pital, win was undertaken at Eastern State 
ully ac a oe Va. The authors grate- 
Williams a the assistance of Mrs. Elizabeth 
Who were a yehologist, and the ward attendants 
Ssociated with this study 


interviewed by the same examiners and the 
H.A.S. was readministered by the same at- 
tendants. Special inquiry was made as to the 
presence or absence of hallucinations. 
Results and Discussion—In 18 of the 20 
patients in the Frenquel group, hallucinations 
were demonstrated and 8 showed an increase 
in their expression of hallucinations. Of the 
18 placebo patients, one showed slight de- 
crease in hallucinations and 6 showed an in- 
crease in their expression of them. Both 
groups showed slight improvement on the 
H.A.S. (29.80 to 32.25 for the Frenquel 
group and 29.89 to 40.94 for the placebo 
group), but T-tests revealed that the im- 
provement was not significant at the 10% 
level of confidence for the Frenquel group 
(ie. the increase in score could occur by 
chance alone). There was no significant dif- 
ference between the Frenquel and placebo 
groups either before or after treatment. Only 
once in 100 cases could an increase as large 
as that found in the placebo group occur by 
chance alone, but there is evidence to indicate 
that this finding is an artifact which does not 
affect the Frenquel group. No deleterious 
side-effects were found. 7 
We conclude that Frenquel, as adminis- 
tered in this study, neither significantly de- 
creased delusions and hallucinations nor im- 
proved the ward adjustment of these chronic 


female patients. 
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PROMAZINE IN CHRONIC SCHIZOPHRENIC PATIENTS 


JOSEPH A. BARSA, M.D., anp NATHAN S. KLINE, M. D.: 
OrancesBuRrG, N. Y. 


The purpose of this study was to evaluate 
the effect of promazine hydrochloride * as 
compared with chlorpromazine in chronically 
disturbed schizophrenic female patients. 
Twenty-one such patients were selected, 
ranging in age from 25 to 68; duration of 
present hospitalization : 2 to 24 years. Nine- 
teen patients had previously received courses 
of combined reserpine-chlorpromazine and of 
chlorpromazine alone over a 12- to 18-month 
period; 2 patients received chlorpromazine 
alone for 6 and 12 months respectively. 

Just prior to the onset of promazine ther- 
apy all had been receiving chlorpromazine 
alone for a minimum of 6 months, and had 
reached a plateau of mild to moderate im- 
provement. They were on a maintenance 
dose of 25 to 150 mg. chlorpromazine q.i.d., 
except for one patient who received 300 mg. 
qi.d. 

For the purposes of this study the mainte- 
nance dosage of chlorpromazine was discon- 
tinued abruptly and replaced immediately 
with promazine, milligram for milligram. 

Within the next 3 weeks 9 of the 21 patients 

showed signs of relapsing and required an 

increase of dosage of promazine up to double 
the initial dose in order to reach their former 
level of improvement. The other patients 
maintained their improvement without the 
need of increased dosage. All the patients re- 
ceived promazine for 3 months; none showed 
improvement greater than that attained with 


1 Rockland State Hosp., Orangeburg, N. Y. 


2 The promazine was supplied by Wyeth Labo- 
ratories under the name of Sparine. 


chlorpromazine. The dose of promazine 
varied from 25 to 300 mg. q.i.d. 

The clinical effect of promazine seemed 
similar to that of chlorpromazine, except that 
the former appeared weaker, milligram for 
milligram. With the higher doses of proma- 
zine a few patients complained of slight 
fatigue and drowsiness, and one developed a 
mild rigidity and loss of associated move- 
ments. There was no occurrence of jaundice 
or blood dyscrasia. It must be remembered, 
nevertheless, that all of these patients had 
been on chlorpromazine for at least 6 months 
before receiving promazine, and this fact 
may account for the minimal side-effects ob- 
served with promazine, for it is known that 
with chlorpromazine the majority of side- 
reactions occur in the early phases of treat- 
ment. 

However, there was one side-effect which 
requires special mention. Of the 3 patients 
who received 300 mg. promazine qi.d., 2 
developed grand mal convulsive seizures for 
the first time. Both had previously been on 
chlorpromazine for 8 and 12 months respec- 
tively, receiving a dose as high as 300 Mg: 
qid., and there had been no convulsive 


seizures. In both instances the dose of pro- 


mazine was reduced to 200 mg. q.i.d. with- 
out any further incidence of convulsions. 
EEG taken on one of the patients was nor- 
mal ; the other patient was too uncooperative 
to allow this procedure. 

In summary, promazine appears to have 
a chlorpromazine-type of clinical ett 
However, in 9 of the 21 patients, it requif 
double the amount of promazine to equal t 
clinical effect of chlorpromazine. 


— . S 


CASE REPORTS 


EPILEPTIFORM SEIZURES UNDER PROMAZINE THERAPY: 
OCCURRENCE IN TWO CASES WITHOUT HISTORY OF 
FORMER SEIZURES 


GEORGE E. VOEGELE, M.D. anp RUPRECHT H. MAY, M.D. 
CoLumBUs, Onto 


One of the rare observations in connection 
with chlorpromazine therapy is that patients 
not having had any history of a convulsive 
disorder and often with a normal electro- 
encephalogram have developed epileptiform 
seizures for the first time in their lives while 
under this treatment. The possibility exists 
that a few of them continue having seizures 
after discontinuance of the drug. 

Promazine (10-(y-dimethylamino-n-pro- 
pyl) phenothiazine hydrochloride) is a close 
chemical relative to chlorpromazine, consist- 
Ff of chlorpromazine minus the chlorine 
a ot to the phenothiazine nucleus. 
aoe introduction it was hoped that a sub- 
San m pn found that had the beneficial 
i. S orpromazine with decreased or 

Ae esirable and toxic side-reactions. 
eee Doy; we have noted epileptiform 
bias, ely without such a history 
Celene ing the drug. In our observation 

i ae not less toxic than 
who devel - We have observed 2 patients 
PR eloped typical generalized nonfocal 

eptiform convulsi ch 
while on 'vulsions for the first time 

Promazine medication. 


Case 1 
Was nee oe ear-old, white, single female, 
ceiving Hospit. pril 24, 1956, to the Columbus Re- 
Sthizophrenie, pa with the symptoms of an acute 
Never had lessen hebephrenic type. She had 
any ‘len in hes: ‘ye nor were there 
zine; i T she received 200 mg. chlorproma- 
of beai 25, 500 mg. and on April 26, 100 mg. 
Was then cha sid in the morning. Her medication 
dosages : pomp to promazine with the following 

mg. 3 ‘ad 100 mg. 3 times, I.M.; April 27, 
RO Hit one o ‘M.; April 28, 300 mg. twice and 
times, orally, Galy ; and on April 29, 300 mg. 5 
~~ ÂY. Only while under the heavy dosages 
Gy Ohio Sta 
limbus 


Omer Atty, 


te University C ici 

Recivi y College of Medicine, 

Erden] Hospital & State Institute of 
rsity Health Center, Columbus 10, 


was she able to leave special care for short periods. 
On April 29 at 7:00 p.m, the patient had a gen- 
eralized grand mal, nonfocal, epileptiform seizure. 
After slumping in her chair,„she exhibited tonic- 
clonic generalized convulsions lasting about one 
minute. There was complete loss of consciousness. 
During the seizure she was observed by experienced 
nursing personnel and was seen by one of us in the 
immediate postictal confusional stage. A positive 
Babinski was still present. On awakening she was 
temporarily more belligerent and hostile and had 
retrograde amnesia for the seizure. 

Promazine was temporarily discontinued, but on 
the next day was reinstated and continued for 54 
days, averaging 800 mg. per day. There were no 
additional seizures. Following this, under chlorpro- 
mazine, she improved and left the hospital satis- 
factorily adjusted on August 3, 1956. 

On May 9, 1956, an EEG with hyperventilation 
and with photic stimulation was normal, Up to the 
date of this report she had not had any further 
seizures. 

Case 2.—A 30-year-old, white, married female 
entered the hospital on August 2, 1956, with a diag- 
nosis of acute schizophrenic reaction, paranoid type. 
Beginning the next day she received promazine on 
the following schedule: August 3, 50 mg. twice, 
LM.; August 4, 50 mg. twice and 100 mg. 3 times, 
LM.; August 5, 100 mg. 3 times, I.M.; August 6 
through 8, 200 mg. 4 times, orally; August 9, 
200 mg. 3 times, orally. The increase was prompted 
by the noneffectiveness of lower dosages, whereas at 
a dosage of 800 mg. per day she responded satis- 
factorily, except for the commonly reported consti- 
pation on ataractic drugs. | 

On August 9 at 7:45 p.m. she complained to a 
nurse of feeling strange, that something was gomg 
to happen. Immediately she developed a tonic- 
clonic, nonfocal, generalized epileptiform convulsion 
of about one minute’s duration. She lost conscious- 
ness, Afterward she fell asleep, barely responding 
to stimulation., About 5 minutes after the seizure 
she was seen by one of us, when she exhibited posi- 
tive Babinski, loss of pupillary reactivity, an was 
in a deep sleep. After one hour she had regained 
full consciousness but with a retrograde amnesia 
concerning her seizure and postictal period. 

Promazine was discontinued; the oa = ir 
“at on chlorpromazine and continued to im: 

On August zo 1956, she had an EEG with hyper- 
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ventilation and photic stimulation and on August 29, 
1956, an EEG without photic stimulation, both of 
which were within normal limits and free of seizure 
patterns. Still in the hospital at this writing, she 
has had no further convulsions. No personal or 
family history of seizures was present. 


One might say that the dosage employed 
by us in these 2 patients was rather high, 


CASE REPORTS 
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but with smaller amounts the desired effect 
of the ataractic drug was not obtained. 

It has been stated that the chlorine atom 
on the phenothiazine nucleus is responsible 
for the marked appearance of some of the 
side-effects. As these 2 cases prove, this is 
not true in regard to the development of 
epileptiform seizures. 


ELECTROSHOCK THERAPY AND AORTIC ANEURYSM 
JACK A. WOLFORD, M.D.,2 Hastincs, Nese. 


Although the introduction and widespread 
use of the “ataractic” drugs have decreased 
the need for electroshock therapy, there are 
still instances when shock therapy is indi- 
cated. For this reason it is worthwhile to 
report the case history of a patient who, in 
spite of marked physical disability, namely 
an aortic aneurysm, received 275 electro- 
shock treatments over a 5-year period be- 
tween January 8, 1950, and January 28, 
1955. Kalinowsky and Hoch(1) report in 
their textbook in relation to contraindica- 
tions to electroshock that “aneurysm of the 
aorta is still an absolute contraindication.” 


The patient, a 48-year-old white male, was ad- 

mitted to Warren State Hospital in October 1949, 

with the primary symptoms of depression, somatic 
preoccupation and cancer phobia. The patient was 
constantly referring to the immenence of his death 
and as a result of his refusal to eat, he was emaci- 
ated and dehydrated. He required intravenous 
fluids. His blood pressure was 190/55. There was 
a rough systolic murmur transmitted to the an- 
terior axillary line. Strong pulsations of the ca- 
rotids existed. Grade one decompensation was be- 
lieved present. The liver was palpable 6 cm. below 
the costal margin. A strong pulsation was noted 
over the left thoracic area below the clavical, X-ray 
confirmed a clinical diagnosis of aneurysm of the 
knob of the aorta and showed the heart to be en- 
larged to the left. A history of syphilis was ob- 
tained and the Wasserman was positive. There 
was no evidence of CNS syphilis at this time, 

As we were cognizant of the fact that this pa- 
tient was a very poor risk for electroshock therapy, 
it was deferred. Penicillin was used to treat the 
syphilis and the cardiac decompensation was also 
treated. 


1 Superintendent, Hastings State Hospital, Ingle- 
side, Nebr., formerly clinic director, Warren State 
Hospital. 


In spite of other forms of therapy, the patient 
continued to fail and it seemed that electroshock 
would possibly be a life-saving procedure. After 
thorough discussion of the risk and contraindica- 
tions with the family, it was elected to go ahead 
with EST. The first series of treatments was given 
in January 1950 and the result was good; how- 
ever, relapse with depression, marked regression 
with alternate overactivity and underactivity 0c- 
curred and treatment with electroshock was con- 
tinued. During the next 5 years, a total of 275 
treatments was given. Many of these were on a 
maintenance basis. For most of this time, the pa- 
tient was able to live a much more useful life. 
He was free of depression much of the time am 
often went home on visit with his wife. We con- 
tinued to point out to her the ever-present risk. 

The last treatment was given on January 28, 
1955. On February 4, 1955, the patient apparently 
ruptured his aneurysm into a bronchus as he ex- 
pectorated blood and the X-ray resembled infiltra- 
tion of a pneumonic nature not resembling tuber- 
culosis, The patient died February 5, 1955. A? 
autopsy was refused but we believed that the 
pathology was fairly evident clinically. 


This case is not reported because we feel 
that risks should be taken lightly or over 
such a prolonged period, but because this 
case points out that in spite of the pressure 
of a long-considered absolute contraindica- 
tion to electroshock, the patient may be ce 
cessfully treated with EST. If this patie? 
had responded successfully to one course, [s 
even several courses of treatment, he mig ; 
well have spent several additional years ĉ 
home. 


BIBLIOGRAPHY 


A. 
1. Kalinowsky, Lothar B., and Hoch, Paul 
Shock Treatments, Psychosurgery and Oiber Ky 
matic Treatments in Psychiatry, 24 &® 
York: Grune & Stratton, 1952. 


. 


During April of 1956 the chief engineer 
(James Bryan) of Elgin State Hospital sub- 
mitted an unsolicited report announcing 
that repair work at a particular cottage 
(Hawley) had considerably decreased for a 
number of months. Being unaware of psy- 
chiatric treatment methods, the engineer 
asked for an explanation. 
At this particular cottage (present popu- 
lation: 231), female patients for years had 
been combative, destructive, and inconti- 
nent, and plumbers had been hard pressed 
to unclog and repair toilets, sewers and 
ie which patients had stuffed with para- 
p ernalia. Also, carpenters had to be called 
Sa to repair screens and furniture, 
“Sagi had been busy repairing 
This report tries to give in detail the ef- 
ect of tranquilizing drugs, through im- 
proved patient behavior, on equipment and 
a To ga of the budget on this particu- 
aa The paper covers 3 half-year 
Ther ey I, 1954, to June 30, 1954, 
yet fear git e igr had not 
1 us hospital; Janua I, 
ed ao 39 1955, during which pr A 
1956, to 8S were introduced; January 1, 
» to June 30, 1956, when their effect 
generally felt. Inasmuch as during 
ae o no other treatment was em- 
"het it is unlikely that the large 
spontaneou Improved patients represents 
thay 1S Temissions, it may be assumed 
ia was the result of 
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EFFECT OF CHLORPROMAZINE AND RESERPINE ON BUDGETS 
OF MENTAL HOSPITALS + 


WERNER TUTEUR, M.D,,? Etcry, IL.. 


The clinical improvement, number of pa- 
tients treated, discharge and return rates of 
the latter at Hawley Cottage were covered 
in a separate paper (2). Chlorpromazine and 
reserpine were started at Hawley Cottage 
during February 1955. 

Because of patients’ less destructive be- 
havior, there had been a gradual decrease 
in the cost of maintaining equipment on the 
ward, such as repairs of toilets, floor drains, 
showers, windows, screens and furniture 
(Table 1). 

During the first half of 1954, $791.10 had 
been spent on wages necessitated by the up- 
keep of the ward; $656.01 were spent for 
the same purpose during the first half of 
1955, and only $290.50 were expended for 
this purpose during the first half of 1956. 

Table 2 gives evaluations of a different 
kind about Hawley Cottage between Janu- 
ary 1, 1956, and June 30, 1956. During this 
period 257 patients were treated. Twenty- 
five of these were discharged. A number of 
them are presently gainfully employed. Of 
these 25, five returned. Other items of gain 
during this period through use of the new 
drug therapy are noted in the table. | It 
should be noted that there was clinical im- 
provement of 70% of the patients (2). There 
was also diminished tearing of clothing, bed- 
ding, mattresses, rubber sheets and blankets 
and diminishing destruction of shoes. There 
was a decrease of injuries to pa re- 
sulting in turn in decrease of service-con- 
en | sick leave. Health standards increased 
by the abatement of incontinence and less 
destruction of plumbing. This resulted in 
less overcrowding of infirmaries and hos- 
pital facilities, where patients by necessity 
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TABLE 1 


COMPARISONS oF EXPENDITURES ON SKILLED Crarts at Hawzey COTTAGE BY 3 HALr-YEAR Peros 
(Wages are Based on Local Union Scales of 1954, 1955, and 1956, respectively.) 


1-1-54 to 6-30-54 1-1-55 to 6-30-55 1-1-56 to 6-30-56 


——— 


— 


Wages Wages Wages 
Category Hours spent spent Hours spent spent Hours spent spent 
Carpenters ....-.+ 31 @ $2.85 $ 88.35 29 @$300 $ 87.00 8@$3.15 $ 25.20 
Glaziers .... 31@ 2.55 79.05 27.5@ 2.65 72.88 11@ 280 30.80 
Plumbers 198@ 315 623.70 157.5@ 315 496.13 70@ 3.35 234.50 
Ae A 260 $791.10 214.0 $656.01 89 _ $290.50 
Savings ......+ Soh ane reich Over period Over period 
1-1-54 to 1-1-55 to 
6-30-54 ....... 135.09 6-30-55 .... $365.51 
Over period 
I-1-54 to 
6-30-54 .... $500.60 
Only tepaica upein on the ward proper are considered in this survey, The hours express, time spent on the ward 


by craftsmen, the 
introduced. By June 30, 1956, when these 
crease in union wages during 1955 and 1956. 


had to be transferred frequently for tem- 
porary illness caused by poor hygienic con- 
ditions in this cottage. Such savings are dif- 


ficult to express in dollars and cents (See 
also legend of Table 2). 


One may argue that the savings in cost 


TABLE 2 


Evatuations For HAwLEY COTTAGE COVERING 
PERIOD 1-1-56 TO 6-30-56 


decrease in kiar bons during the first half 
gs were in full use, savings in cra‘ 


rugs were being 
became remarkable, in spite of an in- 


y, “ye 
year of 1955) when tranquilizing 


of labor on this cottage represent “hidden 
savings,” since they do not result in the 
actual diminution of the labor force. This 
is certainly true, but skilled labor may thus 
be used more profitably in other areas of 
the institution, It is noteworthy that no ad- 
ditional personnel was employed to dispense 
medication to these 257 patients. 

A word regarding the $446.55 spent on 
tranquilizing drugs for the 25 patients after 


Patients treated ...., Baath AN 257 their discharge from the institution during 
Patients discharged Ma Macs 25 period from January 1, 1956, to June 3% 
Patients returned ........+...00005 Aide 5 1956: A special chlorpromazine-reserpin® 
“Total aitita ROMS HIN A clinic functions at the hospital at no ue 
from 1-1-56 to 6-$0-56......+....+..., goso tional cost, except for drugs dispense’, 
Illinois patient day rate ................ $ 220 prevent patients from relapsing and return’ 


Amount saved by fewer patient days.... 10.00 
Savings in cost of labor (from Table 1). u kiso 


diae coviidleesaen@oedaebiety 08010.00 
Amount spent on chlorpromazine and 
reserpine 1-1-56 to 6-30-56, on 257 pa- 
tients under treatment during this period. $4,701.82 
Total spent on drugs in special chlor- 
promazine-reserpine clinic on patients 
discharged from Hawley Cottage be- 


ing(1, 3). This amount would support. 20 
patients for about 10 days in the institution. 
It may be predicted that any savings W! J be 
felt most in the operation of such clinics, 
the cost of which seems to be very low: 
Evidence seems to indicate that 2 majority 
of patients need these drugs for an indefinite 


period to avoid relapse (4). 


tween 1-1-56 and 6-30-56 .......sseee $ 446.55 SUMMARY i 
Total .. Ss1g7  -¢-tlorpromazine and reserpine, 9 an 
Savings clearly offset the major part of cost of di ii ons Ee epising ree ieee in 
Mir a a nt a area MRE ir bY bee 
adnaga oneg apnea eae ESSE paid umion labor, decreases consider 
tearing of clothing ape cf keep cad ainsa eek, | While is in skilled labor can be demon” 
etc., are other savings difficult to estimate (see text). It 


may be predicted that the cost of operation | 
chiorpromazine-reserpine clinics will be very low in the long 
run. 


clinical improvement, rehabilitation an 
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piness of human beings is under considera- 
tion, the last likewise applying to families 
and friends. The evaluations tabulated 
must not, however, be compared with a 
profit and loss statement. Clinical improve- 
ment of any illness is well worth the effort 
in human and personal investment, and cer- 
tainly the money involved. It appears that 
the cost of maintenance of special chlor- 
promazine-reserpine clinics to prevent once- 
disturbed patients from relapsing and return- 
ing will be low in the long run. 
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OFFICIAL REPORTS 


THE SECOND DIVISIONAL MEETING OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


The second Divisional Meeting of The 
American Psychiatric Association was held 
in Montreal, November 8 to 11, 1956. The 
Quebec District Branch acted as host for the 
District Branches and Affiliated Societies of 
the North-Eastern United States and Can- 
ada. The Psychoanalytic Associations of 
Canada and North-Eastern United States 
participated. The meeting was well attended 
with a registration of over 600, of which 
number 450 were members. 

The high standard of the papers pre- 
sented at this meeting was reflected in the 
opening session, on November 8, when Dr. 
Francis Braceland and Dr. C. B. Farrar gave 
their scholarly and illuminating papers on 
Kraepelin’s fundamental contribution to 
psychiatry and his influence on his immedi- 
ate disciples and the following generations of 
psychiatrists, Dr. Frank Beach, Sterling 
Professor of Psychology at Yale, showed in 
his Academic Lecture, “Comparative Studies 
on Sex Drive,” that it is possible to quantify 
sexual behavior in animals but cautioned 
against extrapolating and generalizing the 
findings obtained from one species on to 
others. 

In the afternoon, Dr. Hadley Cantril, In- 
stitute for International Social Research, 
Princeton, gave a brilliant paper on “Per- 
ception and Interpersonal Relations,” in 
which he described the results of systematic 
investigations of perceptual distortions in 
connection with the emotional attitudes 
and/or conflicts of the subjects. Recently 
married couples, for instance, tended to dis- 

tort the stereoscopic images of the marital 
partner far less than those married for many 
years. A group of interesting papers on so- 
cial psychiatry was read and vividly dis- 
cussed following Dr. Cantril’s paper, while 
in another room electroshock therapy and its 
influence on brain function and LSD formed 
the topics of discussions. 
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That evening, Dr. Arnold Gesell gave a 
“Public Lecture” and presented a film on 
the “Psychology of Growth,” in which he 
described the recent extensions of his well- 
known studies on the psychology of the child. 
His paper met with the widest interest and 
was a most welcome contribution. 

The morning of November 9 was devoted 
to studies on schizophrenia. Dr. N. Kline 
and his research associates from Rockland 
State Hospital, New York, reported on their 
important team work on the “Nature of 
Schizophrenia.” Dr. Robert Heath presented 
his recent work on Taraxine, a substance 
extracted from the pooled serum of schizo- 
phrenics which when injected into normal 
volunteers produced transitory behavior dis- 
turbance comparable to that of schizophreme 
patients. Dr. Gibson and his group from 
Vancouver reported their studies on the aro- 
matic excretion pattern of schizophrenics, 
They found that paper chromatographs x 
the urine of acute schizophrenics contae 
Ehrlich-positive spots not found in normals 
or in those with chronic schizophrenia. 
These aromatic compounds have not yet been 
identified. The papers of that afternoon 
dealt with the historical and contemporary 
aspects of psychiatry and the present- a 
techniques in use both in the Western Wor 
and the Soviet Union. Interesting rapes 
postpartum psychosis, alcoholism, psy ig 
therapy, and group and occupational therapy 
followed. 

Saturday morning, November 10, ko 
equally divided between papers On P i 
analysis and the use of psychopharmaco e 
cal agents. Appropriately, the pape" by of 
Azima and Cleghorn described the use 
Rauwolfia in inducing dreams 1m 


was 


sion Dr. W, C. Scott spoke On iy 
Speech and Psychotherapy.” Problem 
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teaching and students in psychiatry were 
dealt with on Saturday afternoon. 

The sessions came to an end on Sunday 
morning, November 11, with a number of 
papers of general interest: on mental phe- 
nomena regarding suicide, art, and dream 
mechanisms. The last contribution was the 
timely paper by Dr. H. A. Bowes on “The 
Psychopathology of the Hi-Fi Addict.” 


employed in the 
other effect than 
a greater scale, 


You seem 
State of societ 
way. I think, 


plified to the 
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Social events included a cocktail party on 
November 8, a banquet and dinner-dance on 
the evening of November 9, and a civic re- 
ception by the Mayor of Montreal held on 
the top of Mount Royal on November 10. 
There was also an interesting program for 
the wives of the members. 
V. A. Krat, M. D., 
Montreal, Canada. 


MEANING AND VALUES 


, We cast the world into the mold of our perceptions. The fact that the world I construct 
18 so much like the world you construct is evidence of the similarity of our nervous sys- 
tems. . . . We all of us perceive the world in terms of space and time. e 
Question is how inevitably we are forced to this perception by the common properties of 
our nervous systems, or to what extent it is adventitious, depending on universal features 
in early experience and in particular on necessities incident to the use of language. This 
question is possibly capable of some sort of experimental attack, but I think in any event 
we are here perilously close to the verge of meaning, itself. 


An interesting 


—P. W. BRIDGMAN 


In the whole animal kingdom I recollect no family but man, steadily and pine raged 
destruction of itself. Nor does what is alt Gage mC x paced 
to teach him to pursue the principle of the belum ommi hend 
all th and instead of the little contest between tribe and tribe, to compr 

€ quarters of the earth in the same work of destruction. 


—Tuomas JEFFERSON 


to think that this advance [of civilization] has brought on too complicated a 
y, and that we should gain in happiness by 


ik, myself, that we have more machinery of gove A a 
many parasites living on the labour of the industrious. I believe it might be much sim 


relief of those who maintain it. 


treading back our steps a li 
rnment than is necessary, too 


—THOMAS JEFFERSON 


PRESIDENT’S PAGE 


About a decade ago The American Psychi- 
atric Association consisted of fewer than 
4,000 members and the yearly budget was 
about $50,000. The nation had just gone 
through a devastating conflict and psychiatry 
had been called upon to make a major con- 
tribution to military medicine. The disci- 
pline was now beginning to attract the at- 
tention of young men who recognized its 
potentialities. Today the Association num- 
bers 9,300 Fellows and Members and the 
budget for the coming year is estimated at 
$880,000. The rate of our growth has been 
accompanied pari passu by a number of prob- 
lems of great magnitude. 

One particularly worthwhile activity of 
the Association is the fall meeting of the vari- 
ous committees which go to make up its 
structure. Though these meetings are the 
only ones financed by the Association, ex- 
cept for particular or special groups like the 
Executive Committee, the cost represents a 
major item in our budget. The spring Coun- 
cil and committee meetings are financed by 
individual members themselves, it being as- 
sumed that they would be attending the con- 
vention anyhow. 

Regardless of cost, it is agreed by every- 
one that the committee structure of the As- 
sociation is one of its strongest facets. It 
needs to be encouraged and nurtured. The 
distribution of tasks among so many indi- 
viduals gives a wider voice in the Association 
activities to the membership and it justifies 
the expenditure mentioned above. Like all 
good things, however, the present committee 
structure has its drawbacks. Committees and 

sections have a habit of multiplying, seem- 
ingly in geometric proportion, and at regu- 
lar intervals a halt must be called and the 
whole committee structure re-examined and 
refurbished. The demand for the formation 
of new committees is indeed great. 
Though sections seem to multiply to a 
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lesser extent, in the words of Henry David- 
son, “too many sections jeopardize the pie.” 
He points out that if sectionalism is an evil, 
we are in danger of it now. Not geographi- 
cal, but doctrinal sectionalism is the prob- 
lem. Actually, members interested in a spe- 
cial aspect of psychiatry do not necessarily 
need a section of their own as a medium of 
A.P.A. expression. If a group furnishes the 
Program Committee with four or more ac- 
ceptable papers built around a common 
theme, the Committee, if it is possible, will 
schedule them in the same room at the same 
session. 

In the opinion of the same observer, too 
many organized sections can lead to difficul- 
ties. To keep their option section officials 
sometimes may have desperately to seek 
papers, even if no one is honestly moved to 
produce them. This, in turn, may lead to 
unnecessary presentations offered to audi- 
ences made up exclusively of presenters and 
named discussants, all of this in the hope of 
keeping viable a section which has ceased to 
enchant the members. Ke: 

If The American Psychiatric Association 
had not exercised firm control of section 
genesis in the past, Dr. Davidson notes that 
our annual meetings might still be studde 
with sections on malaria therapy, hydro 
therapy, and focal infection. We can a 
agree that ours is an indivisible art. Its fu- 
ture lies in more unity. It is time for another 
careful reexamination of the scaffolding ° 
our entire scientific edifice, for it is obvious 
that the size of the budget indicates that we 
are in the big leagues. ; à 

The ideas of members on this subject ri 
hereby solicited and letters addressed to i f 
writer giving opinions will be placed in i 
hands of those groups whose duty 1t g 
consider our increasing responsibilities a 
our long-term plans. D 

Francis J. BRACELAND, M.P. 


COMMENT 


PEACE OF MIND 


_ The most literal definition of psychiatry 
is the treatment of mental disorder ; it might 
not be too great a simplification to say that 
the aim of the psychiatrist is to achieve 
peace of mind for his patient. At present 
this goal is approached with more or less 
success by four main methods: psycho- 
therapy, drugs, “shock” therapy and leu- 
cotomy. These four are used singly or in 
combination. During the past 20 years leu- 
cotomy and various forms of “shock” have 
teieved many patients; but they are radical 
+ path and are not free from danger. 
oie has increased our knowledge of 
eS unctions of the frontal lobes and the 
Seed ted “shock” treatments have 
for, ittle; we are still woefully igno- 
fons e mode of action of electroshock, 
ties Stee carbon dioxide, and the 
Pai, peaking generally, they have per- 
ae ae by decreasing the suffering 
she fe nds of patients, by making it pos- 
or mental hospitals to become centers 
e therapy, and by greatly reducing 

€ population of the disturbe 
Pa wae disturbed wards. The 
a: rd” is almost a thing of the 

No 
quilizing”. re swamped by a wave of “tran- 
reached such oe Never has advertising 
Sine ee ane such incessent repeti- 
and picture. W ing suggestion by word 
tribution of X e must not minimize the con- 
ino doube ae oe to therapy. There 
| that they ae me of them are effective, 
Patients in on e quieted many disturbed 
taken i — hospitals. They have 
Btessive enil uch of the danger of the ag- 
notable ie eptic; they have reduced to a 
for shoe} on the need for leucotomy and 
Patients oy ag they have kept many 
accompli ‘ing hospitalized. These are 
Plishments; but th i 

tS of which y ey are accomplish- 
Practice 3 e must beware. In office 
Teady-to i ambulatory patients such 
There : ar z therapy can be overdone. 
great danger that the layman 


will prescribe for himself when he thinks he 
is “tense” or “nervous” or just wants to 
“relax? 

It is a rapidly moving world we live in, 
growing more and more complex year by 
year. Great social changes are going on. 
The improvements in communication have 
exposed each of us to many new stimuli. Tf 
we cannot react to them satisfactorily they 
call forth in us anxiety and hostility. An in- 
creasing number of people cannot enjoy be- 
ing quiet, undisturbed and alone. 

In order to adapt successfully to this new 
world one must take thought. One must 
know one’s self, One must contemplate with 
some objectivity his relationships with other 
persons, and learn to understand his own 
reactions. Many will need the help of psy- 
chiatrists to accomplish this. Fortunately 
the development of dynamic psychiatry has 
offered to the medical profession an effective 
therapeutic tool. There are now many psy- 
chiatrists trained to give such help. Psycho- 
therapy is the oldest form of therapy ; it is 
the mainstay of psychiatric practice. The 
only solid foundation for the treatment of 
mental and emotional disorders is a thorough 
understanding of each patient as an organ- 
ism and as a person in a particular social 
setting. n 

If we take the easy way and merely “tran- 
quilize” our patients with new or old drugs, 
we may seduce them into a bogus health, 
but it will weaken their adaptive capacities. 
Our patients will lose some of the keenness 
needed to live in this accelerated world; 
there may be more traffic accidents and the 
cult of relaxation may degrade our morale. 
If we psychiatrists surrender to this easy 
kind of therapy, and give up the careful 
study of our patient's problems, we might 
as well let the manufacturers of the “tran- 
quilizers” contract with the municipalities to 
put tons of drugs into the reservoirs of 
drinking water. Then everybody will relax. 
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No psychiatrist would subscribe to such 
a ridiculous notion. Our aim is to make 
patients responsible and at peace with them- 
selves. For those patients capable of adap- 


tation there are no cheap, wholesale short- 
cuts. Lasting peace of mind can be bought 
only dearly, by self-knowledge. 

SG 


DR. GREGG HONORED 


Recently the Albert and Mary Lasker 
Foundation gave to Dr. Alan Gregg of Big 
Sur, California, a special public health award 
in recognition of his great contributions as 
an officer of the Rockefeller Foundation to 
medical research and medical education in 
many countries. 

Dr. Gregg joined the Rockefeller Founda- 
tion in 1919, became director of medical 
services in 1930 and later vice-president. He 
retired at the end of June 1956. As direc- 
tor of medical services it is fair to say that 
he surveyed the world to see where help 
could best be given or new work started to 
promote the health of peoples, particularly 
through education and research in medical 
and allied fields ; and where needs were there 
he helped. 

Dr. Gregg was aware that psychiatry had 
not been supported to the same extent as 


other branches of medicine and he made this 
subject his special interest. Through his in- 
strumentality many and substantial grants 
were made by the Foundation to medical 
schools, hospitals and research laboratories, 
and psychiatry came to have a vastly greater 
part in medical education. 

Because of his pre-eminence as a medical 
statesman and his friendly interest in psy- 
chiatry, The American Psychiatric Associa- 
tion honored itself by making Dr. Gregg an 
Honorary Fellow in 1941. 

Largely through his leadership the Na- 
tional Library of Medicine in Washington 
will now become a reality. 

Although in his retirement he will no 
longer be giving money to promote medical 
and health work, he will still be in demand 
for wise counsel through the spoken an 
written word. 


FASHIONS IN ILLNESS 


In the course of my life I have often pleased or entertained myself with observing the 
various and fantastical changes of the diseases generally complained of, and of the reme- 
dies in common vogue, which were like birds of passage, very much seen or heard of at 
one season and disappeared at another, and commonly succeeded by some of a very 
different kind. . . . I remember at one time the taking of tobacco, at another the drinking 
of warm beer, proved for universal remedies; then swallowing of pebble stones in imita- 
tion of falconers curing hawks. One doctor pretended to help all heats and fevers by 
drinking as much cold spring water as the patient could bear; at another time, swallow- 
ing up a spoonful of powdered sea-biscuit after meals was infallible for all indigestion, 
and so preventing diseases; then coffee and tea began their successive reigns. The infu- 


sions of powder of steel have had their turns, and certain drops, 


of several names and 


compositions; but one that I find have established their authority, either long or generally, 
by any constant and sensible successes of their reign, but have rather passed like a mode, 
which every one is apt to follow, and finds the most convenient or graceful while it lasts; 
and begins to dislike in both those respects when it goes out of fashion. 


—Sm Wriam TEMPLE 


[Jan. 


Tis new 


New APPOINTMENT FOR Dr. LivINc- 
stoN. Dr. Robert B. Livingston has been 
appointed Scientific Director of the combined 
asic research programs of the National In- 
situte of Mental Health and the National 
Institute of Neurological Diseases and Blind- 
messin Bethesda, Maryland. He assumed his 
new position November 15, 1956. 

” Dr. Livingston came to the Public Health 
Service from the University of California 
Medical School, Los Angeles, where he was 


Pr 


associate professor of physiology and anat- 
omy. Prior to that time he served as an 
‘sistant professor of physiology at Yale and 
âs executive assistant to Dr. Detlev Bronk, 

dent of the National Academy of Sci- 
 ences— National Research Council. During 
F s tenure at Yale he participated in an ex- 
sive study and research program in 
ito] working with such eminent neuro- 
Py s as Professors O. A. M. Wyss, 
E Hess, Alfred Fessard, and Dr. Paul 


: Tn recent years, Dr. Livingston has been 
Tucilarly interested in the neurophysio- 
pce basis of behavior, and especially in 
He tinction of reticular formation in regu- 

Sensory input to the brain. 


. ol ome to Heap Soutn’s RE- 
aS OGRAM IN MentAL HEALTH 
Bie i oa ResrarcH.—Dr, Wilfred 
pe, of Boston has been selected to 
pad the ahd Regional Program in Men- 
fears taining and Research conducted 
- ot Regional Education Board. 
Neurolo aee is Chief, Psychiatry and 
and BY Service, V. A. Hospital in Boston 
bs ria te professor of neurology and 


; as t ti the Boston University School 
initia a gional Mental Health program was 
fer As the Southern Governor’s Con- 
This Cong 1953 at Hot Springs, Virginia. 
tertake a strat” asked the S.R.E.B. to un- 
Potentials Y of the South's resources and 


+ in men aa aini 
Sear, aii tal health training and re- 


i ties. Dr, Bloomberg wi 
it ~B g will assume 
duties January 1, 1957. 


NEWS AND NOTES 


New PSYCHOPHARMACOLOGY SERVICE 
Center.—A new Psychopharmacology 
Service Center to promote basic and clini- 
cal research into the action, efficacy, and 
limitations of the tranquilizing and other 
centrally active drugs has been established 
within the research grants and fellowships 
branch of the National Institute of Mental 
Health. The Center will perform informa- 
tional, research, advisory and coordinating 
functions, including consulting services, sur- 
veys, publication of a newsletter, summaries 
and reviews of recent and on-going research. 

The program of the Center will include 
support through the existing grant and 
award programs of the National Institutes 
of Health. These programs include research 
grants, research fellowships and training 
grants. 

The professional staff of the Center at 
present consists of Jonathan O. Cole, M. D., 
psychiatrist, as chief, and Sherman Ross, 
Ph. D., as research psychologist. Other key 
professional personnel will include a research 
neuropharmacologist, a research statistician 
and a research scientist for information and 
editorial functions. Advisory panels con- 
sisting of leading scientific authorities repre- 
senting the pertinent research areas are being 
appointed. SMENE 

Clinicians, research scientists, university, 
medical school and hospital research groups 
and departments are invited to inform the 
Psychopharmacology Service Center, Na- 
tional Institute of Mental Health, Bethesda, 
Maryland, of their interest in this field. 


Sourn ArricaN MEDICAL CONGRESS, 
Dursan 1957.—The 41st South African 
Medical Congress (and zoth Annual Scien- 
tific Meeting) of the Medical Association of 
South Africa will be held in Durban, Natal, 

mber 16 to 21, 1957: i 
STe Scientific pig will be divided into 
19 sections, among which the one on neu- 
rology, psychiatry and neurosurgery will oc- 
cupy an important place. ue 3 

Dr. B. Crowhurst Archer, joint organiz- 
ing secretary of the Congress and ae 
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universities and other research institutions 


COO SS E 
secretary of the section of neurology, psy- 


chiatry and neurosurgery, reports that there 
will be a combined sectional meeting on cur- 
rently significant aspects of mental illness 
and another on recent advances in medical 
education. In a recent letter Dr. Archer ex- 
presses the hope that some members of the 
A.P.A. may be able to attend this Congress. 
Further information may be obtained from 
the Congress Office, 112 Medical Centre, 
Field Street, Durban, Natal; Telegrams: 
“Medcongress.” 


CENTRAL New York Psycuiatric So- 
CIETY.—A joint meeting of the Central New 
York Psychiatric Society, a district branch 
of The American Psychiatric Association, 
and the Finger Lakes Neuropsychiatric So- 
ciety was held at the Veterans Administra- 
tion Hospital, Canandaigua, New York, 
November 8, 1956. 

The following officers were elected to serve 
for both organizations: president: Dr. 
Charles Greenberg, Sonyea, N. Y.; vice- 
president: Dr. Jacob Schneider, Willard, 
N. Y.; secretary-treasurer: Dr. Murray 
Bergman, Newark, N. Y.; council: Dr. 
Christopher Terrence, Rochester, N. Y., and 
Dr. Roy B. Greer, Rochester, N. Y. 

Dr, Wilbur K, Smith, Associate professor 
of anatomy, University of Rochester, ad- 
dressed the Society on the subject of “Newer 
Concepts of Brain Function.” 


NATIONAL CENTER FoR AGING RE- 
SEARCH.—Establishment of a Center for Ag- 
ing Research in the National Institutes of 
Health was announced recently by Dr. Leroy 
E. Burney, Surgeon General of the U. S. 
Public Health Service. 

Dr. G. Halsey Hunt, at present associate 
chief of the Service’s Bureau of Medical 
Services, has been appointed director of the 
Center. He assumed his new duties on No- 
vember 19. 

There are more than 12 million people in 
the U.S. today who are over the age of 65; 
by 1970, there will be more than 18 million. 
Many have special health problems, with 
which the new Center will give assistance. 

The primary objective of the new pro- 
gram is to promote research into the mech- 
anisms involved in aging. It will assist 


in conducting programs which will bring the 
full range of biological, psychological, and 
social sciences to bear on the problem. 


Geriatics IN N. Y. State DEPARTMENT 
or Menta, HYyciene.—Dr. Alvin I. Gold- 
farb has recently been appointed consult- 
ant on psychiatric services for the aged in 
the New York State Department of Men- 
tal Hygiene. In his new position, created by 
action of the 1956 Legislature, Dr. Goldfarb 
will coordinate research on geriatrics prob- 
lems and help in planning for the aged men- 
tally ill. 

A graduate of Johns Hopkins, Dr. Gold- 
farb has served as chief of the department 
of neurology and psychiatry of the Hospital 
and Home for Aged and Infirm Hebrews, in 
New York City, since 1949. 


PSYCHIATRY IN (OCCUPATIONAL 
Heatru.—The Institute of Industrial 
Health College of Medicine, University of 
Cincinnati, is sponsoring a course of instruc- 
tion on psychiatry in occupational health 
during the week of March 11 to 15, 1957: 
It will be presented by the department of 
preventive medicine and industrial health in 
collaboration with the department of psy- 
chiatry, University of Cincinnati, with the 
cooperation of the Committee on Industrial 
Psychiatry of The American Psychiatric 
Association. The objective of the course 'S 
to give physicians more understanding of the 
prevention of emotional and psychosomatic 
disorders in the occupational setting. 

For further information write to: Secre- 
tary, Institute of Industrial Health, Ketter- 
ing Laboratory, Eden and Bethesda Avenues, 
Cincinnati 19, Ohio. 


$25,000 Grant ro Ficut MENTAL ju 
NESS.—The National Association for HET 
tal Health recently received a grant 
$25,000 from the Smith, Kline and Frens, 
Foundation, Philadelphia, m 
the second phase of their program to cè 
ganize committees and community i 
programs of the 550 state and local affilia a 
as well as the national office, of the nat 
mental health organization. 


The first phase of this program, initiated 


1957] 


last November with the help of a $50,000 
grant from Smith, Kline and French Labora- 
tories, provided for the organization of a 
Field Service department, with a staff of 10, 
to assist existing state and local mental health 
associations and to organize new ones. This 
part of the program has resulted, to date, in 
the affiliation of 7 new state mental health 
associations (in Mississippi, Missouri, North 
Carolina, South Carolina, West Virginia, 
Wyoming, and the District of Columbia), 
for a total of 4o. 


Causes or CEREBRAL PALSY AND MEN- 
TAL RETARDATION Stupiep.—Awards of 
more than $700,000 for a 4-year investigation 
into the causes of cerebral palsy and mental 
tetardation have been made to Yale Univer- 
Sity School of Medicine and to Brown Uni- 
ahd by the U. S. Public Health Service. 

ese awards mark the beginning of a large 
ated research program which, during 
R = I to 20 years, will attempt to iden- 
ee enbe for such disorders as 
a ia sy, mental retardation, blindness, 
oo ing Brown and Yale universities 

e first of a dozen or more institutions 


that are ex Re: 
pected to join i i a 
program, join in this research 


Sa INSTITUTE IN PSYCHIATRY AND 
Pe The ninth annual Institute in 
AR “4 and neurology will be held at the 
iy Lan North Little Rock, Ar- 
ticipants ebruary 28 to March 5, 1957. Par- 
Pr will include Dr. Francis G. Brace- 
“eli of The American Psychiatric 
Speakers, n, and many other distinguished 
Dr, S 
ange a celand will present the principal 
ning oh the dinner session Thursday eve- 
ary 29 ie 28. On Wednesday, Febru- 
Psyehology o will be workshops in clinical 


» 8Y, psychiatri i 
Psychiatric nursing ic social work, and 


r. H y Pa 
VA, ele W. Sterling, manager of the 


intereste PA at North Little Rock, invites 
Si ripro fessional personnel to attend 
charge €, registration being without 


CASEN 


~The Vet NICAL INVESTIGATOR PROGRAM. 
erans Administration plans to train 
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selected physicians and dentists whose pri- 
mary responsibility will be medical research. 
The candidates for this appointment must be 
interested in the care of veteran patients in 
fields basic to neurology and psychiatry, car- 
diovascular disease, cancer, degenerative dis- 
eases and the aging process. Any physician 
or dentist is eligible for this training pro- 
gram who has completed the formal resi- 
dency training period required prior to 
American Specialty Board certification and 
wishes to do full-time research for a period 
up to three years. The beginning salary is 
$8,990. The candidate should submit a cur- 
riculum vitae, and prepare a detailed descrip- 
tion of his proposed research program, and 
select a preceptor who will follow his career 
throughout the period of appointment. 
Selection will be made semiannually for 
January and July appointment. Applications 
may be obtained from the manager of the 
Veterans Administration hospital of choice. 


TRAINING AT STRICH SCHOOL OF MEDI- 
cung.—The department of neurology, and 
psychiatry of the Strich School of Medicine, 
Loyola University, Chicago, Illinois, an- 
nounces the formation of a fully approve 
3-year residency training program in psychi- 
atry. The basic science and clinical material 
are provided by the medical school, as well 
as the group of hospitals associated with the 
Strich School of Medicine. The program is 
under the direction of Dr. John J. Madden, 
professor of psychiatry, and chairman of the 
department of neurology and psychiatry. 


———— 


Yare University SUMMER ScHOOL OF 
ALCOHOL Srupres.—The 15th annual ses- 
sion of the Yale University Summer School 
of Alcohol Studies will be held July 1 to July 
27, 1957. Lectures and seminars dealing 
with the problems of alcoholism in society 
will be presented by specialists drawn from 
the social sciences, medicine and psychiatry, 
religion, education, and public health. Work- 
shops will supplement the lecture and semi- 
nar program. ‘ 

For further information regarding the 
course and admission procedure write e 
Registrar, Yale Summer School of cre s 
Studies, 52 Hillhouse Avenue, New Haven, 
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Connecticut. Enrollment is limited this year 
to 200 students. 


New A.M.A. FILM on Docror-LAWYER 
Rexations.—The American Medical Asso- 
ciation and the American Bar Association 
are sponsoring a new series of films dealing 
with the professional relationships of doctors 
and lawyers. The first in the series, “The 
Medical Witness,” a 30-minute black-and- 
white, 16 mm. film, had its premiere in Se- 
attle, Washington, November 27, 1956. Pro- 
duced by The William S. Merrell Company, 
Cincinnati, Ohio, as a service to the medical 
and legal professions, “The Medical Wit- 
ness” is now available to medical societies 
and may be booked through the Film Li- 
brary, American Medical Association, 535 
N. Dearborn St., Chicago 10, Illinois. 


MENNINGER FOUNDATION SEMINAR FOR 
Executives—The Foundation will hold its 
second annual seminar for executives Febru- 
ary 4 to 8, 1957. The seminar, entitled “To- 
ward Understanding Men,” will deal with 
the practical application of psychiatry to 
business and industry. 

Enrollment will be limited to 20 executives 
at the presidential and vice-presidential level. 
Enrollees participate in a week of lectures, 
demonstrations, and discussions of common 
problems in communication, supervision, and 
motivation, 

The Division of Industrial Mental Health 
of the Menninger Foundation, under the di- 
rection of Dr. Harry Levinson, was estab- 
lished a year ago and its activities include 
seminars, research and training in human 

relations in business organizations, 
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Requests for applications and further in- 
formation may be directed to Dr. Levinson 
at the Foundation. 


ScHIZOPHRENIA AS SUBJECT FOR INTER- 
NATIONAL CoNGRESS.—The Second Inter- 
national Congress for psychiatry will take 
place in Zurich, Switzerland, from Sept. I 
to 7, 1957. At the request of the Interna- 
tional Organization of the World Congress 
for Psychiatry the subject selected as the 
main theme is “The Present Status of our 
Knowledge about the Group of Schizo- 
phrenias.” The official languages of the Con- 
gress are German, French, English, Spanish, 
and Italian. The topics for discussion in- 
clude the pathogenesis, psychopathology, and 
treatment of schizophrenia, as weil as a his- 
torical review of the illness and some discus- 
sion of the social questions arising in con- 
nection with the care and treatment of 
schizophrenic patients. 


Deatu or Dr. Kraus.—Word has beet 
received of the death of Dr. Gerard Kraus, 
Groningen, Holland, Corresponding Fellow 
of The American Psychiatric Association 
since 1953. 5 

Dr. Kraus was born in Groningen 1n 1898 
and received his early medical training at the 
University of Utrecht. He specialized in 
psychiatry at Leiden and later at Groningen, 
where he was appointed professor of PSY 
chiatry in 1950. From 1951 on he serve 
also as consultant for the mental health divi- 
sion of the W.H.O. 

Dr. Kraus published several papers 07 
mental health, and an elementary me 
on psychiatry by him will be publishe 
posthumously. 


COMMUNICATION 


In my opinion, the reading aloud of a written paper is a cardinal sin, as deplorable as 
meretricious writing; it is a wicked procedure, utterly contemptuous of the audience and 


unfair to it. 


—Georce SARTOIR 


BOOK REVIEWS 


Tue INTERPRETATION OF NATURE AND THE PSYCHE. 
By C. G. Jung and W. Pauli. (New York: 
Pantheon Books, 1956. $3.00.) 


This book consists of two essays. The first, by 
C. G. Jung, on “Synchronicity: an Acausal Con- 
necting Principle,” has for its theme the phenomenon 
generally known as “sheer coincidence.” A novelist, 
let us say, has just decided to call a character in his 
book Mr. Tackhammer, when there is a knock at 
the door and a Mr. Tackhammer is announced. 
Coincidences as unlikely as this have happened to a 
great many people, perhaps nearly everyone. They 
make a strong impact on the mind: they have, Jung 
Says, a quality of the numinous, but their general 
effect is to paralyze one’s mental processes. A 
primitive mind has no difficulty with coincidence, be- 
cause, though strange, it is thoroughly in accord 
with the primitive view of the world as arbitrary 
ae produced by mysterious powers. But a 

P educated person immediately asks himself, 
Be egal rae if Mere appears to be no 
tions i “ls y dismiss the matter. Explana- 
“onl pe coming, are usually based on an 
Sether aT of causation: some agent, 
a 5e or a secret power of the mind, 
“pied © have brought the coincidence about 

a transmission of energy, 
aoe at argues that coincidences are in fact un- 
iious. y ; abe Phenomena relating to the uncon- 
Ting falls tt cally to that deeper level of it which 
one aay e collective unconscious. Occasionally 
causality: es tons to the general operations of 
cludes a ings “just happen” in a way which ex- 
ir Ait pance and causation. This is what 

aban z y synchronicity. A hypothesis of syn- 
ing Taf nderlies all modes of divination, includ- 

3 M ; itis found in all cases of premonition, 

the Ri glad hypothesis is necessary to account for 
For eae a ments in extrasensory perception. 
be explained AN eea egi knowledge cannot 
is uncaused jan y by any theory of transmission: 
scious, The rade springing from the un- 

i tot operas unconscious, unlike the conscious, 
and tj € in a world of causality, or of space 
ina world vider collective level, does it operate 
World is a Taa into subjects and objects. Its 

nN ity of correspondence. The idea of 

Of the ieee! With its philosophical by-products 
traced from me and the monad, is then briefly 
itz. Ju ‘ato and the Chinese Tao down to 

the whole Pat somewhat manic tendency to see 
‘Sm comes on hilosophy as an allegory of Jungian- 
em language oa remarks as: “Expressed in 
images of e the microcosm which contains 
nscious” Pa ohn would be the collective 
tty to a is hy The argument grinds un- 
MOtations tha a footnote (p. 142), full of 
Pas of ne Church Fathers about the 
cession, 70d's creative power from temporal 


Is coincidence, then, merely to be regarded as an 
opportunity for meditating on the essential oneness 
of all being? Jung insists that synchronicity is 
“meaningful” and that the conception of explana- 
tion does apply to it. But if it can be explained it 
can hardly be distinguished from all forms of causa- 
tion. The word cause is employed throughout in 
its narrow empirical sense of an efficient cause which 
always precedes its effect and transmits energy to 
it. Forms of causation which do not precede the 
effect, such as Aristotle’s final cause, or even his 
less controversial formal cause, have many af- 
finities with synchronicity, as Jung himself observes. 

Further, it could be almost a definition of co- 
incidence that it is a bit of design or pattern which 
we are unable to see any use for. Whatever philo- 
sophical criticisms have been directed against time, 
space and causality, they have been extremely use- 
ful conceptions, and if synchronicity is to be recog- 
nized as a fourth principle equal in importance to 
these other three (p. 134), one naturally wonders 
what its use is. It seems to me that the only way 
to make it a real power in modern thought is to do 
what Jung explicitly refuses to do (p. 144) and 
associate synchronicity with other forms of syn- 
chronization. This would give us the principle that 
nature, like the human mind, works by Gestalten a 
patterns of configuration, a principle which we badly 
need for such problems as, say, the evolution of a 
warm-blooded animal. Jung speaks of synchronistic 
phenomena as manifestations of a creative power 
working in time. The word “creative could open 


i an explanation of coincidence, 
this ear dressed op restatement of the primi- 
incidences are caused by the agency 
Causation has not been 
ly been transferred from the 

Jung is a 


— thinker, and here as elsewhere he put his 


are two elements: the facts observed 
tructure which interrelates them. 1} 
principles of that structure are usually ae a 
images. Some ilosophers, such = 

divided line and his cave, know this et ret 
obvious: others are unconscious pa r 
es, and so project them into t phot 
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diagrams and tries to fit observations into them. 
In most modern scientists we see the opposite ex- 
treme, a mental process so focussed on observation 
that it is quite unconscious of the way in which inner 
patterns or formal principles of thought are select- 
ing, guiding and relating the facts observed. These 
patterns or formal principles of thought are called 
“archetypes” by followers of Jung. From this point 
of view a study of a thinker who stands on the 
boundary line of occultism and modern science, re- 
vealing both the scientific respect for observation 
and the occult fascination with symmetrical patterns 
of thought, would be of particular value. 

Kepler is such a thinker: he has a hierarchical 

view of the universe which starts with the Trinity 
and works down through a series of correspondences 
to the earth, which he thinks of as a single living 
organism. He regards the sphere as the most beauti- 
ful and complete of all forms, the symbol of God- 
head, and because of this preference he is led to 
champion the new heliocentric view of the planetary 
orbits. The author remarks that “in Kepler the 
symbolical picture precedes the conscious formula- 
tion of a natural law.” In spite of this aesthetic and 
speculative apparatus (it would be psychologically 
more accurate to say because of it) he discovered 
some of the essential laws of planetary motion and 
became an indispensable predecessor of Newton. 
The quotations from Kepler show a vigorous candid 
mind, and such remarks of his as “the mind itself, 
if it had never possessed an eye, would demand an 
eye in order to comprehend things outside itself” 
are typical of a great age of discovery and intel- 
lectual excitement. His controversy with Robert 
Fludd is also touched on, to show the contrast in 
attitude between the victorious new science, con- 
cerned with quantitative measurement and observa- 
tion, and the older occult view which denied that the 
human soul was a part of nature because it was of 
the essence of God who has no parts, and which re- 
garded all division and measurement as repre- 
hensible. 

The author closes with some very elliptical re- 
marks, summarized from another article, which fit 
his essay to its predecessor. He suggests that the 
old picture of a subjective observer contemplating 
an objective world, the psychological processes of 
the one having no real relation to the physical 
processes of the other, is breaking down. Automatic 
observation by instruments brings the objective 
principle into subjective perception; modern psy- 
chology makes the psyche itself an object of study. 
Further, the act of selection in experiment is an 
interference with an objective causal sequence; it 
brings the elements of creation into it, and as crea- 
tion is always contingent, we return to that sense 

of the significant exception to causality which we 
see in coincidence. Thus the argument of the two 
essays taken together is apparently that the sense 
of uncaused total significance is the psychological 
origin of knowledge. 
NortHROP Frye, 
University of Toronto, 


STUTTERING IN ApuLTs AND CHILDREN. Edited by 
Wendell Johnson, Ph. D., and Ralph R. Leuten- 
egger, Ph. D. (Minneapolis: University of Min- 
nesota Press, 1955. $5.00.) 


It is regrettable that virtually all of America’s 
medical education programs, internships, and resi- 
dencies pay little or no attention to speech and voice 
disorders. This circumstance stands in unfavorable 
contrast with major European medical schools 
where didactic and clinical material is afforded 
rightful and proper emphasis in the curriculum, par- 
ticularly on the postgraduate level. American- 
trained physicians, having had the advantage of the 
finest type of medical education in the world, are 
nevertheless likely to give unwitting wrong advice 
concerning the treatment and management of speech 
disorders, All too often, for example, the parent 
of a stuttering child, or of one who has delayed 
speech or faulty articulation, is told erroneously that 
“he will grow out of it”—or else that cutting the 
allegedly short frenum will cure the condition. 

This is palpable medical ignorance and the re- 
sponsibility for perpetuating it rests squarely upon 
the planners of our modern educational system. It 
has been estimated that approximately 10% of our 
country’s population suffers from various speech 
disorders, while 1% (1,600,000 persons of all ages) 
stutter. As a disadvantage, or a handicap, this sta- 
tistic is far in excess of many more widely publicized 
disabilities, Unfortunately for such persons, most 
physicians are totally unsophisticated concerning 
the etiology, therapy, and prognosis of speech dis- 
orders. Knowledge of these matters has been de- 
veloped by inquiring minds in our universities, many 
of which grant advanced degrees in speech pathol- 
ogy or related areas. Inevitably in such endeavors 
university speech clinics have been established to 
provide neighborhood clinical material for students 
to study and to treat, The research and the therapy 
has been, and remains today, almost exclusivey 
under the direction and supervision of those who 
hold the degree of Master of Arts or Doctor E 
Philosophy in speech and dramatic arts, spe 
pathology, or in psychology. of 

In view of the organic basis for many types l 
speech disorders, and of the involved psychopatho™ 
ogy responsible for many of the so-called a 
tional” types, it is highly questionable if complete 
appropriate therapy for the speech patient a 1 
achieved by a non-medically educated individin 
However, in all fairness it must be stive ire 
reference to the situation as it exists today, t% 
person with a speech disorder is more likely to a 
correctly diagnosed, understood, and treated usj- 
versity trained therapists than by the average P = 
cian who has graduated from one of Americas 7 
flight medical schools, internships, or specialty 


dencies, x 
when the cont 
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and the stutterer, during the past 3 decades at the 
State University of Iowa. Of the 43 papers by 
various investigators, the majority are condensa- 
tions of dissertations written in partial fulfillment 
of the requirements for graduate degrees. Not only 
the quantity, but likewise the quality, of these stud- 
ies supports the esteem and prestige enjoyed by the 
University of Iowa as the academic pioneer in the 
investigation of stuttering. The roster of authors 
includes numerous names which are recognized 
today as pre-eminent in the field of speech research 
and therapy; many of the authors now head speech 
departments in universities and colleges throughout 
the country. 

This book examines, from a research viewpoint, 
the onset of stuttering in children, the interrelation- 
ships between the stutterer’s personality and his dis- 
order, some of the conditions under which stuttering 
is likely to be increased or decreased, and the pos- 
sible contribution to disordered speech production 
by the neurophysiological mechanisms involved. In 
effect, the theses tend to support Wendell Johnson's 
diagnosogenic” theory that a stutterer is not born, 
but is made—by the circumstance that the normal 
oes of early childhood are misunderstood 
ga misinterpreted by the child's relatives. John- 
e aai that a non-fluent youngster is not a 
ae a until his normal non-fluencies have suffi- 
Ges o ismayed his anxious parents or other rela- 
AEA K they label him to be a stutterer. A 
Ghee imself, Johnson writes that “at the 
ay the nee or original diagnosis it was not 

Weak ild, if at all, but also the parent—not only 
cans , if at all, but also the listener—who was 
a oigh this volume is vastly informative and 
ff, coe ig, and admittedly suggests further explora- 

tl enot avoid the conclusion that our total 
ae T ; the stuttering syndrome is roughly 
of tissue w oe we know about the cause or causes 
tindant eer ignancy: reams have been written, 
little is rei meee is provided, but, as yet, very 
agreement Salad known which has evoked general 
otmed speech ng the authorities. Among more in- 
stuttering eca research and clinical therapy circles, 
ifestation a is Tegarded as a psychosomatic 
ave employed a and anxiety. Psychiatrists 
Psychoanalysis k, erapeutic measures ranging from 
therapists, O tranquilizing medications; speech 


applied university trained or otherwise, have 
Clinical pg Seti and ingenuous measures; 
the feats Pologists have attempted to integrate 


i eng, as well as 
ed Rorschach and c 
soup thrapy, 


Ve met wi 
$ wi 
failures, Vth an oc 


Whee 
Mecane OF not the person who stutters does 80 
p Merafted neurological predisposition, upon which 
tors, jg he sdequate environmental precipitating 
thought nown. There are two general schools 
Tepres regarding the etiology of stuttering: that 
Bf others hE ohason and the many he has trained, 
tren, althon ed Prefer to adhere to somewhat dif- 
gh related concepts—and those who 


the misleading, revelations 
ther projective techniques 
All of these therapeutic efforts 
casional success and with many 


favor organistic viewpoints. The latter group takes 
cognizance of the concepts expressed in Selye’s 
“Adaptation Syndrome”; they refer to pertinent 
neurological research on organic symptoms pro- 
duced by hypothalamic dysfunction under the influ- 
ence of cortico-thalamic tract impulses; they remain 
mindful of the extensive studies on neuro-vegetative 
imbalance as seen in many patients with psychoneu- 
roses, with psychoses, with endocrinopathies, etc., 
who, also, are stutterers. 

Stuttering in Adults anë Children is well 
written and splendidly edited, It is a veritable 
treasure-house of source material for further scien- 
tific inquiry, It is recommended without reservation 
to those who may wish to know about the historical 
development of stuttering research, the evolution of 
a popular etiological theory, and a precise exposi- 
tion of what is equivocal and unequivocal in pres- 
ent-day knowledge of the subject. 

In terms of psychological and clinical medicine 
and medical research, reading of this book by the 
physician should cause him to take a long look at 
the cited deficiency in his own medical education. 
It should give him pause to advocate, when he has 
proper opportunity, that our medical schools pay 
more attention to informing their students about 
speech disorders, and stuttering in particular. John- 
son states that there are fifteen million stutterers in 
the world. According to his theory of etiology, it 
could have happened to any of us . . . —as it could 
happen to any of our own young children. 

Lynwoop HEAVER, M. D., 
National Hospital for Speech Disorders, 
New York City- 


S History or Meoicive. By Erwin EN 
A yen M.D. (New York: The Ronald 


Press, 1955. $4.50.) 


Professor Ackernknecht has produced a valuable 
and eminently useful book. He has compressed kind 
age-old story of medicine into such ate 
pass as to recommend his text as required re ng 
to doctors and medical students and indeed to zo 
are con with problems of health a ya 
pretty ee or oo ce at aa 

ries, K 
fenira concerned with the art and science of 


ici t by a book such as this: those on 
meikin Sara ety the patients, must not be 
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renaissance of medicine in the sixteenth century. 
Particular attention is paid to the rapid develop- 
ments of the nineteenth century. A special chapter 
js devoted to the history of medicine in the United 

States, and the book concludes with a short survey 
of present-day achievements throughout the world.” 

As the author points out, “Medicine and disease 

have had an undeniable effect on the whole of 
history, and the medical behavior of a period can 
be regarded as a kind of projective test of the total 
culture of that period.” And speaking of medicine 
in general he emphasizes that “disease is more than 
the physiological and psychological breakdown ofan 
individual. Powerful social factors determine 
whether people fall sick or not, and how and with 
what results they are treated.” 

Another reason for the importance of medical 
history, particularly in the training of the medical 
student, and, it might be added, in the screening 
of those to be accepted for such training, the author 
does not overlook : “Medical education is complete 
only if it implants certain moral and ethical values 
in the future doctor. . . . Those acquainted with the 
teachings of Hippocrates, with the lives of such men 
as Paré, Lister, Pasteur, or Osler, will find in them 
ever-flowing sources of moral strength.” 

Finally, the historical perspective is indispensable 
as a corrective for those, who, making use of the 
complicated techniques of modern medicine, live 
“with the misconception that every good thought 
and useful technique was invented only yesterday 
and that most important problems are very close 
to final solution.” 

The foregoing quotations offer hints of what may 
be found in Dr, Ackerknecht’s admirable book, It 
is illustrated by individual and group photographs 
of some of the more significant figures in medical 
history, as well as of certain ancient appliances and 
procedures. There is even a picture of a statue of 
Imhotep, the first identified physician in history or 
the Egyptian god of medicine. There is also a list 
of Nobel laureates in medicine and physiology, 1901- 
1954. 

Tn an appendix is quite a lengthy list, chapter by 
chapter, of suggestions for further reading, Any 
literate person will find the perusal of this book re- 
warding. y 


CBF. 


Diacnostica Psicuiatrica. By Agostino Rubino, 
(Napoli: Casa editrice V. Idelson’#E. Gnocchi 
E. F. 1054.) ; G 


In his preface, Prof. V. M. Buscaino, Director of 
the Neuropsychiatric Clinic in Naples, with which 
the author is associated, favors this book because it 
follows the Italian tradition “not to disjoin the 
mind from the body.” The psychiatry that is not 
based on neurobiologie foundations he describes as 


“chatterological” (chiachierologica). The capacity 
of a chemical like lysergic acid to produce psychotic 
symptoms should direct us to a somatic approach 
in mental illness. 

The manual of Psychiatric Diagnosis does devote 
one-fifth of its text to a somatic approach: history 
of physical ailments, hereditary factors, physical 
examinations and laboratory tests. It discusses 
briefly investigatory methods based on psychology 
and analysis (dreams, hypnosis, free association) 
and pays attention also to posture and facial ex- 
pressions—the theories of Cesare Lombroso are still 
in great favor in his native land. T here are chapters 
on the examination of conscience, of the psychic 
functions, and of tests of personality (MPPI, 
Pressey, Eysenck, Rorschach, Moreno, Appel, 
T.AT., Jung, etc.). 

The present text is somewhat brief and is more of 
an introductory character than a working manual. 
However, this volume is subtitled “Parte Generale” 
and another part in greater detail is assumed to 
follow. As a general outline it is composed with 
great lucidity and precision. It will be of great use- 
fulness to workers in this field. 

Hirscu L. Gornon, M.D» 
New York City. 


Hisamıne. In Honor of Sir Henry Dale, Editors 
for the Ciba Foundation: G. E. W. Wolstew 
holme and Cecilia M. O’Connor, (Boston: 
Little, Brown and Company, 1956. $9.00.) 


In April 1955 the Physiological Society and the 
British Pharmacological Society held a joint meet- 
ing in London on histamine in honor of Sir Henry 
Dale, It was immediately followed by a symposiun, 
limited to a small group on certain aspects : 
histamine reséarch, This volume consists © the 
papers and discussions at these meetings. 

The origin, sites of occurrence, mechanism of re 
lease, fate, and significance are dealt with exten: 
sively though necessarily a bit disjointedly bert 
the report represents the proceedings of the ™ 
ings. s 
More questions by far are raised than answer A 
Strong evidence pointing to the mast cells. as 
major source of histamine is put forward. | ag 

As well as an up-to-date source of informatio n 
problems in this field it gives an excellent B 
into the important role basic chemistry and P! y tie 
are taking in research. This book is 4 mast a 
workers in the field, but also raises some ¥erY s ory 
ing, objective and critical thoughts for ~ 
might too glibly evoke histamine as a clearly, 
stood mechanism for certain psychosomatic 
nomena. uD 

w. T. W. Cilike, Mee 
University of Toro! 
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EVOLUTION OF COMMUNITY MENTAL HEALTH CONCEPTS + 
ROBERT H. FELIX, M.D. BetHespa, Mp.? 


To trace the lifeline of community mental 
health concepts is to reveal man’s plasticity 
to ideas and change. In time and place, so- 
ciety’s concern has varied widely, running 
the gamut of ignorance to insight, ritual to 
research, and medicine man to medical spe- 
cialist. Man’s progress in devising methods 
to deal with psychological disorders cannot 
be charted in a straight line of ascent. Like 
human experience itself, the mental health 
movement has been frequently stopped in its 
tracks, forced to draw back before sufficient 
ground has been covered to allow for net 
forward movement. 

This is probably the pattern that most of 
us who wrestle with the problems of mental 
ill-health and mental health have regularly 
‘neountered. For this reason it seems 
_ Profitable, to examine from time to time, our 
Past as it influences both our present and 

future efforts. We, who work so close to the 
ce oe tend to lose our historical per- 

ae n many cases a backward glance 
2 an us a truer measure of our ac- 
feeling Tmn and relieve us of some of the 

TA E o and guilt because we 
tine, ged the world in a brief life- 
Eaten an organized mental health 
Ee he a suddenly bufst full-blown 
cre ay : ic consciousness. It has taken 
By fron ay milleniums, moving gradu- 

province of the supernatural 


to 
ai then on to prevention, and 
"of total h ms mid-century accent on a spirit 
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Whi 
irae 1 hygiene of the mind had been 
Of the t “ In earlier periods, the beginning 


wenti : 
entieth century furnished the cul- 


thea, 
. Read : 
tion fop Ments symposium, Community Organiza- 
piara Health, at the 112th annual meeting 

Til, April a, at” Psychiatric Association, Chicago 
"Directoe wey 4, 1956, À ; 

National cae Institute of Mental Health, 
Y S.D Trea of Health, Public Health Serv- 
tlfare, Bethesda ry a Education, and 


tural climate in which an organized mental 
health movement could flourish. Swift in- 
dustrialization and a rapid population ex- 
pansion had produced a major social reor- 
dering. To society as a whole, the early 
1900's introduced more political and social 
involvement, the growth of big business and 
big labor, and an expansion in communica- 
tion and individual interests beyond ‘the 
boundaries of the local community and the 
country. It was the dawn of new social 
welfare legislation, child labor laws, mental 
testing programs, suburbia, progressive edu- 
cation, the feminist movement, and a re- 
alignment of family life. 

It was a period of major medical advance 
marking the beginning of an interdisciplinary 
approach to normal and maladaptive be- 
havior. Dynamic psychiatry, physiology and 
sociology had provided many of the new 
tools. History was being reinterpreted in 
the light of new knowledge of mind and emo- 
tions—eugenic theory, the spirochete in the 
etiology of general paresis, neuron theory, 
Freud’s psychoanalysis, ‘Meyerian _ Psy- 
chology, a new discipline of psychiatric so- 
cial work, and discoveries in bacteriology 
and chemistry leading to the control of ty- 
phoid fever, tuberculosis, and diphtheria. 

Dissatisfaction with old orders and de- 
mands for remedial changes were the order 
of the day in 1908 when Clifford Beers, who 
had been mentally ill himself, published his 
candid and deeply sensitive account of the 
abusive treatment and sordid conditions that 
prevailed in this country’s mental hospitals. 
Mr. Beerst book, A Mind That Found Itself, 
was the opening salvo in setting off a mental- 
health chain reaction that has resounded 
around the world, Alert to the significance 
of the book and anticipating the entrance of 
a social viewpoint in psychiatry, both Pro- 
fessor William James and Dr. Adolf 
Meyer lent their strong support and bs 
agement to Beers’ plan for a network 0 
community mental hygiene associations “as 
an effective means of promoting and conserv- 
ing mental health and ameliorating the 
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scourge of mental ill-health.” Beers’ inspired 
undertaking led to the establishment in 1909 
of the National Committee for Mental Hy- 
giene, the forerunner of today’s National 
Association for Mental Health. 

In the first few years after Beers suc- 
ceeded in synthesizing the movement, public 
concern was largely directed to improving 
mental hospital conditions, World War I 
interrupted much of the still limited activity, 
but it taught the health professions and the 
public a great deal that they had formerly 
only suspected about mental illness and the 
potential value of mental hygiene. From the 
war experience it was apparent that deal- 
ing with those already ill was not enough. 
There was a necessity for preventive tech- 

niques, and the mental health movement 
shaped up with a new emphasis, 

Interest first centered on provisions for 
maladjusted children. It was immediately 
clear that the mental hospital was not an ap- 
propriate setting for treating children. The 
child’s total environment—his home, his 
school, all of the community agencies—had 
to be taken into account. This was accom- 
plished. The concern of courts, schools, wel- 
fare agencies, and other elements of com- 
munity life led naturally from exclusive 
interest in mentally ill children to the con- 
cept of child-guidance clinics, 

The most significant outcome of pioneer- 

ing in child guidance was the stimulus it gave 
to mental health research. The genesis of 
mental illness now began to be sought in 
earnest, and the search led to the child’s 
whole constellation of relationships. The 
identification of physical and emotional fac- 
tors that contributed to disturbance in the 
individual child was followed by the identi- 
fication of community factors that con- 
tributed to the child’s personal problems. 
The next step was inevitable—a recognition 
of the needs for mental health services not 
for the child alone, but perhaps more ur- 
gently for his parents, his siblings, and all 
others responsible for or influencing his 
healthy growth and development. 

The contribution of the pioneers who led 
in the establishment of the child-guidance 
and adult clinics was not confined to addi- 
tional health services for children and their 
parents. As much as anything, it pointed up 
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the need of a new attack based upon a bal- 
anced and integrated program of services 
and research. This was the situation with © 
the onset of World War II. The pendulum ` 
had swung in 40 years from concentration 
on improved mental hospitals to outpatient 
and preventive programs. Concomitant with 
this swing was a temporary slackening of 
concentration on improving treatment and 
rehabilitation techniques. This is the stage 
of development when community mental 
health programs became a joint federal, 
state, and community enterprise, a necessity 
dramatically revealed by World War IL 


MENTAL HEALTH IN THE PUBLIC HEALTH — 
SERVICE 


In many ways, the history of the mental _ 
health program of the Public Health Service 
recapitulates that of the public mental hygiene 
movement. In each, the line of development 
has moved from almost a total emphasis on 
the hospitalized mentally ill to include out 
patient services and prevention. Authority 
to deal with mental health as a separate 
medical problem was first given to the Public 
Health Service in 1929. At that time, the 
Narcotics Division was set up with 
Walter L. Treadway as its Chief. While the 
actual emphasis of this Division was on 
one specific illness—narcotic addiction —U® | 
Treadway extended its function to b: 
considerations—the need for more res 

i 
J 
| 
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wider application of mental health services, 
and special attention to the mental h 
aspects of alcoholism and delinquency. M 
1930, the Narcotics Division was given 
creased authority to cooperate wt state 
and local mental health officials, and ma 
name was changed to Mental Hygiene Divi- 
sion. Dr. Treadway remained as the 1v 
sion’s Chief until 1938 when he was 
ceeded by Dr. Lawrence Kolb. nal 
Most of us know of Dr. Kolb’s class 
contribution to studies of narcotic addiction: 
Of equal importance are the vigorous = 
he made in laying the foundation for ani ad 
panded federal program in the treatment ar 
prevention of mental disorders. Dr. the 
decried the lack of research and urged ‘ 
creation of a national neuropsychiatric facili- 
tute, with both clinical and laboratory voit 
ties for the comprehensive study of at 
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and mental diseases. Such an institute, Dr. 
Kolb believed, should be able to allocate 
funds to competent research groups through- 
out the country. This was the thinking that 
Congress accepted 7 years later when the 
National Mental Health Act was passed. 

Dr. Kolb’s career touched upon that of 
another great man in American psychiatry, 
Dr. Samuel W. Hamilton, a foremost au- 
thority on mental hospital administration. 
Dr. Hamilton directed a project of mental 
hospital inspections sponsored by several 
medical and lay groups in the United States 
and Canada, including The American 
Psychiatric Association. The project was 
Supported by a grant from the Rockefeller 
Foundation. When the grant expired in 
1939, the Public Health Service took over 
the inspection services with Dr. Hamilton in 
charge, 

Unfortunately, the efforts of these and 
other workers of the 1930’s and early ’4o’s 
were hind if 

te hindered by lack of research, lack: of 
ttained personnel, lack of funds to conduct 
te and training, and strong resistance 
ate segments of both the public and 
Say on i is ete coordinated 
pea P z am. ehabilitation work 
ha , and community mental health 

ices barely made a dent on the com- 
Munity needs, 
oo World War II. Our military 
Nation’s lg ed the dire state of the 
called for st a health. The times again 

Bye taken Tong public action, and it could 
highly oi of several directions. It is 

Heat ar that the National Men- 
would have a in its present form and Scope 

0 for th een passed in 1946 had it not 
beatted « e wisdom, foresight, and whole- 
as oe of Dr. Thomas Parran, who 
Health S urgeon General of the Public 
of the Nae Dr. Parran was convinced 
i ity of a broad federal program. 

3 © writer was appointed to succeed 
104 olb upon the latter’ i i 
thing r. Parran’s shade wee peep 

: eas D further the development of 
This tame nd effective national program. 
Dr, Sdr E onal has been continued by 
who, ider hapten Dr. Leonard Scheele, 
National le terms of the Act, created the 

stitute of Mental Health in 1947. 


NATIONAL PLANNING 


In its broadest terms, the National Men- 
tal Health Act provides for a program 
involving 3 closely integrated functions: 
(1) research into the causes, diagnosis, pre- 
vention, and treatment of mental illness; 
(2) the training of psychiatric and allied 
personnel; and (3) assistance to the states 
in developing their mental health programs. 
Administration of the program is vested in 
the National Institute of Mental Health. 

In the first few years following the estab- 
lishment of the Institute, emphasis was 
necessarily directed to those activities which 
would stimulate concrete action on basic 
needs. The needs were then and continue to 
be—more trained personnel, more research, 
more state and community services, and 
better care and treatment of the mentally ill 
individual both in and out of hospitals. Now, 
however, there is one major difference. We 
have the machinery to move forward at an 
increasing pace to these ends. This last 
decade has seen a tremendous expansion in 
both personnel and funds to carry on mental _ 
health activities. Also, there has been an 
intensification in the depth and breadth of 
the activities that are conducted and sup- 
ported. Our efforts have expanded to in- 
clude work on special social and medical 
problems—the mental health needs of the 
aged, rehabilitation of the mentally ill, men- 
tal retardation, drug addiction, and juvenile 


delinquency, among others. 


COMMUNITY SERVICES 


The Institute’s community Po ait pro- 
i i t those responsi- 
gram is designed to carry ou 
bilities described in the Mental Health Act 
as “developing and assisting the States in 
the use of the most effective methods of pre- 
vention, diagnosis, and treatment of psychi- 
atric disorders.” This phase of the total pro- 
gram, in accordance with our concept of bal- 
ance, is closely integrated with the other two 
major phases—research and training. It 
must necessarily be 
services program operates 1 
diverse areas as assistance S the develop- 
ment of staff, education of pr 
groups, community education, clinic and vi 
habilitation services, consultation on menta 
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hospital administration, and other mental 
health aspects. 

Since the initiation of the community serv- 

ices program, we have seen continued prog- 
ress at both state and federal levels. In 1946, 
24 states had mental health programs. To- 
day each of the states has a going program. 
Much of this progress has come about 
through a federal-state partnership during 
the past 10 years. Our part has been to 
give the states consultation and assistance 
through staff in Washington, and particu- 
larly by the staff in our regional offices. Esti- 
mates for 1956 show that the states will ex- 
pend $25,500,000 for their mental health 
programs. The total federal funds available 
to the states in 1956 is $3,000,000. A meas- 
ure of progress is possible by comparing these 
figures with those for 1948: State and fed- 
eral funds in 1948 for outpatient services 
amounted to $4,657,996, and almost half of 
this—$2,130,858—came from federal grants- 
in-aid, 

What, in general, are the assistances we 
give to the states? Our most common re- 
quests are for consultation on program de- 
velopment, recruitment and training of per- 
sonnel, and methods of implementing mental 
health services such as outpatient clinics for 
emotionally disturbed and mentally retarded 
children and adults; improvement of treat- 
ment, rehabilitative, and aftercare programs ; 
and general public education. 

Our community services staff have worked 
closely with state and other national agencies 
in alcoholism control programs. Ten years 
ago not a single state had a formal program 
for control of alcoholism. Not there are 33 
states with alcoholism programs with total 
state expenditures amounting to $3,501,687. 

In contrast to concern about alcoholism, 
state activity in narcotic addiction has been 
minimal. In general, the feeling among the 
states is that the narcotic addict is a federal 
responsibility. Little headway has been made 
in getting the states to assume their share of 

the burden. Some of the hurdles to overcome 
are the resistance of the mental hygiene 
clinics to treat drug addicts, lack of accurate 
information on the magnitude and nature of 
the problem, inaccuracies in public informa- 
tion, and public antipathy to the drug addict. 

Another aspect of the Institute's involve- 
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ment in the community’s planning is that as- 
sociated with the mental health needs of our 
aging population. Only the barest beginnings 
have been made toward resolving the major 
medical and social problems related to the 
process of aging in modern society. We have 
had innumerable requests from the states for 
technical assistance in planning for elderly 
patients in mental hospitals, in setting up 
community facilities such as day centers and 
foster homes, and in promoting cultural ac- 
ceptance of older people’s assets. 

The Institute has also assumed a major 
role in community guidance and research on 
delinquency. Over a half-million dollars has 
been allocated in the last several years for 
research into etiology, institutional treatment 
and management, development of screening 
devices to distinguish delinquents from non- 
delinquents. 

The difficulties in most state delinquency 
programs are the great gaps in continuity of 
planning and guidance. Responsibility for an 
individual child often shifts back and forth 
from the courts to public or voluntary child- 
care agencies, clinics, and various local and 
state institutions. While certain avenues of 
cooperation do exist, there is a large demand 
for more coordination and for more trained 
personnel, including training programs for 
parents, police, pastors, educators and others 
who are directly concerned with children and 
youth in difficulty. 

One other problem in which there has been 
a marked increase in effort and attention 15 
mental retardation. In this long-neglecte 
area, we have seen promise of accelerate 
progress as the result of new findings 
etiology. There is now substantial et 
which indicates that mental retardation, li 5 
schizophrenia, is not a single entity, but many 
conditions related to genetic, developmen 
or other physical influences as well as psy 
logical and sociological factors. 

The problem in retardation is t rs 
for more research, more services, more E 
sonnel. Diagnostic services are particule ; 
deficient. Neither specialized clinics for 
retarded nor the broader pediatric and wee 
health clinics have successfully dealt ye 
the problem. In this case, we concavo ng 
as a 2-way job—sponsoring and develop 


he same CrY 
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specialized services and educating and redi- 
recting the emphasis of the general clinic. 


TRAINING 


In the second aspect of the Institute’s pro- 
gram, specifically that dealing with the train- 
ing of personnel, we feel we have also made 
major gains. Since the program began, more 
than 4,000 persons have received support for 
training and over 9,000 have received train- 
ing in centers assisted by mental health 
grants. In awarding grants to training cen- 
ters, it has been our policy to urge the selec- 
tion of trainees interested in public service, 
teaching, and research careers. 

Besides the grants awarded to universities, 
medical schools, schools of public health, the 
student traineeships, and the support of proj- 
ets to evaluate teaching methods and train- 
Ing procedures, our concepts of training have 
enlarged to include sponsorship of educa- 
tional conferences and the training of other 
rak besides those traditionally associated 
i mental health professions. We are now 
aa mcnething about the training of minis- 
oH a? school teachers, pediatricians, 
A i pi pnas. One current grant 
Pas chool of the University of Penn- 

À ott to develop the content and meth- 

int fy training law students in the be- 
b NAE Another example is grants 
ES È te general practitioners, pedia- 
S era iss, and other professions 
ei hem with new knowledge con- 

§ mental retardation and techniques 


or counselin r 
g parents in the mana 
the retarded child. management of 
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Re r 
integrate Sd the third phase of the Institute's 
of the Ao Nm ranges from basic studies 
Cell to tain AT and pharmacology of the 
i Gare of the psychotherapeutic 
tal hospital w as the social structure of men- 
search mae This comprehensive re- 
€ Institute m 1s conducted in 4 ways: in 
OWships or. he laboratories ; through fel- 
niques: | advanced training in research 
Vstigators. 7. long-term grants to career in- 
rch, “te by support of independent 
218 acti € close of the year 1955, there 
ve grants in institutions and 
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professional organizations in 33 states, the 
District of Columbia, and Puerto Rico. The 
increasing attention to support of research 
and the increasing capacity to carry on re- 
search is evident by contrasting the current 
figures with the 25 research projects ap- 
proved in 1947. Because of this increased 
research potential, we see a rapid trend to- 
ward large, multidiscipline, program-type 
grant support. 


THE PROBLEMS 


In discussing the programs of community 
services, research and training, I have indi- 
cated that there has heen major progress and 
that we expect even further gains. Mention 
of the problems that we have encountered 
must also be made to bring perspective into 
this evaluation. 

First and perhaps foremost, we have had 
to wrestle with the problem of interdisciplin- 
ary barriers. This has been our experience— 
across the board—despite lip service to a 
holistic concept which does not partition psy- 
chic man and physical man. To practice what 
we preach, we have organized the Institute 
along interdisciplinary lines. From the be- 
ginning we have set out to inculcate among 
psychologists, psychiatrists, sociologists, and 
neurophysiologists, a self-image, not of their 
professional specialty, but of a mental health 
worker. I believe we have succeeded to a 
large degree. i 

For a two of the most important 
developments in research and programming 
have come from the contributions of the stat- 
1 scientist. These disci- 


istician and the socia he 
plines are relatively late additions to the 


mental health team. Delay in utilizing their 
knowledge was due to the strong resistance 
from many quarters. Psychiatrists, ee 

suspicious of the statistician. ey 
pah irta id the statistician’s bust- 
held that mental hos- 


ital ulations are in many respects un- 
EA entities since each patient is an 
entity unique and unduplicated. This ner 
ing had grown naturally out of the concep 
of individual differences which has always 
been so important in psychiatric o 
Finally, we succeeded in overcoming t! 
misgivings of our reluctant colleagues. Basic, 
concepts 


workable and approaches were 
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evolved, and at long last we were able to move 
forward in gathering psychiatry’s vital statis- 
tics. The collection and evaluation of data 
from clinics and hospitals all over the country 
have served as one of the strongest stimuli 
to research and service. The statistician’s 
work in connection with standardization of 
nomenclature and reporting in the mental 
hospitals has raised a whole host of questions 
concerning etiology and the type of com- 
munity services that can and should be 
provided. 
A second major strength to emerge, once 
we were over the disciplinary barriers, was 
the social scientists’ contribution to knowl- 
edge of the epidemiological factors in mental 
disease. This, as you know, has been one of 
our weakest links. One of the Institute’s 
most significant social studies has been con- 
ducted in cooperation with the State of Mary- 
land. This investigation has centered around 
the town of Hagerstown where for nearly 40 
years the Public Health Service has been 
gathering health records. These long-term 
records have been used to study differences 
in the life histories of individuals who are 
admitted to mental hospitals in comparison 
with a matched group who have never been 
hospitalized for mental illness. 

Results of this study have shown that so- 
cial isolation does not enter directly into the 
schizophrenic process. Moreover, the evi- 
dence indicates that social isolation is not a 
crucial, predisposing factor in the develop- 
ment of the disease. This finding points up 
the need for intensive research upon the 
schizoid personality itself. 

Closely allied to interdisciplinary barriers 
is the vestige of another problem that for- 
merly caused considerable difficulty, As re- 
cently as 25 years ago there was a widespread 
disinclination among our medical brethren to 

accept psychiatry. Their reluctance was un- 
derstandable when we were unable to supply 
them with finite and easily understandable 
answers to questions of etiology and treat- 
ment. This handicap, to a large degree, has 
been overcome as we have established a 
tradition of service to other physicians and 
as our own gains have become evident and 
known. 

As I view it, the persistence of this diffi- 
culty is rooted in the teaching in our medical 
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schools. Countrywide there are all too few 
schools making any real attempt at a multi- 
disciplinary approach to the problem of ill- 
ness. Real integration between psychiatry 
and such departments as surgery, obstetrics, 
and pathology is minimal. Elsewhere on the 
university campus, the same situation exists. 
Disciplinary barriers prevent free and com- 
fortable communication between the depart- 
ments of psychiatry, psychology, social sci- 
ences, and the like. In perpetuating this 
unhealthy situation which is detrimental to 
the best interest of all kinds of illness, the 
psychiatrist is no less guilty than the profes- 
sionals in the other disciplines. 

The need for trained mental health person- 
nel has long been evident. There is, however, 
another crucial need—and therefore a cru- 
cial problem—for professional workers out- 
side the behavioral disciplines. As psychiatry 
has seen the necessity to merge organic and 
functional man into a unit, conceptualizations 
have had to draw more from the basic physt- 
cal sciences, such as chemistry and physics, 
and the biological sciences, such as phar- 
macology and physiology. To follow this 
work through, we have an increasing nee 
for people with specialized training in these 
fields. 

This has been not only a recruitment prob- 
lem, but again one of breaking down the long- 
entrenched dichotomy of mind and body. As 
the organic aspects have acquired more prom: 
inence in research, the integrated appro™ 
has been plagued by pressures to put moré 
money and more emphasis into one approa® 
or another—not the balance we insist ee 
We are constantly faced with demands (°° 
more biochemistry or for more social 7 
namics, or more psychoydnamics. One 
the answer is that we need more of me si 
more of just one. The tragedy is that 1 a 
do not follow this course, we are almost Ta 
tain to get distorted answers and aa as 
distorted conclusions which will lea ei 
further astray and cost us more time in £! 
ting back on the main track. 

Still another problem has been ae 
for more effective communication of 04° cor 
idly growing body of experiences Er ib 
cepts. One of the great hindrances et 
uting to the lag in applying theory t ration 


lies in the enormous amount of Í 


the need 
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that must be evaluated and assimilated by 
those working in the same broad field of 
human behavior. Since it is an almost impos- 
sible task to maintain currency with any 
specific aspect, the broader picture inevitably 
escapes one when one has other concerns. We 
are trying to facilitate this communication by 
sponsoring research conferences where more 
of the pertinent investigative fields can be 
reported. Thus far, we have sponsored re- 
search conferences in aging, psychopharma- 
cology, communication, and rehabilitation. 

i This matter of communication, however, 
is not limited to exchange within scientific 
circles. Knowledge and understanding about 
mental health and mental illness are also es- 
sential for the public. The general public 
needs accurate and current information if 
there is to be community responsibility for 


the mentally ill and community provisions for 
mental health. 


STATE PROGRAMS IN MENTAL HEALTH 


We feel privileged in having the oppor- 

sed . contributing to the work of the 
oka heir programs represent some of the 
ie eet forward-looking activity in 
Ge h mental health field. While they are 
hinge 0 individual needs and stages of de- 
79 ent, the state programs, like the na- 
Ophea have increasingly stressed 
ieee a preventive services in the 
iia p added concern, and not at the 
pe orts, personnel and funds in the 
ie See ation, Probably the most 
c development has been an expanding 
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awareness that the mounting costs of mental 
illness can be stemmed only through a heavy 
investment in treatment, research, and train- 
ing. 

Another promising state movement, de- 
veloping out of the National Governors’ Con- 
ference on Mental Health, has been the 
growth of regional cooperation to provide 
maximum educational and training facilities. 
The regional program farthest advanced is 
also the first program—the Southern Re- 
gional Education Board. Other such co- 
operative arrangements are the Midwest 
Compact, the Western Interstate Commission 
for Higher Education, and the Northeast 
State Governments Interstate Mental Health 
Compact. 

There are good programs in every state. 
Some are more extensive than others, One 
thing must be kept in mind, however; just 
as no state is now without a program, no state 
yet has a complete or ideal program. But 
this holds for all of our endeavors—those of 
the federal government and the communities 
as well. It has always been so, by reason that 
the nature of man and society is dynamic 
rather than static. As solutions are found to 
problems, new ones will arise and be solved 
in their turn. From the simple gesture of a 
helping hand we have gone on to create a 
network of community mental health services 
which has been woven into the structure of 
our society. Each new generation will build 
into its inheritance of mental health concepts 
the new goals arising from the changing 
social and cultural scene. 


ACT: ITS BIRTH AND EARLY DEVELOPMENT * 
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HOW THE ACT ORIGINATED 


Out of World War II came a tremendous 
increase in public concern over mental ill- 
ness. The National Mental Health Act by 
placing emphasis on community mental health 
services marked the first major move to re- 
examine the 100-year-old concept that re- 
sponsibility for mental illness and mental 
health belonged almost exclusively to state 
government. At about the same time the 
dilemma of the pyramiding social and eco- 
nomic costs of mental illness impelled New 
York State to form the interdepartmental 
Mental Health Commission in 1949. 

The Commission which consisted of the 
state commissioners of mental hygiene, 
health, education, social welfare, and cor- 
rection was given the major task of formu- 
lating a master plan for community mental 
health. 

The various projects undertaken by the 
Commission staff contributed to a fund of 
information, the selection of issues and al- 
ternative solutions, and the formulation of 
concepts essential to the development of a 
long-range plan for community mental health 
services. The findings and conclusions were 
submitted in June 1953, and the Commission 
appointed a special committee to draft spe- 
cific recommendations to state government, 
The committee’s recommendations were em- 
bodied in the Community Mental Health 
Services Act which was passed unanimously 


by the 1954 Legislature and signed by the 
Governor. 


PRINCIPLES AND PROVISIONS 


The Act established a permanent system 
of state aid to localities for the operation of 


1 Read in the Symposium, Community Organiza- 
tion for Mental Health, at the 112th annual meet- 
ing of The American Psychiatric Association, Chi- 
cago, Ill., April 30-May 4, 1956. 

2 Assistant Commissioner, New York State De- 
partment of Mental Hygiene, 112 State Street, 
Albany, N. Y. 

3 Assistant Director of Community Mental Health 
Services, New York State Department of Mental 
Hygiene, 112 State Street, Albany, N. Y. 
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community mental health services. Perhaps 
the most fundamental principle in the Act 
is its placing of operating responsibility on 
local government, with the state paying half 
the cost. This emphasis on local responsibil- 
ity is consistent with the “home rule” princi- 
ple embodied in much of New York State 
law. Itis also based on the professional con- 
viction that a local mental health program 
can succeed only to the extent that local citi- 
zens accept it and identify with it. 

The home rule principle also requires the 
program to be permissive, rather than manda- 
tory. State aid is available but the choice 
is left to the localities whether to qualify for 
it or not. 

Second, there was need for a new agency 
at the local level. Parts of a mental health 
program were provided in many communities 
by education authorities, by welfare officials, 
by public health departments and by courts, 
but nowhere was there a central planning 
body for mental health services. 1t was felt 
that comprehensive programming requires 
the combined efforts of health, education, 
welfare, judicial and correctional agencies, 
both public and private. Another premise 
was that although the treatment of men 
illness is primarily the responsibility of the 
medical profession, the prevention of these 
disorders is a shared responsibility of all the 
service professions and the promotion 0) 
mental health is the responsibility of the to 
community. These concepts were em 
in the Act by authorizing a new agency © 
local government, the community men” 
health board. Of the g members of this 
board, 2 must be the ranking local heal et 
welfare officials and 2 others must be phys! 
cians actively engaged in private P i 
The other Emer ude a member of a 
governing body of the city or county; 4 $ 
ficer or employee of a school district ; pers; 
familiar with practice in courts of Cr! 
jurisdiction or children’s courts; and mee 
bers or employees of voluntary agence 

The units of local government eligible 
participation were determined in part y 
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nature of the program and in part by exist- 
ing state statutes and precedents. Two fac- 
tors were dominant: the high cost of mental 
hygiene clinics, and the shortage of trained 
personnel. These made it necessary to plan 
services for fairly large population groups. 
Eligibility was therefore extended to all 
counties and to cities with populations of 
50,000 or more. 

_ The important role of voluntary organiza- 
tions in the development of services and 
the substantial support of mental health pro- 
grams by nongovernmental groups could not 
be overlooked. Reimbursement to local 
government was therefore extended to in- 
clude not only expenditures incurred through 
direct operation of services but also payments 
ra contracts for the purchase of services 
tom approved psychiatric service agencies 
or qualified psychiatric personnel. 

The intent was to write broad enabling 
Kaiilation in order to permit maximum flexi- 
TaT of development and to allow for the 
3 ences among the state’s communities. 
P limits had to be set in the law, however. 
ea a purposes the program had 
A i no the over-all pattern of state 
Te a ae Proposed law, moreover, had 
Baan istic limit to the financial obliga- 
ey ate was undertaking in the face of 

aside and the diffuseness which 

85 € mental illness and mental health. 
declared on Sora 4 types of services are 
ate: (1) ae ble for reimbursement. These 
inpatient st al psychiatric clinics; (2) 
hospitals P ychiatric services in general 
Oe fr: @ Psychiatric rehabilitation serv- 
tie Hess iy suffering from psychiatric 
ices aet Paia and educational 
specific, the pits ice the first 2 are quite 
is, and ird has few clear-cut prece- 
missioner he fourth gives the state com- 

The eS great deal on which to ponder. 
bya ceiling Sananda obligation is limited 
ME per casts one dollar of state funds per 
limit jg the pita of population., One other 
thiatrist be oom that a qualified psy- 
Mental ae as director of the local 
ee medical EN ai ical program re- 

e . % 
ee oe mental health board is 
© review and evaluate services 
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and facilities and to submit a program to the 
appointing officer and governing body. 
Within the amounts appropriated, it is au- 
thorized to execute the program and main- 
tain services and facilities. It can enter into 
contracts for services and facilities, estab- 
lish rules and regulations for the various 
parts of its program, and appoint a psychi- 
atrist as director. 

The director serves as chief executive of- 
ficer of the board. He exercises general su- 
pervision over the services and facilities 
rendered, operated or supported by the board 
and over the treatment of patients in these 
services and facilities. He recommends pro- 
gram to the board, and carries on such 
studies as may be appropriate for the dis- 
charge of his duties or the promotion of 
mental health or prevention of psychiatric 
disorders. 

The state commissioner of mental hygiene 
is empowered to review the work of all 
boards and directors, advise them in the 
performance of their official duties and 
promulgate regulations governing the grant- 
ing of state aid. He is authorized to formu- 
late standards of service, personnel, admin- 
istration and equipment and to approve fee 
schedules. Ele may withhold state reimburse- 
ment, in whole or in part, for failure to com- 
ply with the law or the regulations. 


DEVELOPMENTS UNDER THE ACT 


As of May 1, 1956, the Act has been in 
effect 19 months. Eleven counties and the 
City of New York are now operating reim- 
bursed programs. Seven other counties have 
passed local laws and are formulating pro- 

rams, These 19 communities include 81% 
of the state’s population. In 9 additional 


counties, some interest has been shown by 
hers, organized 


local government, and in 17 ot orgai 
citizen groups have taken some action 1n Te- 
lation to the Act. All together, over 90% of 
the state’s population have shown some level 
of organized interest in instituting a program 
under this Act. 4 
In terms of money, in the fiscal year which 
ended March 31, the state paid out $4,829,044 
in reimbursement to community programs. 
Estimated state aid for the current year 1 
$8,300,000. Local government's share brings 


this to $16,600,000 and represents almost a 
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509% increase over expenditures for com- 
munity mental health services in the year 
preceding enactment of this law. How much 
of this represents new service created under 
the impact of this Act and how much is only 
the shift to the state of half of the cost of 
local services? Certainly not all of it repre- 
sents new service inasmuch as reimburse- 
ment was extended to existing as well as ex- 
panded or new services. It was not expected 
that a great deal of new service would be cre- 
ated at the very beginning. In most instances, 
first efforts of new local boards were directed 
toward assessment of resources, study of 
needs, planning and trying to integrate what 
was often a very confused pattern of piece- 
meal services. 
A quite respectable amount of new service 
has been created, however. The program 
has resulted in substantial expansion of psy- 
chiatric divisions of publicly operated general 
hospitals and sizeable support for psychiatric 
services in voluntary general hospitals. A 
majority of the isting community 
clinics eects enabled to add staff or to 
increase clinic hours. Over $1,000,000 of new 
public funds is going into the support of 
clinics operated by voluntary agencies, al- 
most all of it for expanded service. Outside 
of New York City, 6 full-time clinics and 1 
part-time clinic have come into existence or 
have been authorized and are recruiting staff. 
In New York City, new clinics are being 
pega in the ar in correctional facili- 
es, and in municipal general itals, and 
mental health services are eane 
in the school system and in the Health De- 
partment. Before the Act was passed New 
York City was spending about $0,000,000 
annually on reimbursable types of mental 
health service. For the year beginning July 
I, 1956, they have budgeted $15,500,000. 
In general, then, there has been significant 
forward movement in the planning and inte- 
gration of programs, and a substantial in- 
crease in services provided. We have also 
been impressed by the tremendous ground- 
swell of citizen interest, and of citizen readi- 
ness to take action when given local responsi- 
bility. 
PROBLEMS IN ADMINISTERING THE ACT 


Most of the problems and questions we 
have encountered in administering the Act 
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were anticipated while the Act and the imple- 
menting regulations were being drafted. 
Many were deliberately left as open questions 
with tentative and temporary operating an- 
swers. Perhaps because they have been ap- 
proached in this way, the problems have not 
created serious difficulties. Agreement has 
been general, cooperation and encouragement 
almost universal. The problems are, how- 
ever, worth recounting for 2 reasons: First, 
they will probably be encountered by any 
state attempting to set up a master plan for 
mental health services. Secondly, discussion 
of these problems is one of the best ways of 
clarifying fundamentals, since most of them 
inyolve questions of philosophy and policy. 

One of the first questions we had to deal 
with concerned some workable definition of 
what constitutes a reimbursable mental health 
service. In the past decade, many service 
agencies have come to consider themselves 
as mental health services. Undoubtedly, they 
have mental health orientation and in 
probability are doing some good in the field. 
But if these were accepted as reimbursable 
it would open the door to anyone who pro- 
fessed an interest in the welfare of man. A 
line had to be drawn somewhere. Where and 
how to draw it was the problem. 

We need sharper definitions of roles of the 
different helping professions and service 
agencies to provide meaningful coordination 
and effective utilization of our resources. 
The roles are determined by the kind of pet 


plines of psychiatry, psychology, and PS 
atric social work ? de 
As a practical rule of thumb, we an 


p e 
fining a mental health service mainly ei 
kind of person who gives the service. 


Ea- 
agencies are considered psychiatric, 
es of reimbursement, in which the 
ip between the agency and the 
it Serves is essentially a doctor-patient 
onship and in which the service is given 
Qualified psychiatrist or by other quali- 


onnel acting under the direction of a 


her problem concerns the integration 
‘efforts of various disciplines. How 
psychiatric supervision should be re- 
in a clinic? What should be the ratio 
of psychiatry to hours of psychiatric 

and clinical psychology? We 
bt been satisfied with any mathematical 
Proposed, and have put the emphasis 
Principle that the psychiatrist must 


does one differentiate the functions 
ool psychologist? Which of his activi- 
psychiatric supervision? How 
mental health programs of the school 
S be integrated into the total com- 
y program? In our state, school dis- 
tarely coincide with political subdi- 
and funds raised by school taxes can- 
expended for any program not directly 
ated by the schools. In New York City, 
problem is less because the school district 
coincides with the city lines and a 
mental health program is administered 
school authorities, under general su- 
on by the mental health board. In 
oh of the state, the best we can 
tor is flexible voluntary cooperation 
ul make available to schools what- 

have been established in the 
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the Act’s declaration of purpose much 
1s placed on prevention, and this 
Taises another problem. The em- 
s Partially carried into the main body 
by the broad definition of psychi- 
ders and by the provisions for re- 
sent on the total operating costs of 
ti and general hospital inpa- 
Neto Thus ample provision is made 
k R widely accepted techniques of 
lands. prevention, namely, early diagno- 

Ring ae The inclusion of consulta- 
$ Saag services adds another 
: y case finding. By intent, these 
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services are also viewed as the Act’s contri- 
bution to primary prevention or what has 
been defined as specific efforts so to deal with 
the facts of community life as to reduce the 
frequency with which personality disorders 
occur. The trouble is that, although everyone 
is against mental illness and wants to pre- 
vent it, we don’t know very much about how 
to do it. We have always assumed that edu- 
cation about mental illness and mental health 
is preventive. But there have been few evalu- 
ative studies of either mental health educa- 
tion or consultation programs. 

Another set of questions revolves around 
the division of responsibilities among state 
government, local government, and voluntary 
agencies. We shall touch on a few of them 
to illustrate their general character. 

The Act provides reimbursement for in- 
patient services only if they are ina general 
hospital. What should be the time limit for 
psychiatric care in the general hospital? 
Where should the line be drawn between 
state hospital and general hospital psychiatric 
care? There are strong sentiments against 
limiting the general hospital to the screening 
and diagnostic functions of a psychopathic 
service. There are equally strong feelings 
about shifting away from state government 
the financial responsibility for caring for the 
mentally ill. A strong case 1s made for the 
integration of psychiatric services with < 
other medical services by an expansion o 
general hospital psychiatric divisions. In ad- 
dition to the obvious medical values, gener 
hospital psychiatry is an antidote to the stig- 
matization of mental illness. On the other 
hand, many general hospitals resist the addi- 

ion of a psychiatric service. A 
b Topas spice for emotionally dis- 


turbed children present unresolved questions 


neerning the responsibilities not only of 
pi and esl SUT i but an = = 
tai encies. As our law now stands, a 
for anoa disturbed children established 
in a general hospital would be reimbursable. 
However, if that unit were set up as a sepa- 
rate organization and in separate quarters, 
not part of a hospital, it would not be reim 
bursable, except as to salaries of certain pro- 
fessional personnel. The total cost of gan 
tion would not be reimbursable. In our state 


most child-care facilities are operated by 
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voluntary agencies with financial support 
from local public welfare departments. But 
there is great need for inpatient psychiatric 
facilities for children, and great pressure on 
the state to establish and operate them. 
Should inpatient psychiatric services for 
children be fitted into the prevailing system 
of child care under local responsibility or 
should the state hospitals undertake these re- 
sponsibilities ? 

At the opposite extreme of the life span 
is a similar problem of facilities for the aging 
who are mentally ill. The charge is re- 
peatedly made that too many of these people 
are being put into state hospitals, and that 
many of them would not need to be there if 
some other, perhaps intermediate, type of 
facility were available. At the present time, 
our law permits reimbursement for a geri- 
atric psychiatric ward in a general hospital ; 
but a separate nursing home which provides 

domiciliary care and supervision for the same 
categories is not reimbursable. This issue 
becomes more pressing each day. 
Another question concerns the future re- 
lations of local community programs with 
the community programs carried on by the 
state mental hospitals. All of the New York 
State hospitals carry on some community 
services in their own areas. Both the com- 
munity and the hospitals have profited from 
these services. At a recent Mental Hospital 
Institute in Minneapolis many hospital people 
expressed the view that a community pro- 
gram should be centered on the public mental 
hospital. This is a successful and rewarding 
practice in Great Britain where small hospi- 
tals serve small areas. However, in our state 
with large hospitals serving large geographic 
areas the majority of the population is not 
in close proximity to a state hospital, and it 
seems unrealistic to center community pro- 
grams on the hospitals. It would be quite 
unfortunate for the hospitals were they to be 
deprived of all community work by the estab- 
lishment of local services. Our present think- 
ing, therefore, is that the responsibility for 
community services should be vested pri- 
marily in local government, but that profes- 
sional personnel of the state hospitals should 
have an opportunity to serve in the locally 
operated program to the extent practical. 
Still another group of problems centers 
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around the relationship of our program to 
the private practice of psychiatry and to or- 
ganized medicine On one side are some 
physicians and medical societies which have 
a deep-seated suspicion of any governmental 
move into the health field. Representatives of 
the State Medical Society were consulted 
early in the consideration of our legislation, 
and some changes were made on their sug- 
gestion before final enactment of the law. 
As our law now stands, it contains provisions 
which meet the objections of most physicians. 
At least 2 members of the local mental health 
board must be physicians engaged in private 
practice. There are ample safeguards to in- 
sure medical standards and medical super- 
vision of all approved services. There is also 
permission for local services to establish fee 
schedules and prohibition of reimbursement 
for services to patients who are able to pay 
for private care. The Council of the State 
Medical Society had endorsed the legislation, 
and there have been only a few isolated medi- 
cal voices raised against it. é 
Recently, we have been asked questions 
about the apparent exclusion of the private 
practice of psychiatry from our pattern of 
community mental health services. At the 
present time, the services of individual psy- 
chiatrists may be reimbursed if they are u 
for consultation to public and private age? 
cies, for approved educational projects, or 
for examinations in connection with certi- 
fication procedures. Treatment by private 
practitioners has been excluded from tam 
bursement, however, and this substanti 
mental health resource is not being fully 
utilized. This omission will doubtless be 
remedied when we can see our way throug 
the administrative difficulties. ; 
There is one last problem which we mir 
face. At this moment in the development A 
mental health programs, we are in the a 
tion of having to rely almost exclusively 5 
the professional training of personne 5 
predicting the soundness and effectiveness ve 
the services to be rendered, Consequently i 
are compelled to set fairly high standards h 
such positions as directors of ment 
services, clinic directors, and for t 


staff positions and disciplines ae 
community mental health services. The ic 
ace whi 


expansion of our program, at a P 


was entirely unforeseen, has created a de- 
mand for qualified personnel that far exceeds 
{he available supply. Furthermore, a few 
‘training centers prepare our professionals 
for community oriented services. We require 
“a director of a mental health board to have 
‘5 years of psychiatric training and experi- 
‘ence, of which 2 years must have been in a 
“recognized mental health clinic. A director of 
‘an all-purpose clinic must have spent 1 of 
his 5 required years of training and experi- 
‘ence in a child guidance clinic. Since it is so 
cult to recruit people with these qualifica- 
tions, we are being constantly pressed by 
communities to lower the requirements. Can 
We afford to do so? Can we afford not to? 
= inan effort to relieve the shortage, the 
Slate is beginning this year a substantial pro- 
gram of stipends and grants to provide train- 
ng for community mental health services. 
itis our feeling that training is primarily a 
fate rather than a local responsibility be- 
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cause of the uneven distribution of training 
centers throughout the state. 


SUMMARY 


We have described the origins, principles, 
and provisions of an attempt to establish a 
comprehensive community mental health pro- 
gram for an entire state. Widespread citizen 
readiness for coordinated and integrated 
planning of mental health services has been 
demonstrated, as has local and state govern- 
ment willingness to finance large-scale pro- 
grams. This has focussed attention on the 
need for developing methods of evaluating 
the effectiveness of services and for more re- 
search especially into the causes of mental 
illness. The need for training of professional 
personnel is stressed; the demand greatly 
exceeds supply, and teaching centers give 
little training in community oriented psy- 
chiatry. 
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When the State of New York adopts a law 
of state-wide applicability it does so with the 
knowledge that the more than one-half of its 
population residing in the 5 boroughs of New 
York City will be affected. Dr. Hunt * has 
already reported on the decision to make the 
administration of the Mental Health Services 
Act a local matter. One of the earliest “lo- 
calities” to begin operations was the City of 

New York with its 8 million people. 

Unlike many other areas of the state, the 
City of New York already had, prior to the 
enactment of the Community Mental Health 
Services Act, been operating mental health 
programs. It had 2 general hospitals with 
approximately 1,000 psychiatric hospital 
beds, and 5 more general hospitals with psy- 
chiatric outpatient departments. Within its 
Board of Education, it operated the Bureau 
of Child Guidance, perhaps the largest coor- 
dinated system of child guidance clinics in the 
world, It operated through its Youth Board, 
and directly as well, psychiatric clinics in at 
least 4 branches of the court system and it 
furnished a modicum of psychiatric consulta- 
tion services to prisoners under the care of 
the Department of Correction, The Depart- 
ment of Health had experimented for several 
decades with methods of parent education, 
and of furnishing services to preschool-age 
children. All these as well as other less ex- 
pensive operations amounted to the expendi- 
ture by the city of about 9 million dollars in 
1954. 

In addition, the city supported certain 
voluntary mental health services through con- 
tracts with its Youth Board to serve particu- 
larly difficult cases. 

These functions were scattered in different 
departments and agencies of the government, 


1 Read in the symposium, Community Organiza- 
tion for Mental Health, at the 112th annual meeting 
of The American Psychiatric Association, Chicago, 
Ill., April 30-May 4, 1956. 

2 Director, New York City Community Mental 
Health Board, 93 Worth Street, New York City 13, 
N. Y. 

8 See page 680, this issue. 
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under the general control of the Mayor and 
Board of Estimates of the city. There was no 
coordination, no planning or supervising 
agency to direct the diverse operations. It is 
the Community Mental Health Board which, 
in addition to the responsibility of budgeting 
these various programs, has the power and 
duty of evaluating and coordinating services 
and their planning. 

The State Community Mental Health 
Services Act permits reimbursement to local 
boards for the improvement and expansion of 
services in 4 general areas: outpatient serv- 
ices; psychiatric beds in general hospitals; 
rehabilitation services to persons recovering 
from mental illness; and consultation and 
education services to professional persons, 
various types of social and health agencies, 
and parents’ groups. Specifically embrace 
in the Act are such categories of illness 
and/or malfunctioning as mental deficiency 
and epilepsy; alcoholism is not excluded. 
Services to all age groups are permitted. 
While due provision is made for medical di- 
rection of programs, the participation o 
other disciplines is insured by permssion to 
function in other than medical agencies $°” 
se, and by insistence on the classic profes- 
sional team in outpatient services at least. 
Implicitly and otherwise, the state continues 
to provide long-term care. The state rh 
reserves for itself primary responsibility a 
research and training activities. I stress p 
word “primary” ; this does not mean that t p 
Community Mental Health Board has ™ 
concern with these functions. In, pen 
city and state overlap in these impor? i 
fields. We in the city tend to favor supp? 
for facilities that undertake research a 
training in conjunction with service, Pii 
grams, on the basis that quality and flexibi an 
are more likely to be built into such = 
grams; the state, by support of reseatC™ gg 
training through the administration o ds 
tional Mental Health Act and other tnai 
tends to improve services where they 9 aie 
ate, as well as to develop demonstratio? p 
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ects which, when sufficiently proven, can be 
taken over by the local Community Mental 
Health Board. This very overlapping tends 
to encourage city-state partnership of a very 
constructive sort. 

There is still some controversy as to how 
much the new board was looked on by the 
city government as a means of reducing its 
previous appropriations. Like every other 
local government, the City of New York has 
smaller taxing resources than the state, and 
feels that as a large municipality it does not 
get its share of the state’s resources. The 
passage of the Mental Health Services Act 
offered the opportunity for immediate relief 
of one-half the cost of existing mental health 
services, This had been sought for some 
years; its arrival was greeted heartily by the 
fiscal authorities of the city. There are those, 
of course, who feel that this gain was all the 
satisfaction the city desired of the new Act; 
the development in the 18 months since it 
Was put into effect will allow you to estimate 
the truth or falsity of this belief. 

In addition to the functions of the city 
government already mentioned, there were 
More than the usual state operations touching 
Sah As usual, the metropolis furnishes 
“a a at more than its share of the patients 
a Psychiatric hospitals and institutions 
tok ental defectives; practically all these 
rials ee processed through municipal hos- 
Bas a ; € state follows patients released 
Se si hospitals and the program has 

“op n expanded and improved. Fur- 
Ei the state had made direct grants 
city. ae a dozen voluntary clinics in the 
vate Se aired were also incor- 

a n the new board’s responsibility. 
Un È ee this rather confusing and some- 
Dae Mt used picture that the new Com- 

ee ental Health Board stepped in 
ordinate j 1955 to attempt to plan for, co- 

na nd expand and improve services. 
irst meee its resources for the task? 
solute fee oard had financial authority, ab- 
ithin Noli the state’s reimbursement. 
tions are 1 af government, its appropria- 
teview ag 7 er the same kind of budgetary 
© appro Ose of any other city department. 
plete eee ne authority ever has com- 
even hes a however, Essential services, 
sons to feel ere were sound and ample rea- 
cel that they should not go on at the 
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level they were found, had to be continued. 
Furthermore, in some cases appropriations 
had to be recommended before the study and 
planning necessary to be sure of what moves 
should be made to improve services, could be 
done. The need to act before full study beset 
the board at every hand, and there is no 
doubt that the need for immediate action in 
many cases perpetuated existing and tradi- 
tional practices that more time in planning 
might have terminated. After 18 months one 
finds that the traditional practices tend to 
include board support as a reason for their 
continuation, a paradox that is no less true 
than disturbing, even though there are bright 
spots to be detailed later. The experience 
here is, as it is so often for new agencies, 
that the new broom could not, by force of 
previously existing circumstances, sweep 
clean. 

After the board secured its director, the 
first attack was on the problem of what sort 
of organization was needed to do its job. All 
agreed that a planning, a supervisory and 
negotiating, and a financial staff were needed. 
But not all agreed on what the planning staff 
should be, and few dreamed of the extent of 
the accounting job eventually entailed in op- 
erating the board in New York City. 

One of the first questions the board tackled 
was how to establish a base line against 
which to evaluate its activities. New York, 
like most of the rest of the world, had no 
uniform way of reporting its outpatient diag- 
noses and its treatment procedures. There 
were some who felt that a full survey of re- 
sources and their operations should precede 
any other move on the part of the board. 
As already noted, this could not be done 
since the establishment of the board brought 
immediate, emergent problems. A prelimi- 
nary survey of resources and a comprehen- 
sive view of what the operations of the board 
might be was completed by consultants; a 
good deal of this work was done before there 
was any more than a skeleton staff. 

It was finally concluded that the problem 
of surveying the New York Mental Health 
scene was an on-going proposition and that 
a single intensive survey could not produce a 
“base line of operations” against which to 
measure future accomplishment. The result 
was that the primary assignment of the Di- 
vision of Research and Planning was to in- 
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stall a modification of the Federal outpatient 
reporting form (the modification was one 
prepared by the state Department of Men- 
tal Hygiene) to provide the fundamental data 
for the long-term evaluation of the work of 
the board. While the research division has 
been able to begin and complete several in- 
terim tasks of considerable importance, this 
remains still its primary assignment. 

One of those interim studies, still in a more 

or less confidential state because policy 
changes expected to come from its findings 
have not yet been determined, concerned the 
use of municipal hospital psychiatric beds. 
These hospitals were planned as psycho- 
pathic hospitals when that term was current 
and had the meaning of acute treatment and 
screening resources for a metropolis, but 
time and tradition was found to have reduced 
the treatment function to so low a level that 
the average length of stay was but 15 days. 
The overcrowded hospitals were being used 
to relieve social pressures but there was, it 
appeared, too little of treatment in process, 
with the notable exception of the children’s 
wards. The hospitals are also heavily loaded 
with forensic work ; no survey had been done 
to determine whether this load might be re- 
duced by better consultation services. Beds 
which might better be used for treatment 
purposes appeared to be occupied for ad- 
ministrative reasons. The establishment of 
these conclusions by clearly presented re- 
search findings should make possible an in- 
crease in medical efficiency in the use of 
psychiatric hospital beds. 

Another interim study was designed to 
throw some light on the problem of the ef- 
ficiency in serving the population of the city 
of large, centrally-located clinics as contrasted 
with those located peripherally in the city 
and which, generally speaking, are smaller 
units. The results of this study were not sat- 
isfying. What we believe we found was that 
the level of need for service is so extreme in 
New York City that people will travel any- 
where for it. Where expansion of service is 
most desirable could not be determined by 
the methods used. 

A survey of resources is much simpler 
than a survey of services rendered. In the 
former area the research division has pro- 
duced several documents and maps. 

It is possible to map the city by intensity 
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of psychiatric clinics’ professional staff time 
available to the population. For this the dis- 
tricts established by the Department of 
Health are used as the unit. These average 
250,000 population, but of course show con- 
siderable variation. Such a map shows dif- 
ferences from less than 100 hours a week of 
professional time available in the outlying 
section of Brooklyn and Queens, to more than 
4,000 hours a week in lower Manhattan and 
central Brooklyn. Services are, in general, 
concentrated in areas serviced by hospitals, 
settlement houses (which in New York tend 
to furnish some psychiatric services) and in 
areas in which special efforts are being made 
to control juvenile delinquency. Unfortu- 
nately, this map proved to be in too great 
detail for satisfactory reproduction in print. 
Figure 1 is a spot map of the various out- 
patient psychiatric facilities, including those 
in hospitals and independent community 
clinics. Here you will note that the older 
parts of the city, particularly Manhattan and 
central Brooklyn, are much better served 
than the newer residential sections of the 
city. This, of course, is related to the dis- 
tribution of transportation facilities. 
The finance division has the responsibility 
for keeping track of the financial operations 
of the board. One of the principal problems 
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that has had to be dealt with is the persistent 
proclivity of contracting voluntary clinics to 
regard the board as a sort of philanthropic 
foundation that has, or could have if it 
wished, authority to recognize needs and sup- 
ply funds to meet them and leave that an 
end of the matter. Actually, the board, as a 
department of the city government, is under 
the kind of financial control that allows every 
taxpayer to account for every penny of his 
investment in his government. This fact, 
and its consequences in accounting for public 
funds expended, has worked a considerable 
hardship on many small agencies who were 
used to rather comfortable and convenient 
though honest bookkeeping methods, and 
now had to adapt to strictly formal, auditable 
procedures. The finance division has had a 
great deal of teaching to do. The contract 
negotiating and supervisory staff—these per- 
sonnel were recruited from psychiatric social 
work largely and were not accountants— 
had to be taught so that they in turn could 
educate the individual agencies in the meth- 
ods of accounting that are acceptable in 
government. The new methods have probably 
Mereased the cost of service to patients 
slightly because specialized personnel are re- 
quired ; on the other hand, the new bookkeep- 
ng methods have sharpened budgeting, and 
poy planning, in participating agen- 
a venture to hope that increased effi- 
3 cy on this plebeian financial level may 
So result in increased efficiency at the level 
of patient care, 
eao ting in the municipal agencies also 
Sia oo problems, for under the Board, 
‘eer N tor psychiatric services must be kept 
ii Sa : in order that they may be justified 
i hospital urement. Achieving this in 
5 sea o rennization expending 130 mil- 
turbing o no small task and involves dis- 
i FERA itional practices that have very 
instalita o ents of friction, The process of 
: ot hem, however, has had considera- 
eir - sharpening the recognition of 
Satel of these services as a part of the 
services to the citizens of New York. 
mental oe of increased and improved 
tion of ey D services to patients is the func- 
and Standar poni of C ontract Negotiations 
of the agen ds. This is the primary field staff 
discussie cy. It converts the board’s policy 
ns into patients treated, changes dol- 
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lars into services, and sees to it that the dol- 
lars are well spent after they are committed, 
At present, this staff is composed entirely of 
psychiatric social workers with administra- 
tive experience, though the civil service re- 
quirements allow employment of clinically 
experienced people from psychology, nurs- 
ing, and social science as well. The work of 
this division has all the variety that the vari- 
ous mental health services provide, from the 
600-bed psychiatric section of one municipal 
hospital to the 7-bed section of one of our 
smaller voluntary general hospitals; from a 
voluntary service with an operating budget 
of $400,000 a year to one that operates one 
night a week and had an annual budget of 
$12 before the board came to its rescue. The 
staff of this division is responsible for main- 
taining standards in both voluntary and pub- 
lic services and these personnel are the repre- 
sentatives of the board in the community. 

For the most part, it is this hard-pressed 
staff that must tell the agencies when no 
money is forthcoming for expansion and, in 
more happy situations, originate recommen- 
dations for justifiable expansions, It must 
also bear much of the frustration of seeing 
opportunities that cannot be grasped because 
there is no time to get to the clamoring 
agencies all at once. It is no exaggeration 
to say that the rest of the organization 
exists to serve and to evaluate the work of 
this division. They produce the movement 
to be evaluated. i 

Cont E E EE he ea 

ch and Planning are, then, 

peutic units of the board staff. hiand 
psychiatric professional personnel are super- 
vised and directed by an assistant director ; 
the finance division is supervised and di- 
rected by an executive secretary who is 
also responsible for personnel management, 
office management and, very importantly, 
for organizing material in suitable form for 
action by the city government. (As you = 
see, the whole operation is planned so t 
the director has nothing at all to do!) 

In describing all this machinery, it is a 
to have the question asked, “What uoe 
to the patient?” Has the operation actually 
increased; 
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lars of new money has fertilized the mental 
health efforts in New York? 
It has made a difference. It is impossible 
to use numerical evaluation since standard 
reporting in contract clinics is less than 6 
months old at this writing. Yet every clinic 
holding a contract is reported to be serving 
considerably larger numbers of patients by 
the staff in contract negotiations. Seventy 
beds in voluntary general hospitals are being 
supported at the rate of 16 dollars a day; a 
year ago none were supported and only a few 
certain endowed beds were open to pa- 
tients unable to pay full hospital rates. 
Psychiatric outpatient services in voluntary 
general hospitals are being supported. Ex- 
pansion of services in public agencies has 
been somewhat slower ; the life-giving money 
has yet to be felt in the veins of the long- 
starved municipal hospital psychiatric sec- 
tions. Administrative detail has been par- 
ticularly difficult to master in this area. 
Better classification of prisoners has been ac- 
complished, however, by the Department of 
Correction, and Health has had the opportu- 
nity to expand both its parent advisory serv- 
ices and to build a central executive struc- 
ture for future mental health program 
growth. Court psychiatric services have 
been somewhat strengthened, though there 
remains a tremendous planning job to be 
done in connection with an impending reor- 
ganization of the courts. 

Perhaps more important than any other 
accomplishment of the board is the simple 
fact that it exists as an integral part of the 
city government, acting as an educational 
force and as a gad-fly to keep the attention 
of the government and its agencies focused 
on its citizens who suffer from or who are 
threatened by mental ill health, 

We have attempted here to interweave in- 
terpretation and commentary with descrip- 
tive material on the CMHB program. It 
seems important in addition to point out sev- 
eral broad implications that may be drawn 

from the very existence of the program, for 
they are important philosophically far be- 
yond the borders of New York State: 

First, the very existence of the Com- 
munity Mental Health Services Act consti- 
tutes official and legal recognition of the fact 
that mental health is a public health problem, 
inasmuch as the problem is widespread, can- 
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not be adequately met through private means, 
and requires concerted community action. 
This in turn justifies the establishment of 
an appropriate planning, coordinating and ¢ 
financing body in each community or county, 
as the case may be. 

Second, the law recognizes a permanent 
public responsibility to share in the costs of 
mental health programs under a variety of 
auspices, with funds granted not on a tem- 
porary “seed-money” basis, but as a continu- 
ing subsidy with the recognition that every 
community, even the richest city in the 
world, is entitled to a permanent and cen- 
tralized source of aid for its services. 

Third, there is implicit in the law the con- 
cept that community mental health, while a 
medical concern and a matter for ica 
direction, is not identical with psychiatry as 
such or coincident with psychiatry, but 
broader than and inclusive of it; thus we 
have the concept emerging through this law 
that mental health is a community-wide te- 
sponsibility, that the program is to be under 
both professional and lay auspices, and that 
mental health is promoted and fostered not 
solely through medical treatment, but also 
through a variety of institutions and age 
cies, with numerous disciplines joining in the 
effort. It is through this concept 
phrase “community mental health” becomes 
more than a pious wish, but is a living cone 
cept whereby concern with mental health be- 
comes truly community-wide and, ully, 
mental health becomes diffused throu 
the matrix of the community itself. 

Fourth, it is conceivable that if the pur- 
poses and potentialities of the Act are 1 A 
realized, the inexorable and relentless flow 
sick persons out of the community into Ta 
lated, gargantuan state institutions may al À 
diminished, and that rapid, effective, ©” 
timely treatment will be available in the com- 
munity itself to persons who become mi 
tally ill. When this occurs, psychiatry tii 
have 2 important attainments to its CI e 
(1) it will have gained the status of ae 
other medical specialties, insofar 5, a i 
a treatment is concerned; and (2) it ; 

in a position at last where it can PH ol 
and be closely integrated in the practice of 
other branches of medicine in the same pe 
tutions, in the same clinics, and in the sa 
community. 
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The fact that psychological or emotional 
changes may cause physiological disturbances 
has been demonstrated for many years. 
From these demonstrations have come mul- 
tiple attempts to predict physiologic altera- 
tions from psychological test data, as well 
as attempts to find the psychological com- 
mon denominators in a given syndrome. 
Eoo frequently show low correla- 
gar cause, among other reasons, “broad 
weit personality assessments often are not 
aie in | specific psychophysio- 
ene tend to “bury” the desired 
an ty preliminary report of a study un- 
he y a the Aero Medical Laboratory, 
eer Pp is made to demonstrate that with 
ae to data obtained from other 
ct. En „with appropriately focused 
era ogical techniques, precise rela- 
physio hal be established between the 
in vide oa psychiatric aspects of the 
bike oF te e Pon oen utilized illustrates 
& tovasular syst vig aspects of the 
erie, ago Hess(1) demonstrated 
mus, One. us 2 centers in the hypothala- 
ter UNSa ee stimulated, elicited a 
Teaction, Sens e animal, the other a rage 
Bid. A, p rate work by von Euler (2, 3) 
when the Ra adrenalin increased 
other center sti on er was stimulated. An- 
in urinary n imu ated produced an increase 
Precisely qe oradrenalin. Although not yet 
center en monstrated, this “noradrenalin” 
rage Pic. an to be identical with the 
tson Euler $ mis this is so, or whether, 
marily released elieves, noradrenalin is pri- 

TESS such as T response to cardiovascular 
ation with a activity, rather than in associ- 

Other wo sy Temains to be seen. 

TK in animals has suggested that 


1 From 
Aceeleration. giess and Fatigue Section and the 
right Air Dada Aero Medical Laboratory, 
pment C ight- 
Base, Okie enter, Wright-Patterson 


aggressive, attacking animals, such as the 
lion, chronically show noradrenalin excesses, 
while fearful, retreating animals, like the rab- 
bit, reveal adrenalin excesses (10). 

It should be pointed out that previous 
commercial preparations of adrenalin have 
raised the blood pressure. It is now estab- 
lished that this blood pressure raising pro- 
pensity was due to the contained noradrenalin 
fraction. Purified preparations of adrenalin 
cause a cardiac acceleration and a peripheral 
vasodilitation, with a concomitant hypoten- 
sive tendency. Noradrenalin, on the other 
hand, results in peripheral vasoconstriction 
and a hypertensive effect. 

The above work suggested to Funken- 
stein and others(4-6) that affect state would 
cause variations in the adrenalin/noradrena- 
lin ratio. It was demonstrated that when 
anger was produced: noradrenaline-like ef- 
fects occurred. At the same time, the re- 
sponse to an injection of mecholyl (methyl- 
ated acetyl choline) was an increase in bl 
pressure. Similarly when fear, depression, or 
anxiety was the emotion produced, mecholyl 
caused a decrease in blood pressure and 
adrenaline-like effects were seen. 

At the Aero Medical Laboratory experi- 
ments have been under way determining the 
parameters involved in “G” tolerance. T he 
level of G-force at which subjects black-out 
or lose their vision depends on the ability of 
the cardiovascular system to maintain the 
blood pressure at the head and eyes against 
the tendency of the centrifugal force of the 
centrifuge to pull the blood away from the 
head. Thus the human centrifuge represents 
an excellent experimental situation in which 
to study cardiovascular stress responsiveness. 

Anecdotal material led us to the observa- 
tion that subjects’ variations in black-out 
level seemed correlated with their affect 


state, and that psychological differences ap- 

red to exist between low HGE an high 
“G” subjects. It seemed mos 
G” tolerance subj hod 
601 


likely that these variations were 
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due to different degrees of efficiency of the 
compensatory blood pressure response to 
the cardiovascular stress. Assuming the 
correctness of Alexander’s and others’ postu- 
lates(7, 8) we took a calculated risk. The 
decision was made to study aggression and 
its handling, rather than the entire person- 
ality. It soon became apparent that high 
“G” subjects seemed more outgoing and 
aggressive than low “G” subjects. In addi- 
tion, the “G” tolerance of a subject at any 
given time seemed correlatable with aggres- 
sion and the method the subject chose to 
handle it. Two subjects, observed for 8 
months, revealed highest black-out levels 
just after they had expressed some anger or 
were relatively free from anxiety. Lowest 
black-out levels were obtained when they 
were worried, depressed, and anxious. 

These observations led to the assumption 

that anger-out people or anger-out responses 
would result in high “G” tolerance while 
anger-in (anxious, depressed) people or re- 
sponses would lead to low “G” tolerance, on 
the basis of the associated differential adrena- 
lin/noradrenalin secretions, and the resultant 
differential blood pressure responses, 

Preliminary confirmation of this theory 

came from an independent study of norad- 
renalin levels with progressive increase in 
“G” tolerance, by Goodall and Mehan(9). 
Although this work is only beginning, it 
suggests that noradrenalin is highest in sub- 
jects who “black-out” at high accelerations, 
and lowest in those who lose their vision at 
low “G” forces. 

The reasoning that “G” tolerance was 
related to direction of aggressive expression 
led to the development of a projective test, 
heavily loaded with aggressive content and 
symbols, in the hope that it would be able 
to discriminate high from low “G” toler- 
ance subjects, Eleven cards comprise the 
T.A.T.-like test. Drawings of people in 
various situations are presented to the sub- 
ject who is asked to tell a story about each 
picture. The stories of high and low “G” 
tolerance subjects were compared, and the 
preliminary criteria of differentiation worked 

out. 

The test criteria first used were as fol- 
lows: High “G” subjects tend to identify 
with the aggressor, and tell active stories in 
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which the hero is independant, persists in 
goal-directed behavior, is hedonistic or im- 
pulsive, and is comfortable about expressing 
aggression. Low “G” subjects identify with 
the aggressed against, tell passive stories in 
which the hero is dependant, easily gives up 
his goals, is usually reality oriented, and 
either denies or is uncomfortable about ex- 
pressing aggression. We emphasize that 
these criteria are preliminary and require 
more elucidation. 

In preliminary testing 13 protocols were 
prepared, consisting of 6 low “G” and 7 
high “G” subjects previously tested on the 
centrifuge. These protocols were presented 
independantly to 2 clinical psychologists, who 
upon being given the criteria for differentia- 
tion properly placed 12/13 of the subjects. 
In addition, 33 further subjects were tested. 
The authors attempted to place these sub- 
jects in their appropriate “G” tolerance cate- 
gories on the basis of the projective test. 
Using the criteria on a 6-point scale, a 
numerical score was obtained. Figure T illus- 
trates that the subjects were placed in their 
appropriate categories with a high degree of 
success, 

In most instances the test was not ad- 
ministered on the same day as the centrifuge 
ride. Thus, what was being assessed by the 
projective test was the usual way the subject 
handled or expressed aggression. When a 
test is given close to the time of the actua 
centrifuge stress, it is assessing the subject $ 
affective state, at the appropriate time, a 
its accuracy in predicting “black-out levels 
increases, i 

Double-blind cross validation studies now 
under way are taking this into account an 
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suggest that the 92% accuracy of prediction 
will be maintained. Urinary adrenalin/nor- 
adrenalin determinations and blood pressure 
recordings support the data and will provide 
correlations between affective, biochemical, 
and physiological findings. 

Precise relationships and accurate cor- 
relations between physiological and psycho- 
logical aspects of the organism appear to be 
quite feasible if proper attention is paid to 
possible specificity of a psychophysiological 
problem, and if tools are designed specifically 
to obtain maximum information about a 
circumscribed area. Thus, in this paper it is 
strongly suggested that a striking psycho- 
logical factor, namely direction of expression 
of aggression, is implicated as a major de- 
terminant of level of “G” tolerance. This in 
itself is interesting, but the biochemical and 
Physiological reason for the finding is at 
least equally important. 
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RAUWILOID THERAPY IN ALCOHOLISM 
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The complexities and stress of modern 
life have led to widespread use of sedatives 
and hypnotics. They are particularly used 
in chronic alcoholism, with its sequelae of 
jitteriness, anxiety, unsteadiness, worry and 
remorse. The alcohol addict represents one 
of the largest groups of barbiturate con- 
sumers. As might have been predicted, 
many alcohol addicts have developed sec- 
ondary barbiturate addiction. When such 
an alcohol-barbiturate addict is treated for 
an acute state of alcohol intoxication, igno- 
rance of his barbiturate addiction may lead 
to omission of administration of this drug 
with resultant withdrawal convulsions or 

withdrawal psychosis. 

Bromides should also be avoided as seda- 
tives, not only because of the danger of ha- 
bituation, but because of the not infrequent 
occurrence of toxicity(1, 2). We have found 
that bromides tend to be excreted more 
slowly in alcoholics, thus accumulating in 
the blood stream and causing toxic reactions, 
such as toxic psychosis. Even if Dupree’s 
observation(3) is correct—namely, that 
toxic delirium during bromide intoxication 
develops only in patients with pre-existing 
personality defect—it is quite probable that 
the latent personality defect, so often a part 
of the alcoholic’s makeup, suffices to pre- 
cipitate the toxic delirium when bromides 
are used, 

Thus, the need for a nonhabit-forming 
sedative or, as they are now called, a relax- 
ant or tranquilizer, is undeniable. The first 
to come on the market was Tolserol, fol- 
lowed by a host of other mephenesin prepa- 
rations. Similar relaxing therapeutic prop- 
erties were shown in Dimethylane (2, 2-di- 
isopropyl-4-hydroxymethyl-1, 3-dioxolane(4, 
5, 6). Insulin in subshock doses combined 
with dextrose and thiamin has also been 
tried for the prevention of secondary drug 

addiction in alcohol addicts(7). Pharmaco- 


1 From the Washingtonian Hospital, 39 Morton 
Street, Jamaica Plain (Boston), Mass. 
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logically interesting was the combination of 
a vagal depressant (Bellafoline) with a sym- 
pathetic depressant (ergotamine) as a non- 
habit-forming sedative(8). 

In the autumn of 1954, Rauwiloid? (the 
alseroxylon fraction of Rauwolfia serpen- 
tina) and Rauwidrine ? (1 mg. of Rauwiloid 
combined with 5 mg. of amphetamine sul- 
fate) were investigated as tranquilizing 
agents for subacute and chronic stages of 
alcoholism. This study was carried out at the 
Washingtonian Hospital in Boston, and the 
staff of observers was composed of the medi- 
cal director, 2 full-time assistant physicians, 
and 4 outpatient psychiatrists. The follow- 
ing presentation is a report of that investiga- 
tion. 


MATERIALS AND METHODS 


An experimental and a control group 
were chosen, house and outpatients being 
included in each group. The total number 
of patients involved was 199, ranging 10 bl 
from 22-83 years. All but 7 were ee 
addicts with a history of compulsive drink: 
ing for many years; in some, decades. The 
7 exceptions were drug addicts: 2 barbitu- 
rate and 5 heroin addicts. Of these 7, 3 we 
also addicted to alcohol. The percentage 0 
Negroes in the group of 199 was 3-5- 7 

The investigation was carried out as 
double-blind study, some of the patients 1° 
ceiving Rauwiloid (or Rauwidrine) ; : 
others being given 2 different relaxant oe 
or a placebo, as controls. The medical z 
were identified by code so that the 4,0% 
patient physicians and the senior re% ri 
physician did not know which drug w 
actually used. The second resident piye 
and the medical director applied a 1a” 


ient 

order of administration ; namely. 3 we 

number 1 received Drug A (ama i 2 
1 


loid or Rauwidrine) ; patients nu" ee 
and 3 were given 2 different but comp’ 


jes, PC 
2 Supplied by courtesy of Riker Laboratories, 
Los Angeles, Calif. 
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relaxants B and C (chemically pure sub- 
stances, structurally related to mephenesin, 
and with a similar pharmacologic activity) ; 
patient number 4 received a placebo identi- 
cal to Rauwiloid in appearance. 

In the case of Drug A, only the medical 
director knew whether Rauwiloid or Rauwi- 
drine was being administered. In most cases, 
Rauwiloid was given at the start, and re- 
placed with Rauwidrine when a patient’s 
response indicated that a mood-elevating 
drug was needed. 

The dosages of the respective medications 
corresponded to recommendations of their 
manufacturers, and were as follows: Rauwi- 
loid, from 2 mg. to 4 mg., b.id. or tid; 
Relaxant B, 0.4 gm. to 2.4 gm., daily; Re- 
laxant C, 1.6 gm., q.id; Placebo, one or 
two tid. or q.i.d. 

_ Administration of the drugs was started 
inthe subacute stage of intoxication, i.e., in 
uncomplicated cases, from 1 to 2 days after 
the beginning of hospitalization and the 
withdrawal of alcohol, as soon as 
se, insulin, paraldehyde or chloral- 
te could be replaced by relaxants. In 
tases of acute alcoholic psychoses, they were 
= after termination of this state. In 
case of drug addicts, the tranquilizin 
medication was sta i i h : 
a d rted immediately after the 
gradual withdrawal of the opiates or the 
rates, lasting from 10 to 14 days. 
enever indicated, the medications were 
a well into the chronic stage of al- 
a m, for Weeks and months. There 

“e 3 indications for such prolonged ad- 

alton, on of the drugs: first, in cases of 

T aes irritability or insomnia, which 

i ncommon as steady or sporadic 

ena in nondrinking alcoholics; sec- 

ie, a Preventive medication to help the 

+ thir Stay on the “straight and narrow”; 
m as an adjunct to psychotherapy. 


RESULTS 
ee, hundred and ninety-nine patients 
Ru io to the effects of Rauwiloid (or 
oT a total SA r 2 comparable tranquilizers 
days of ob 1,492 days—average of 7.4 
Servation per patient. In addi- 


tion, 15 primary and secondary outpatients * 
had been given a total of 97 interviews. Both 
the patient’s subjective feelings of response 
to therapy and the objective observations of 
the physicians, nurses, and attendants were 
considered in evaluation of the efficacy of 
the medicament. 

The final results were tabulated in 3 
main categories: (1) improved, (2) with- 
out significant change, (3) impaired. When 
necessary, the latter classification was fur- 
ther defined by a specific description, such 
as untoward side-effects, individual sen- 
sitivity or allergic responses. Improvement 
was assessed objectively by lessened rest- 
lessness, disappearance of tremor, and ab- 
sense of apprehensiveness, as well as by the 
patient’s own descriptions of the disappear- 
ance of such symptoms as tension, inner 
tremulousness (“butterflies in the stom- 
ach”), insomnia, inability to concentrate and 
the various somatic complaints of anxiety. 
Degrees of improvement were classified as 
mild, moderate, or marked. 

Of the 199 patients observed, 50 received 
Rauwiloid or Rauwidrine; 50, preparation 
B; 50, preparation C; and 49, placebos; 134 
or 67% responded with improvement. Only 
2 showed a temporary impairment of their 
condition, One was a heroin addict who 
developed weakness, lethargy, and upper 
respiratory tract symptoms, including nasal 
stuffiness, on Rauwiloid. These symptoms 
disappeared when the drug was discon- 
tinued, recurred when a subsequent trial of 
Rauwiloid was attempted. Subsequently, 
this patient was given medication B with no 
unfavorable results. This patient, moreover, 
had a past history of food and drug allergy. 
Another patient complained of drowsiness 
on Rauwiloid. This disappeared when only 
half tablets were taken at a time. 

The final results obtained with each of the 


preparations used are shown in Table 1. 


3A secondary outpatient is a person who was 
originally hospitalized and then transferred to the 
outpatient department. A primary outpatient is 
who was referred to our outpatient doimi - 
rectly, completely sober and without first un N 
going a preventive treatment, such as the Gey E 
tioned response treatment, which requires hospitali 


zation. 


TABLE 1 
RESULTS 
Medication Improvement Patients 
H g 
3 ka g 
i l gonea 
i X x “ g 
Pie eg mo ntep eg 
Rauwiloid and 
Rauwidrine ...... 8 21 Il 10 50 
Drug B .... 22) Sera 8 50 
Drug C TS SSES UREE 50 
Placebo Ov) AG? 35 49 
Totals 58 58 65 199 


CASE REPORTS 


The following case histories have been se- 
lected as illustrating the efficacy of the drugs 
tested: 


Case 1.—A.B., male, a 33-year-old, slender, dark, 
white-collar worker, with an apologetic smile and 
a queer stereotype mannerism, since the death of 
his alcoholic father 10 years before, had suffered 
from insomnia and chronic alcoholism, He con- 
sumed “two or three quarts of beer” every night; 
recently, he would start to drink on Saturday morn- 
ing and continue until Sunday night. Sporadic 
periods of depression, sexual deviations, and mild 
ideas of reference complicated his problem of alco- 
holism. 

On January 19, 1955, he was placed on Rauwiloid, 
2 mg. on arising and 2 mg. at 2:00 p.m. One week 
later, he could observe no change, but on February 
2, he reported that he felt less tense and in better 
spirits. Progressive reports are best given in the 
pa own words : 

ebruary 9: “I feel slightly drowsy, especially i 
the evening, but this does not bsterdere with miy 
work. My craving for beer has entirely disap- 
peared.” To prevent drowsiness, the 4 mg. of 

Rauwiloid daily were prescribed in 4 tablet (1 mg.) 

doses at a time: 

February 17: “The drowsiness is reduced. No 

craving for alcohol, I feel more relaxed.” 

February 23: “I feel O.K.” 

March 9, Patient complaining of headache: “Great 
weakness, no strength left, like a heavy load press- 
ing on you. I feel drowsy.” Rauwidrine was pre- 
scribed instead of Rauwiloid, one tablet on arising, 
4 tablet at 11:00 a.m., 4 tablet at 2:00 p.m. ? 

March 16; “I am sleeping fairly well. I have no 
drowsiness; all unpleasant side-effects of the first 
tablet [Rauwiloid] are gone.” 

March 23: “I sleep fairly well, feel physically 
O.K. I never crave for alcohol, feel enough pep to 
move around and work.” 

March 29: “People with whom I work either 
ignore me in a superior way or show hostility.” 

April 7: “I sleep well, co-workers still irritate 
me. 

April 13: “O.K., no complaints.” 
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The patient is continuing on Rauwidrine. This 
is one of the only 2 patients who had any side-ef- 
fects with Rauwiloid. 

Case 2—C.D., is a female, aged 45, depressed 
and recently separated from an unstable, physically 
abusive, immature husband. They have 8 children. 
Both the patient and her husband had been drinking 
excessively and steadily for 15 years. Her husband 
ridiculed and discouraged her attempts to over- 
come her alcoholism. The patient was irritable, 
tense, depressed and sleepless when, on April 8, 
she was placed on Rauwiloid, 2 mg. on arising and 
3 mg. at bedtime. 

April 15, the patient had returned to her husband's 
apartment, but used a separate bedroom. She re- 
ported: “The depression in daytime is much im- 
proved and does not occur often. I am able to 
control it.” Prior to Rauwiloid medication, pa- 
tient often cried uncontrollably. “I still can’t sleep.” 
Rauwiloid dosage was increased to 2 mg. on arising 
I mg. at noon, and 3 mg. at bedtime. 

April 22: “I can’t go to sleep before 1:00 am, 
but then I sleep well. I am somewhat dizzy in the 
daytime.” The patient’s blood pressure was 96/79, 
which is in the range commonly seen in patients 
of this type, in a non-acute stage. Medication was 
changed to 2 Rauwidrine tablets on arising and 1 at 
noon, with 3 mg. Rauwiloid at bedtime. 

April 29: “I am beginning to sleep better, no 
dizziness.” 2 

May 6: Patient described her state as improving, 
and continued on the same medication. 

May 13: “Improving.” 

May 20: “Depression almost gone. I sleep almost 
every night.” eee 

May 27: “I am sleeping well; the depression 'S 
almost all gone, but I felt dizzy during the last 
few days.” Medication changed as follows: Rauwi- 
drine, 2 tablets on arising, 1 at 11:00 a.m, I at 
2:00 p.m., Rauwiloid, 3 mg. at bedtime. d 

June 3: “I am sleeping alright, but feel weak an’ 
lightheaded.” Medication prescribed: 0.2 gm. y 
feine and 3 Rauwidrine tablets on arising; Rauw! 
loid, 3 mg. at bedtime. j 

June 20: “I now sleep very well and ero 
bedtime tablets [Rauwiloid] anymore. Every” 
is fine; no dizziness, no fainting, no depressi™ 
Medication: 3 Rauwidrine tablets on arising, 
at 11:00 am, and again at 2:00 p.m. don't 

July 5: “I begin to feel like myself. tae 
think I'll need any more tablets. On July Th yoy 
have finished 4 months entirely free from alco 
(First period of abstinence in fifteen years?’ oa 

July 19: “I couldn't feel any better. 
lot of leisure and pleasure. I am sleepin 
fully; the headache is gone completely. 

August 5: “I am feeling wonderfully, 
well.” intelli- 
Case 3.—E.F., male, a 40-year-old, very ! 
gent white-collar worker, successfully AA 
alcoholism at the Washingtonian Hospita Ti d 
previously, had never relapsed, but still $ 
from extreme irritability and depression. 19 i 
to psychotherapy, this patient had tried 


g wonder 


sleeping 
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commonly used sedatives, without satisfactory re- 


sults. 
In December 1954, he was started on Rauwiloid, 


2mg. bid. Within a short period, the patient com- 
mented: “Things that have bothered me in the past 
don’t bother me that much.” 

February 4, 1955: Patient still complained of 
depression, and Rauwidrine was substituted for the 
morning Rauwiloid tablet. 

February 7: “Depression has faded. New medi- 
cine has worked well, except for slight irritability.” 
s March 15: “Feel O.K” Rauwidrine was con- 
tinued as the daytime medication, and Rauwiloid was 
given at bedtime. 

March 31, April 15 and April 29: Patient reported 
that treatment was “very satisfactory.” He was con- 
tinued on the same medication, 

May 16: “The medicine [Rauwiloid] helps to 
reduce restlessness; is calming. It is the most ef- 
fective medication,” 

May 27: “These [Rauwiloid and Rauwidrine] 
have helped me more than anything I took before.” 


Discussion 


Most of the cases in our series would pre- 
sent reports similar to those described above, 
if given in detail, and clearly demonstrate 
the value of Rauwiloid (or Rauwidrine) 
therapy in the treatment of alcoholism. In 
a n 50 patients treated with Rauwiloid 
le ital was noted; of these, 29 
These Suen to marked improvement. 
es A compare favorably with those 
Ly on n the comparable series of patients 
ik, Se C, and are significantly supe- 
i dse seen in the control group on 
placebos, 
© nno inicia action of these relax- 
H ji on ability to dissipate anxiety 
tion, Tn sig out any toxicity or habitua- 
drine) Kap respect Rauwiloid (or Rauwi- 
should a Hh most satisfactory. It 
fact that A: ct moreover, that despite the 
show a PA TEIP 80% of our patients 

PETHA ei pressure (in the range of 
boid. Al > did not hesitate to use Rauwi- 
i though this drug lowers an abnor- 

ally elevated bl e aa 
lood pressure, we saw no 
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evidence that it significantly affected the low 
pressures commonly seen in alcoholics. 

We should also like to point out that 
therapy with each of the drugs tested in this 
study has been supplemented by case work 
and psychotherapy. 


SUMMARY AND CONCLUSIONS 


1. In a double-blind study with 2 me- 
phenesin-like drugs, B and C, and placebos 
used as controls, Rauwiloid and Rauwidrine 
therapy proved effective for the psychogenic 
factors of chronic alcoholism. A 

2. Rauwiloid was most useful in relieving 
the symptoms of anxiety, nervousness and 
tension ; supplementary therapy with Rauwi- 
drine was usually effective when depression 
was a problem, 

3. Sedation with Rauwiloid and Rauwi- 
drine is notably free of toxic effects or ha- 
bituation, offering a decided advantage over 
the use of barbiturates, bromides or other 
habit-forming drugs. p 

4. The use of Rauwiloid and Rauwidrine 
for the treatment of alcoholism, or other 
chronic states in which psychosomatic fac- 
tors are prominent, merits further investiga- 


tion. 
BIBLIOGRAPHY 


1. Curran, F. J. J. Nerv. Ment. Dis., 38:163, 


Aug. 1938. 
an M. Am. J. Psychiat., 12 : 125, May 1933. 


3. Dupree, F. F. J. Tennessee M. A., 39:4 Jan. 


6. $ 
je Berger, F. M, and Bradley, W. Brit. J 


l., 1:265, 1946. 
Pharmaca J. M. Bockelheide, V., and Tarbell, 


i 108: 561, Nov. 19, 1048. 

DS el MERA D., Yaskin, H. Edward, Robert- 
son, Harold F., and Morgan, David R. Quart. J. 
di Alcohol, 12: 587, Dec. 1951. 4 
ys Thimann, J., and Peltason, P. Quart. J. Studies 

l, 7:506, Mar. 1947. | 
la ce bs Am. J. Psychiat., 109: 701, Mar. 


1953. 


A CLINICAL EVALUATION OF MEPROBAMATE THERAPY IN A 
CHRONIC SCHIZOPHRENIC POPULATION: K 


KENNETH TUCKER, M.D., ano HAROLD WILENSKY, Pu. D.,2 Montrose, N. Y. 


Reports of the salutary effects of mepro- 
bamate (2-methyl-2n-propyl-1, 3-propanediol 
dicarbamate) in the treatment of many psy- 
choneurotic reactions (especially the anxiety 
and tension states) appear frequently in the 
recent literature(2, 5, 7). However, there 
have, as yet, been no published reports of 
any controlled studies relating to the value 
of meprobamate in a hospitalized psychotic 
population. Borrus and Selling(2, 7) de- 
scribe a beneficial effect in 6 of 13 ambulatory 
patients diagnosed as schizophrenics. Pen- 
nington(1), at the Mississippi State Hospital, 
in a study of 1,250 patients, most of whom 
were schizophrenics, compares the effective- 
ness of meprobamate, reserpine, chlorproma- 
zine, azacyclonol, pipradol hydrochloride, and 
whole root Rauwolfia, The results obtained 
with meprobamate are considered similar to 
those obtained with chlorpromazine and 
reserpine. About 3% of the patients were 
completely rehabilitated and a moderate or 
marked improvement was reported in 79%. 
It has been demonstrated by Sabshin and 
Ramot(6) at the Michael Reese Hospital in 
Chicago that even the most rigorous experi- 
mental designs (including blind and double 
blind studies) do not entirely control special 
factors when a pharmacotherapeutic evalua- 
tion is made in a psychiatric setting. Keeping 
their critique in mind, we felt that a rela- 
tively long-term blind study of a homogene- 
ous patient group, using several carefully 
obtained measures, would result in a valid 
estimate of a drug’s efficacy. 

Because of the wide tange of signs and 
symptoms in schizophrenia, it was considered 
advisable to concentrate on one aspect of the 
process—the anxiety and tension seen in cer- 
tain patients—and to evaluate the influence 
of meprobamate in that area. Our concept 
of anxiety is that of a subjective phenomenon 
experienced as a feeling of uneasiness or 


1 The authors express their appreciation to Wyeth 
Laboratories, Philadelphia, Pa., who supplied the 
drug and placebo used in this study. 

2From Franklin D. Roosevelt VA Hospital, 
Montrose, N. Y. 
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apprehension, frequently accompanied by the 
appearance of autonomic disturbances (fe, 
moist palms, urinary frequency, palpitations, 

etc.) and sleep disturbances. Tension is de- 
scribed as a feeling of muscular tightness and 
can be clinically recognized by postural rigid- 
ity and hypermotility. 


PROCEDURE 


Sixty-three chronic schizophrenic male 
tients at the Franklin Delano Ri elt 
Veterans Administration Hospital v fol- 
lowed through the course of the study. Bat 
patient had been ill for at least 18 months: 
They were selected upon the recommendation 
of their ward psychiatrists and by the authors 
after a preliminary psychiatric ex 
The criterion for selection was overt mane” 
festation of anxiety and/or tension. The 
subjects were roughly divided in half and 
randomly assigned to a drug or placebo 
group. Individual bottles identified only by 
the patient’s name were prepared by 
pharmacist. The placebo was identical to the 
drug in appearance. The placebo contame 
sucrose (5.18 gm.), corn starch (3.81 gm), 
and calcium stearate (0.14 gm.). None of the 
personnel evaluating the subjects knew WIT 
patients were receiving drug or placebo. pE 
relevant characteristics of the 2 groups ai 
presented in Table 1. 18 

The experiment was conducted over © 
weeks consisting of a 2-week premedice 
observation period, a 12-week medication A 
period (during which the subjects recai 
the drug or placebo), and a 4-week poo 
medication observation period. During, ents 
entire course of the experiment the pes 
were given no other so-called tranq The 
drugs, electroshock, or insulin therapy: fan f 
patients’ therapeutic milieu (consisting ý m 
organized activity program, group f 
for 7 of the patients, and individual pe 
therapy with the ward pectin sai 
twice weekly in 3 cases) was 0 he 
altered. Sedation was inite by m 
ward physician when considered ™ 
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TABLE 1 
Cuaracrentstrcs or Druc AND PLaceno GROUPS 
Placebo 


W230 
34 


22-49 
1947 
1936-55 


No. of 
patients 


Drug group 
(N= 32) 


Age (median) 
Range 
Yr. of rst hosp’n (median).. 


anos 


Dosage-——Patients were started on 400 mg. 
Lau orally. This dose was increased by 400 
= increments every 2 weeks in all 
eek raha improved. An arbitrary 
Gee vs of 1,200 mg. q.id. was set. The 
ps ale a increased in any case after the 
bith pro . By that time all but 8 patients in 

è edi: were receiving maximum dosage. 
est, 7 ication was abruptly withdrawn 

Ba 2 weeks after it was started. 
alta the course of the experiment the 
Deychiat Were evaluated by means of: (1) 

ike Interviews and ratings conducted 
the ward nior author; (2) conferences with 

3 personnel and the ward psychiatrist ; 

pe questionnaire. EEG 
were aa Seria rate and weight records 
ited interviews.—Subjects were in- 
T e the premedication observa- 
after, Datiag th at 4-week intervals there- 
interview z e psychiatric evaluation, the 
NA structured to the extent that 
specific Fed were asked of every patient 
corded in ea. jective phenomena were re- 
Were subdivide rari The recorded findings 
Bories: (2) ob into the following 3 cate- 
of anxiety oo (i.e., objective) signs 
motility; A tension; for example, hyper- 
typical REH subjective reports of anxiety; 
Prehensions paniei expressed fears, ap- 
» disturbing impulses or thoughts, 


guilt, and fearful hallucinations ; (3) subjec- 
tive reports of physical symptoms related to 
anxiety. These included complaints of pal- 
pitations, light-headedness, excessive sweat- 
ing and fatigue, as well as preoccupations 
with health and functioning of bodily organs. 

Ward Conferences—Weekly conferences 
were conducted with the nurses and nursing 
assistants (psychiatric aides), during which 
each patient was discussed in detail. Patients 
were rated for the extent of disturbed ward 
behavior (by asking specific questions about 
irritability, hypermotility, and emotional 
lability). A separate evaluation of estimated 
changes in anxiety and tension levels was also 
obtained. 

Psychological Questionnaire—A person- 
ality inventory containing 74 “anxiety” items 
was administered during the preliminary ob- 
servation period, repeated during the final 
week of medication, and again at the conclu- 
sion of the experiment. 

In addition to these measures, the ward 
psychiatrist was asked to make a general 
rating of the changes, if any, in anxiety and 
tension levels of each patient at the end of 
the 12-week medication period. 

The only physiological measurements taken 
were twice-weekly blood pressure readings 
and weekly weight records. Attempts to col- 
lect data about sleeping patterns failed be- 
cause of inaccurate reports. Observations of 
side-effects (notably drowsiness) were made 
by the ward personnel and reported in the 
weekly conferences. 

The sole laboratory record obtained was a 
series of 3 EEG’s on each patient, taken in 
the preliminary observation period, during 
the last week of medication, and at the end 
of the postmedication observation period. 


RESULTS 


Anxiety and Tension —At the end of the 
experiment the patients were rated in terms 
of degree of change in their levels of anxiety 
and tension, being categorized as worse, un- 
changed, mildly improved, moderately im- 
proved, or markedly improved. In making 
this evaluation, we employed all of the col- 
lected data. Significant improvement (“ mod- 


erate” or “marked” ) was considered to be im- 


provement of such a magnitude that patients 
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previously exhibiting many of the signs and 
symptoms of anxiety and tension manifested 
clear reduction or disappearance of such phe- 
nomena. The clinical anxiety and tension 
rating scale used was derived from Fleet- 
wood(3). Slight improvement referred to 
relatively minor changes which, for the most 
part, could be detected only by persons in 
continued contact with the patient (i.e., ward 
personnel). 

The final evaluation at the end of the 12- 

week medication period revealed a significant 
improvement (i.e., “moderate” or “marked” ) 
in 13 patients of the drug group (41%) as 
compared with 3 in the placebo group (10%). 
A chi-square test shows that this difference 
is statistically significant at the 1% level of 
confidence, A repeat evaluation 4 weeks after 
the cessation of medication revealed a con- 
siderable reduction in the degree and number 
of patients maintaining improvement. Three 
patients in the drug group and one in the 
placebo group continued significantly im- 
proved. The over-all results are presented in 
Table 2. No significant correlations were 
demonstrated between improvement shown 
and age, duration of illness, or the extent of 
previous drug therapy. 

A breakdown of the data obtained in the 
psychiatric interview is presented in Table 3, 
Inspection of the results reveals that 4 weeks 
after the start of medication, reduction in 


TABLE 3 


Percentace or Patients SHOWING REDUCED Anxiety anp Tension on Psycutateic AND NU is 
PERSONNEL RATINGS 


4 wks. 8 wks. 12 wks. 
Psychiatrist's rating Percentage 
Observable anxiety <....se00ssecsseresseeve me tteeereees 56 66 72* 
acebo ......... 52 58 42 
Subjective report of psychological symptoms. stele oe eee 48 59 E 
P NNa 57 54 
Subjective report of physical symptoms. .... DE st eee eens 29 46 8 
EDO. we cesicees 43 43 4 
Nursing personnel rating 
Disturbed ward behavior ................0.- Em frets eees 53 50 bs 
ebeisesbe I I 
Anxiety and tension .......+0...se0sceeeees doles thee eeaes 62 59 = 
E 39 45 


* Chi square test of differences between groups are significant at or beyond 2% level. 


MEPROBAMATE IN CHRONIC SCHIZOPHRENIA i e 


TABLE 2 


Decree OF IMPROVEMENT AND NUMBER OF PATE NTS 
IN EacH Cartecory * 


After 12 weeks 


Rating 
Marked improvement ... 
Moderate improvement .. 
Mild improvement . 


WO Coom Drug 
| wo BS aw p Placebo 


Blee o Dur 


Le) 
È 
wi 


„* Chi square tests of differences between groups are 
nificant at 1% level. 


signs and symptoms occurred in large 
centages of both drug and placebo gro 
However, the drug group shows incr 
improvement up to the end of the me 
period; whereas, the placebo group sh 
erratic changes. The greatest differences b 
tween the groups occur at the end of 
medication period. In the number of pat 
showing reduced objective signs of ar 
and/or tension, this difference attains 
tistical significance. $ 

An analysis of the material obtained | 
the ward personnel is presented in Table 
Examination of these findings shows that! 
approximately 50-60% of the patients Ë 


Number of weeks on medication 


— 
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was a decrease in disturbed ward behavior 
throughout the course of the experiment 
without appreciable differences between the 
2 groups. However, the number estimated 
as improved in relation specifically to anxiety 
and tension was greater in the drug group, 
as compared with the placebo group, from 
the start. This difference reached its greatest 
magnitude at the end of the medication period 
when 66% of the drug group was rated by 
the ward personnel as showing slight to 
marked improvement as compared with 29% 
of the placebo group. 
d Only 18 patients in the drug group and 20 
in the placebo group were able to complete 
the psychological questionnaire on the 3 oc- 
casions it was administered. The remaining 
Patients were unable to respond adequately 
to the questionnaire, chiefly because of poor 
contact with reality. Results of the tested 
Patients showed that there was a greater re- 
duction in the mean number of items indica- 
tive of anxiety among the drug group when 
pue at the end of the medication period. 
än analysis of variance technique, however, 
on that the difference does not attain sta- 
‘“tieal significance. The mean scores ob- 
es are presented in Table 4. 
we Rae e hanges.—The physiological 
kaled wel ood pressure and weight) re- 
E Ey constant throughout the 
oa premas *—The results of the 
standing eee ed in Table 5. The out- 
ig E roencephalographic feature of 
e eE the meprobamate was 
iane of fast activity, most predomi- 
in the frontal areas, in 56% of th 
cases, This h » 1n 507% 0 e 
as not been previously reported 


e TABLE 4 
EAN SCORES 
CORES ON PSYCHOLOGICAL QUESTIONNATRE * 


rath wk. 
on medi- 
cation 


28.5 29.8 
34.5 32.6 


a; h 
cally signifa veen groups from test to test are 


4 wks., 
postmedi- 


Preliminary 
cation 


Drug (N period 
P FAT 
aceto (N=2) 1’ S 
Not sane oo ' 
~istically 


Mr, Lewis 


D: Roo: 
G tracin, 


8 
lin 


ER Brown, EEG technician at the Frank- 


oo VA Hospital, obtained the 174 
used in the study. Albert N. Browne- 
» of the Cornell University Medical 


epa; A 
Partment of psychiatry, evaluated and 


int 
“rpreted the EEG findings. 
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in the literature. The type of fast activity 
is much like that seen after barbiturates but 
in these cases is somewhat slower and a little 
more irregular. The fast activity seen in the 
2 placebo group patients was, in one case, 
present both before and after, as well as dur- 
ing placebo administration. In the other case, 
the fast activity was probably due to the 
administration of sedatives after the cessa- 
tion of placebo. 

There are other findings in the placebo 
group, however, which are not so easily ex- 
plained. Both groups showed about a 40% 
increase in alpha activity. With the placebo 
patients, the changes for the most part oc- 
curred at the time of placebo administration. 
With the drug patients, however, the changes 
in alpha occurred after the cessation of 
meprobamate. Several more subjects showed 
a decrease in the voltage with the placebo 
rather than with the drug. The correlations 
between improvement and EEG changes do 
not approach statistical significance. i 

Side-effects—Eight of the patients taking 
the drug (in contrast to only 1 on placebo) 
complained of temporary “stomach upsets 
at various times during the medication period. 
One of these had a previously diagnosed 
peptic ulcer. In no case was the symptom of 
such a magnitude that specific therapy was 
required. nats. 

Drowsiness was noted at some time in the 
first several weeks in 10 patients of the drug 


TABLE 5 
Numer of Patients SHOWING EEG CHANGES 
Drug Placebo 
Type of change and period (N = 32) (N = 26) 
Bish on medication. 18 (36%) 2 (8%) 
Increased alpha activity 
Final week on medica- A 
tion only seeen I 5 
Postmedication period only. 10 
Both final and postmedica- 
tion EEG’s eee 2 K 
Total seess esett 12 (37%) 11 (42%) 
Depressed voltage — 
Final week on medication. 1 3 
Postmedication period .... 0 
Both final and postmedica- ; 
tion EEG’s ..++++--+°** w a 
Total ie cscgeeectesens 2(6%) 6 (23%) 
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group and in 8 of the placebo group. After 
the second month of the medication period, it 
was observed in a minimal number of pa- 
tients (3 in the drug and 4 in the placebo 
group). At no point was there a significant 
difference between the number of patients 
in each group reported drowsy. 

Two of the patients on the drug experi- 
enced solitary grand mal seizures within 36 
hours after withdrawal of the medication. 
One of these had had no previous history of 
convulsions. The other had a history of a 
single, unobserved “fainting spell,” which 
occurred 1 month prior to the experiment. 
EEG'’s of both patients taken within 2 hours 
of their convulsions were reported as within 
normal limits. Both patients had shown the 
specific increased fast activity in the EEG 
taken while they were receiving meproba- 
mate. There was no recurrence of seizures. 

Another striking consequence of the ab- 
rupt withdrawal of medication was a tempo- 
rary sharp increase in anxiety and tension in 

16 of the patients receiving the drug and in 3 

receiving placebo. Of great interest is the 

fact that the 3 placebo group patients who 
became worse after the placebo was with- 
drawn were the same 3 patients rated as sig- 
nificantly improved during the medication 
period. 

No other side-effects were reported. 


Discussion 


The results obtained from this blind ex- 
periment indicate that meprobamate is effec- 
tive in reducing the anxiety and tension ac- 
companying certain schizophrenic processes, 
The patients receiving meprobamate con- 
tinued to improve up to the time of with- 
drawal, suggesting that it may be desirable 
to continue the medication beyond a 12-week 
period. The disturbances following with- 
drawal point to the need for gradual termina- 
tion of therapy. The salutary effect is ap- 
parently not related to age, diagnostic sub- 

division, or extent of previous drug therapy. 

One result not demonstrated in the over- 
all findings, however, was that patients re- 
ceiving meprobamate on the most acutely 
disturbed wards showed considerably less im- 
provement. It is of interest to note that on 
these wards the aides discovered large 
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amounts of discarded medication. (On one 
ward, where 5 of 6 patients were receiving 
the drug, nearly 200 pills were found behind 
the radiator enclosures.) It is conceivable 
that the beneficial effects might have been 
even greater had all the medication been 
taken as planned. In this context, perhaps 
pharmacotherapy experiments with grossly 
psychotic patients in hospital settings should 
utilize drugs that can be administered in an 
elixir or parenteral form. 

Another striking effect was the large num- 
ber of patients showing apparent improve- 
ment initially, regardless of the actual medi- 
cation received. This is postulated as being 
due to various factors ; in part, the psycho- 
logical effect on the patient of receiving medi- 
cation and special attention (even though 
only ro patients in the preliminary examina- 
tions expressed a need for any type of ther- 
apy). A second factor was the enthusiasm 
of the hospital personnel evaluating the pa 
tients (ie. changes were anticipated and 
probably readily reported). However, this 
“placebo effect” was not maintained through- 
out the medication period, in sharp contrast 
with the drug effect. Perhaps future studies 
could control this “placebo effect” by giving 
placebo initially to both groups, switching 
to the drug in one group after several weeks, 
at a time determined by a person not other- 
wise involved in the experiment. Sa 
method would appear to be more efficien! 
than the standard double blind study. 4 

A criticism of blind studies by Sabshin w 
Ramot(6) centered about the use of ime 
placebos. In this study no striking side 
fects or physiological changes occurre ka 
distinguish between the two groups. In fs 
amining the nurses’ notes after the expe Ce 
ment ended, it was found that only 5 ? 
tients had received sedatives more t ee 
times during the medication period. of ie x 
2 were in the placebo group. Again, iti f 
interest that these patients were a m 
3 in that group rated as significanty oup 
proved, Of the 3 patients in the drug 8™ 3 
who received relatively frequent sedation i 
did not require any sedation after the 
4 weeks of drug administration. dicate 

The results of the EEG studies 1 ws 
that meprobamate is a drug whic a 
specific neurophysiologic changes simile’ 
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pot identical, to changes in EEG’s obtained 
from patients receiving barbiturates. In ad- 
dition, the neurophysiologic potency of the 
placebo over a prolonged period is suggested 
by its influence on the EEG (as increased 
alpha activity). 

The 2 convulsions which occurred after the 
abrupt withdrawal of meprobamate may be 
Viewed as similar to the so-called abstinence 
syndrome, described by Fraser and his as- 
Sociates(4), developing after the abrupt with- 
drawal of barbiturates. This syndrome, as 
described, includes occasional convulsions of 
a grand mal type and great anxiety. 


CONCLUSIONS 


i. Meprobamate is clearly of value in re- 
ducing the anxiety and tension level of 
tronic schizophrenic patients, Forty-one 
Percent of a group of 32 patients receiving 
the drug for 12 weeks (up to 1,200 mg. 
qid.) showed a significant improvement in 
Comparison with 10% in a group of 31 pa- 
tients receiving placebo, Improvement in the 
§ group continued to increase until with- 
of e Suggesting that a treatment period 
M Onger duration is advisable, The effect 
oo considerably reduced within 4 weeks 
~~ cessation of treatment, 
a During the medication period 8 pa- 
Hents complained of transient stomach up- 
ther... Patients, however, required specific 
tapy, No other side-effects were noted 
Es ee time the patients received the 
ae a abrupt withdrawal, solitary 
Swell as erin occurred in 2 patients, 
iiiety and 12 €ss serious signs of increased 
ing is ee in other patients, indicat- 
K, or gradual withdrawal. 


3. The beneficial effects of meprobamate 
are unrelated to age, duration of illness, or 
diagnostic subdivision. 

4. The improvement shown initially by the 
placebo group underscores the need for care- 
fully controlled studies in evaluating therapy. 

5. Meprobamate causes specific fast ac- 
tivity changes on a majority of EEG’s. The 
increased alpha activity seen on the EEG’s 
of patients receiving placebo as well as those 
receiving meprobamate demonstrates appar- 
ent evidence of placebo potency on a neuro- 
physiologic level. 
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SEIZURES AND THE MENSTRUAL CYCLE’ 


BERNARD BANDLER, M.D., I. CHARLES KAUFMAN, M.D., JAMES W. DYKENS, M.D, 
MAXWELL SCHLEIFER, Pu. D., ann LEON N. SHAPIRO, M. D.? 


Boston, Mass. 


The idea that there is a relationship be- 
tween the seizures of epileptic women and 
some aspect of their sexual lives is at least 
as old as Hippocrates who said that “cessa- 
tion of the menstrual flux is the cause of 
seizures” (1). It is also a current concept as 
evidenced by Lennox’s interesting chronicle 
in the Epilepsia (1955), entitled, “The 
Reign of the Uterus” (2), which emphasizes 
the confused relatedness of seizures, female 
sexuality, and hysteria or psychological dis- 
turbances. It will be possible for us to men- 
tion only a small part of the vast literature 
on this subject. 

Menstruation in particular has been sin- 
gled out by many authors since Hippocrates. 
Medieval and post-medieval writers held 
that good menses would prevent epilepsy. 
A very common belief is that seizures occur 
more frequently in relationship to menstru- 
ation. In 1857 Locock(3) said “seizures 
are often related to hysteria or the menses.” 
In 1904 Spratling(4) reported that a quar- 
ter of his patients had more seizures dur- 
ing menstruation. Turner(5), in 1907, said 
“the relationship of epileptic fits to menstru- 
ation is well established. In the majority of 
female epileptics, the seizures are observed 
to occur immediately before, or shortly after 
the monthly period, or if the fit incidence is 
more frequent an augmentation in their 
number or severity is noticed at these times,” 
Church and Peterson (6) in 1914, and Healey 
(7) in 1928 report much the same, Lennox 
and Cobb(8) in 1928 speak of “the well 
known fact that many female patients fre- 
quently have seizures near the time of their 
menstrual periods.” In his classical textbook 

of neurology, Kinnier Wilson(9) speaks of 
“menstrual epilepsy” and says, “in the ma- 
jority fits take place just before the monthly 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 From the department of psychiatry, Yale Uni- 
versity School of Medicine, 80 East Concord St., 
Joston, Mass. 
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period or during its course, being rarer after 
its end.” Penfield and Jasper(10) in 1954 
state, “epileptic seizures in females often be- 
gin at the time of their menarche and some 
relationship to the menstrual cycle is a com- 
mon observation, hence the term “menstrual 
epilepsy” has been used to describe some 
cases. Attacks are more likely just before 
the menses rather than during or after- 
wards,” r 

In 1949 Bridge(11) states, concerning 
menstruation, that “women with epilepsy 
may be entirely free from seizures except 
during this time. In such instances the clear 
relationship between epilepsy and the menses 
points to an effect of the endocrine glands 

. indirectly through edema of the men- 
strual period.” Thus Bridge gives the fe- 
male sex glands and hydration etiologic a 
nificance, although he did not make a stucy 
of it. 

In this literature relating seizures to wg 
struation it is striking how often this relat- 
edness is a clinical impression rather ti ; 
a statistical conclusion. Even so, there we 
difference of opinion as to whether seizur 
relate to the time of menstrual flow en 
to the time before, or to the time pe 
In other words, it is not clear to which f a 
of the menstrual cycle seizures are sagt 
In this paper we present evidence abou! 
relationship. 

Two previous statistical a 
lationship between seizures and " 
tion were done by Dickerson(12) } 
gan, and Rios and d’Alembert(13 
Dickerson found that 10% of 269 
showed more seizures or had. seizures since 
during menstrual bleeding. Hower ‘os 
menstrual flow was the only jen Bt 
phase of the cycle he defined, he relation” 
say much about the seizure-phase = 
ship in the vast majority of his ae p! 
did he offer any explanation of the 1 Alen 
had “menstrual epilepsy.” Rios a” influence 
bert found in 104 patients that “the 


only 
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of menstruation on seizure incidence is 
small,” but their statistical treatment is un- 
satisfactory. Their division of the men- 
strual cycle was into 4 phases—menstrua- 
tion, the week before, the week after, and 
the remainder of the time. They indicated 
only whether seizures were present or ab- 
sent in each phase, without giving any quan- 
titative information about the incidence. 
Since their division of the menstrual cycle is 
arbitrary rather than physiological, and since 
they did not quantitate the seizures, no real 
correlations are possible. 

The literature thus shows that although 
there is wide acceptance of the belief that 
there is a relationship between seizures and 
menstruation there is no reliable statistical 
information about the incidence of seizures 
in the different phases of the menstrual cycle. 
Yet “menstrual epilepsy” is considered to be 
a specific syndrome, to account for which 
Various physiological explanations have been 
offered involving the endocrines and hydra- 
tion. There have, however, been no studies 
Undertaken to test these hypotheses. We 
ag if the incidence of menstrual epi- 
wna 18 any greater than that of proliferative 
enil Psy, ovulatory epilepsy, progestative 
‘Sime or premenstrual epilepsy. 

e ei = as Spratling (4) and 

ey at » believe that there is a relation 
ae seg and irregularities in the 
ie a e. They state further that the 
erat : 5 es of epileptic women are often 
P Owever, these authors did not 

a ately define the menstrual cycle, 
keat So been no studies of the men- 
data al epileptic women which offer 
i aout the normality of the cycle with 
; Spect to length and ovulati 4 
is no k gth and ovulation. Thus there 

nowledge whether epileptic women as 
a group ovulate or pi'e 7 
Because of hi seas i i i 
Bates this paucity of information 
orno, 2 cPtic women, namely, (1) whether 

not they have nor al PRS i 
eles sand Ga mal ovulatory menstrual 
increased AH > ether or not they have an 
p ysiological ae of seizures during any 
and if hy oui pes of the menstrual cycle, 
of the Sintra s Phase ; and also (3) because 
female ea: relatedness between epilepsy, 
NOX still PERA and hysteria to which Len- 
Such Women ‘S, we undertook a study of 

- Our hypothesis was that sexu- 


ality in the broadest sense (eroticism, men- 
struation, pregnancy, and motherhood) plays 
an important etiological role in the occur- 
rence of seizures in epileptic women between 
the menarche and the menopause. 

With the aid of the Institute of Mental 
Health, U.S.P.H.S., we carried out for 3 
years a combined psychiatric and physiologi- 
cal study of over 30 epileptic women in the 
age range between menarche and menopause. 
Our patients were selected without regard 
to the type of epilepsy, whether idiopathic or » 
acquired. The diagnosis of epilepsy was 
clear and the EEG was abnormal in each 
case. The patients had to be of at least aver- 
age intelligence and free of significant psy- 
chosis, alcoholism, or psychopathy. 

Our study consisted of: (1) weekly psy- 
chiatric interviews extending from 100 to 
over 300 visits; (2) psychological tests, in- 
cluding the Rorschach and Thematic Apper- 
ception, which were done at intervals dur- 
ing the study; (3) the definition of each 
menstrual cycle by daily vaginal smears 
(using the Shorr technique) and basal tem- 
peratures into 5 phases, namely, ovulation, 
progestation, premenstruation, menstruation, 
and proliferation; (4) frequent EEG’s at 
the various phases of the cycle; (5) deter- 
mination of hydration throughout each cycle 
by daily basal weights; and (6) accurate 
temporal charting of all seizures. 

The various interviews and tests were 
done independently by a psychiatrist, a gyne- 
cologist, an epileptologist, and a clinical psy- 
chologist. There were also 2 groups of con- 
trols without psychiatric interviews, namely, 
ro nonepileptic and 8 epileptic women. In 
all epileptic subjects the frequency of sei- 
zures and the amount of antiepileptic medi- 
cation were stabilized before the study 
started. $ 

j Our first finding presented has to do with 
the normality of the menstrual cycles of our 
epileptic patients, entirely aside from the 
matter of seizures. There were 29 patients 
whose men: cycle data were reliable, 
based on 6 to 39 cycles. The mean length of 
cycle based on individual averages was 301 
days. In a study of 20,000 calendar nari s 
from 1,500 women Arey(15) eer. 
mean length of cycle to be 29.5 days. s 
is not a significant difference. All of the 29 


epileptics ovulated—23 during every cycle 
studied, and the remaining 6 in at least half 
the cycles. Of the 6 who did not ovulate 
every cycle, 2 were adolescents and one was 
becoming menopausal. According to gyne- 
cologic sources, such as Novak(16), men- 
struation is normal if ovulation re-asserts it- 
self, even after anovulatory cycles. Thus it 
is clear that these epileptic women have nor- 
mal ovulatory menstrual cycles, 

With respect to the relationship of sei- 
zures to menstruation we have first the testi- 
mony of 30 epileptic patients in response to 
3 questions (Table 1). Almost 57% said 
that there is a relationship between seizures 
and menstruation ; but only 20% relate the 
first seizure or the recurrence of seizures to 
menstruation; and only 13% relate seizures 
to the first period. 

The definition of each menstrual cycle into 

5 phases, and the temporal charting of all 
seizures, enables us to determine the rela- 
tionship between menstrual phases and sei- 
zures in 22 epileptics. The remainder of our 
subjects were dropped from this analysis for 
the following reasons: (1) An insufficient 
number of seizures defined as fewer than 5; 
and (2) insufficient data about the menstrual 
cycles, 

First, for each woman we can examine the 
relationship between phases and seizures by 
applying the chi square method to a com- 
parison of the percent time represented by 
each phase and the percentage of all seizures 
occurring in that phase. This, of course, 
would tell us which, if any, phase is statisti- 
cally preferred. For example (Table 2), 
Subject A had 646 seizures which were dis- 
tributed among the phases as follows—6% 
during ovulation, 35% during progestation, 
8% during premenstruation, 16% during 
menstruation, and 35% during proliferation. 
These phases represent 7%, 36%, 7%, 16%, 

and 34% of the time of observation, respec- 


TABLE 1 


Yes No 
Are seizures related to 


menstruation? ........ 17 (56.7%) 13 (43.3%) 
Was the first seizure, or 

the recurrence of sei- 

zures, related to men- 

struation? ..+ssseeeee 6 (20%) 24 (80%) 
Was the first period re- 

lated to seizures? ..... 4 (13.3%) 26 (86.7%) 
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TABLE 2 


Subject A 
pP oa $ EJ E 
eo ar A= AS 
E eara ons S- 4:8 “Se 
Seizures ......... 36 224 51 100 235 
Per cent seizures.. 6 35 8 16 35 
Per cent days..... Boe ay Gee 


Per cent seizures. . 
Per cent days..... 90; 7 SBS 


tively. By the chi square method there is 
no phase preference. In Subject B, on th 
other hand, chi square assumed significance 
and when each phase was examined by the 
“t” test, a preference for menstruation was 
found. 
By this study of each individual (Table 3 
it was found that of the 22 subjects, ® 
showed no phase preference; 5 prefe: d 
menstruation, 4 each, proliferation and pro 
gestation; and ovulation and premenstrus 
tion were each preferred by 2. ] 
To examine the preference by the whole 
group of 22 epileptics for each of the 5 
phases we had to compare the medians, per 
cent days, and percent seizures, since ne 
number of days and number of seizures dit 
fered so greatly among the individual 
jects. Table 4 shows that by the chi squat 
method the incidence of seizures falls w! re 
the normal distribution for the phases of ae 
menstrual cycle. There is no significant 1i 
crease of seizures during any phase. a 
zures occur at random throughout the ™ ý 
strual cycle. : 
The individual phase preferences show? 
by 16 of the 22 epileptic women are "Te 
selves part of the random distribution E 
the whole group. This might serve t° 


TABLE 3 
Individual phase 
preference 
MSE s a AT 


Progestation ..... 
Premenstruation . 
Menstruation ......- 
Proliferation 
None 


* 1 subject showed preference for these 2 phases- 


1957] 
TABLE 4 


Twenty-two subjects 


g 
p òg gs E 
oF £ a a) eS 
Median per cent 4 G 4 j 
Seong 7-5 32.0 75 17. 
Median per cent ‘a = 
iures save OS. 9/270), 16:5 17.5 26.5 
xX .. 2.9 ces) 7 oe 
MEES kais as 20 .50 90 -50 .50 


plain the previous statements by various 
authors assigning an increased frequency of 
seizures to a given phase of the menstrual 
cycle. Especially does it explain the differ- 
tnces of opinion among these authors as to 
which phase is preferred, whether menstrua- 
tion or the other phases of the cycle. 
However, this statistical analysis does not 
explain the general tendency to relate sei- 
s in some way to the menstrual cycle, 
A oy it does not explain why a ma- 
AN 4 very women in whom this ran- 
eal peni bution is found themselves relate 
a. al menstruation. The answer to 
a elieve, lies in the psychological sig- 
> nce of menstruation. We cannot in this 
baal PPY corroboration of our psycho- 
a a obei We have done this to 
tis A, we 1n 4 previous papers, one before 
TER aam in 1953. All we can say 
Sillen Bee times an epileptic woman may 
fee, i oy a phase preference, which 
nE TA tage or several cycles and then 
Preference she may show a different phase 
ero ie for a limited time. We 
ety when this occurs it appears 
Sears c oa related to psychological 
significant sir cally, what is dynamically 
Pine s the meaning to the patient, at 
» of that particular phase of the 


Yele, i.e : 
that bee the fantasies and feelings about 


For 
scious S pie one patient with a strong uncon- 
many Pelco a child suddenly began having very 
wien a the time of ovulation. This oc- 
about which oh e temperature rise of ovulation, 
temperature aay Patient learned from taking her 
nith the heat of 2 became associated in her mind 
tion itself became stom, At the same time ovula- 
Pregnancy, came associated with the possibility 
Significant be: These fantasies became dynamically 
Dist ang her Sots her erotic feelings for her thera- 
x iesire for a child from him were being 

mulated but also frustrated. 
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Another example is a spinster, the oldest of 7 
children, with an intensely ambivalent relationship 
to her dead mother; she suddenly had ro seizures 
during a menstrual period. The menstrual bleeding 
became associated in her mind with sado-maso- 
chistic fantasies of delivery when her father told 
her, just at the beginning of the period, of the 
pregnancy of a younger sister. This happened at 
a time when the patient's some-time lover was 
returning to his wife. At the same time the patient 
was beginning to have pregnancy fantasies in treat- 
ment. During several years of observation she had 
only one other seizure during menstruation. 


We believe that in these transient phase 
preferences, it is clearly the psychological 
significance of the phase which is decisive. 


CONCLUSIONS 


On the basis of the findings presented, we 
derive the following conclusions : 

1. Epileptic women have normal ovula- 
tory menstrual cycles. 

2. The seizures of epileptic women as a 
group have a random distribution with re- 
spect to the phases of the menstrual cycle. 

3. Many individual epileptic women show 
an increased incidence of seizures during a 
particular phase of the menstrual cycle. 
This phase preference, however, by indi- 
vidual epileptics, is spread among all the 
phases, and is itself part of the random dis- 
tribution for the group. Consequently, the 
concept of “menstrual epilepsy” may be due 
to this phase preference shown by some 
women; however, it would be equally valid 
or invalid to speak of “proliferative epi- 
lepsy,” or “ovulatory epilepsy,” or “pro- 
gestative epilepsy,” oF “premenstrual epi- 
lepsy,” since other women show statistical 
preference for these phases. 

4. In some instances transient phase pref- 

een due to discernible 


erences clearly have b ) 
psychological factors. It is possible that all 
the individual phase preferences within the 


random group distribution are largely de- 
termined by psychological factors. As yet we 
are not able to speak conclusively about this. 

5. With respect to the confusion between 
epilepsy and hysteria, it seems possible that 
it is due to the importance of psychological 


factors in both disorders. 
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DISCUSSION 


THERESE BenepeK, M.D. (Chicago, I11.).— 
Prejudice and superstition die hard, itis a ie 
merit of this investigation, presented so simply and 
clearly, that it takes up an old belief, which has 
survived generations of scientists as fact, namely, 
that female epileptics are apt to have more fre- 
quent and more severe seizures around the time 
of menstruation than otherwise. Investigating this 
assumption with the modern, multidisciplinary ap- 
proach, and comparing the distribution of epileptic 
seizures in all phases of the cycle, the authors come 
to the conclusion that menstruation does not play 
any significant role in the activities of seizures. 
What is our response to this finding? My own is 
surprise, amost disbelief. I feel the impact of the 
prejudiced expectation, We are inclined to ask 
whether the sample of 30 women is sufficient. I 
do not doubt the validity of this result, but I want 
to underline our tendency to go along with old 

beliefs and our reluctance to accept corrections. 
although we spend time, effort and money to 
achieve them, 

I personally have reason to be very gratified with 
the findings of this investigation, for it corroborates 
the conclusions drawn from my studies of the fe- 
male sexual cycle. The latter revealed that parallel 
with each phase of the hormonal cycle one or the 
other specific tendency of the sexual drive motivates 
the emotional life of the woman, During the estro- 
gen phase of the cycle it is the heterosexual ten- 
dency and related conflicts which dominate the be- 
havior ; during ovulation and the progestation phase 
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conflicts related to pregnancy and motherhood are 
in the foreground; during the premenstrual-men- 
strual phase, when the hormone level is low and 
the ego tends to be regressive, the infantile con- 
flicts and the fearful expectations connected with 
menstruation motivate the emotional life; anger 
and frustration, depression or overactivity describe 
the behavior during this phase in most general 
terms. 
Probably the loss in controlling power of the ego 
and the resulting overt emotionalism explain our 
inclination to believe that the awe-inspiring fact of 
menstruation can cause, or in any event, activate 
another awe-inspiring phenomenon, the epileptic 
seizure. Yet Dr. Bandler and his associates found 
that seizures occur at random throughout the men- 
strual cycle; that fantasies and feelings related to 
the special phase of the cycle—ie., the meaning of 
that phase of the cycle to the patient in a given 
time—is dynamically significant for the activation 
of the seizure. » 
The psychodynamic significance of this finding is 
far-reaching, I want to emphasize only one aspect: 
it shows clearly the connection between “life situa- 
tion—emotion and symptom.” For example, @ 
young girl afraid of becoming a woman and 
afraid of her heterosexual tendencies may have 
seizures in the premenstrual and the proliferative 
phase of the cycle. The same woman, years later, 
when her conflicts are concentrated around child- 
bearing, might have seizures during the progesta- 
tion phase of the cycle. The analysis of the psy- 
chologic material referable to the seizure reveals 
then the repressed developmental conflicts w 
motivate the current conflicts. a 
The findings presented here today are confirmi 4 
by another recent study on epilepsy by Epstem an 
Irving, who also came to the conclusion that the 
content and structure of psychomotor seizures can 
be interpreted in terms of repressed emotional cof 
tent. This underlines again, as the authors indica Š 
the dangers of confusion between epileptic pare 
and hysteria. At the same time, I believe that 
present investigation not only warns us against su 


t : differentia- 
confusion but also outlines the steps of ttention 


one which pre 


physiologic system other than the he epi- 


CS rag to seizures or is responsible for t 
lepsy itself. i 
The sexual conflict creates an instinctual tension 
which may be experienced in various wien 
frustration and/or anger ; as longing and/or which 
sion—and thus creates intrapsychic tension seg 
triggers the seizure. The psychologic conten’. and 
ever clearly demonstrated it may be, 1 oe ible it 
fantasies or in life situations, however page: 4 
may be to interpretation, means only the pase 
logic “working-through" of an intrapsychic 
and is not the cause of the disease. are the 

Investigations, such as the present OO ate the 
means by which we shall be able to differen. she 
rank and order of the factors which enter " 
motivation of seizures. 
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With the advent of the new alleviating 
drugs the pendulum seems to be swinging 
back toward a physical explanation of the 
schizophrenic process with a resulting con- 
flict between the “functionalists” and the 
“organicists.”” 

The organicists argue that physical 
changes occur but that their instruments are 
not exact enough to detect the histological 
changes. “Such disturbances evidently oc- 
cur at a molecular level, too subtle to yield 
directly to present-day analysis by neuro- 
anatomists and neurophysiologists” (21, p. 
434). Landis goes a bit further in his dis- 
cussion of lobotomy (36) : he states that the 
relief of “anguish” by lobotomy occurs as a 
result of some agent carried in the blood 
sensitizing the cortical tissue, usually in the 
prefrontal area, 
moa functionalists state that there need be 
j F omical change for a behavioral change 
a oat that the organ functions perfectly 
zi e€ operator (patient) is inefficient. This 
l en oe since it requires independ- 

this he he mechanism from the operator and 
aa ation does not exist in reality. How- 
inal) possible that the dysfunction (be- 
o sad be due to the establishment of 
ae i p S associations. A mechanical 

TA unction perfectly yet come up with 
i RA answer simply because the wrong 
i SPA ; was fed into the machine. The 
with hie ig effort is wrong. So it may be 
ott is “ae renics—the direction of their ef- 
Way to ong They have learned an aberrant 
quantities or Satisfaction and expend great 

z fhe effort to maintain these habits. 
motivated, ar that a schizophrenic is not 
inapproprin A $ the direction of effort is 

i Sadia a redirecting of this effort 
Such 9 itean ental change to be sought in 
disorders ae To the extent that behavior 
von ditions ie Se determined by abnormal 
Ceiy, Ees, he brain, they must be con- 
273), Sequences of learning” (51, p- 


This 
Paper attempts to examine some of 
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the evidence referring to the biological basis 
of a psychosis. It is based on the hypothesis 
that schizophrenia is a severe illness with 
definite biochemical changes which result 
from an attempt by the organism to adapt to 
a stress; that schizophrenia is a “disease of 
adaptation.” 


BEHAVIORAL EVIDENCE 


Probably none of the evidence that follows 
can be construed as positive proof of a bio- 
chemical basis for schizophrenia. Rather it is 
a form of negative evidence ; that is, it shows 
the failure of many behavioral studies to dem- 
onstrate a difference between “functional” 
and “organic” cases. The present tendency 
is to posit as the fundamental behavioral dif- 
ference between these 2 nosological groups a 
loss in the abstract attitude or the ability to 
conceptualize and integrate. Many psycho- 
logical tests now in general use depend on 
this idea that defects in abstract behavior are 
valid indicators of organic brain damage (12, 
16, 52). However, it has been repeatedly 
shown that schizophrenics, neurotics, and 
normals also suffer from this loss(4, 11, 14, 
16, 18, 24, 27, 29, 30, 39). It appears that 
the differentiation of organic from functional 
cases has little experimental basis. This is 
dealt with more completely in an excellent 
paper by Yates(53). The fundamental ques- 
tion that this incurs is: since in other groups 
it is also possible to demonstrate this “or- 
ganic-like” behavior, can one logically infer 
that an aberrant physiological or neurological 
change, albeit reversible, has taken place? 

In the Greystone studies on ability to ab- 
stract(30), the preoperative as well as the 
postoperative results showed no statistically 
significant differences between the control 
and operated groups on the tests used, which 
were those specified by Goldstein as a measure 
of abstractive ability. Another author (29, P- 
182) commenting on this failure stated: 

complicatin: factor in lobotomy is the fact that 

De sete ponti 
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Here the author rather casually dismisses the 
primary reason for the lobotomy, a psychosis. 
Since most psychoses usually show impaired 
abstracting ability, at least under non-stress 
conditions, is it proper to view the psychosis 
as a relatively unimportant factor when actu- 
ally it may be the primary reason why no 
definite pre- or posttest differences in intel- 
lectual functioning are found? That is to say, 
no differences in pre- and postlobotomy test- 
ing were found because the disruption of the 
“abstract attitude” supposedly caused by the 
operation was already effective in the schizo- 
phrenic patient. It may be that the research- 
ers were looking for a loss of an ability which 
was discarded when the psychosis developed 
and not when the operation occurred. This 
idea is supported by the fact that intellectual 
loss is shown by patients requiring a lo- 
botomy for intractable pain(20). 

Distortions shown on Halstead’s category 

test(14) by organics are no greater than nor 
fundamentally different from those which 
characterize the performance of the mentally 
ill patients. Meadow and Funkstein(39) 
found that a relatively marked impairment in 
abstract thinking in schizophrenia is paral- 
leled by a specfic type of autonomic reaction ; 
the reaction being a marked response to epi- 
nephrine, low blood pressure, and failure of 
the blood pressure to rise under most 
stresses, They state that the similarity of the 
loss of abstract ability in these patients and 
in those with organic disease would suggest 
a defect in the cortex. Kendig and Richmond 
( 28) found the performance of schizophren- 
ics impaired, not only on “abstract tests,” 
but in all tests requiring sustained attention 
and effort. These failures to demonstrate dif- 
ferences between organics and functional psy- 
choses are the typical pattern(27, 34, 41, 52). 
More thorough reviews of the literature by 
Klebanoff (32) and by Yates(53) confirm 
this. Yates believes this failure is due to poor 
experimental design and lack of an adequate 
theory with which to guide research, 

Deficit in conceptualization or abstracting 
ability appears to be a definite concomitant of 
psychological pathology but it does not ap- 
pear to be dependent on the genesis of the 
illness. It makes little difference whether the 
pathology is somatogenic or psychogenic. The 
end result as shown by behavioral measures 
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is the same. The tests do give a measured 
pathology but do not permit any statement s 
to the source of the illness. The advent ofa 
psychosis causes the same loss in conceptual 
ability as does trauma or infection of the 
cortex. 


PHYSIOLOGICAL EVIDENCE 


Studies relating to the physiological rese 
tions of behavior deviants to stress give om 
flicting results. Hoagland(21) states that 
two-thirds of a group of schizophrenic pè 
tients are quantitatively subnormal in ther 
adrenal stress responses and in their te 
sponses to injected ACTH in comparise 
with a group of normal subjects. All the 
schizophrenics showed qualitatively abnormal 
stress responses. Pincus and Hoagland(44 
45) used exposure to heat and cold, ingestioa 
of large doses of sugar, pursuit rotor fatigus 
and frustration tests. In normals thet 
stresses enhance adrenocortical activity: th 
greater the stress the greater the adreno-coF 
tical output. Schizophrenics showed a strik- 
ing inability to respond to these tests 
enhanced steroid output. The authors stale 
that these results cannot be accounted fot 
with the statement that the unresponsivil] 
of the schizophrenic might be due to lack 
interest and general detachment since 
of the stresses were physiological. 

On the other hand, Gildea(10) found tht 
adrenal cortical function, when teste wi 
physical stresses such as heat, epinephrine, 
other means, appears to be normal. the 
function in which their patients seemed t0 
defective was in capacity to react tO 
chological stresses.” Meadow and m 
stein(39) state that the reactivity ilin “a 
schizophrenics varies with severity of ill 
They found 3 different levels of reactii 
pharmacological stress, with these levels! 
necessarily being related to the ai 
category. Funkenstein et al.(8) to ei 
of their psychiatric patients show® 
exaggerated or weak responses tO r cet! 
epinephrine and mecholyl, often with rile 
capacity to re-establish homeostasis, W T 
control group showed a moderate resp bist 
the drugs with early tendency to re-€° 
homeostasis, 


Fi wis 
The net result of the studies sho 


fiysiological differences between schizo- 
pirenics and normals is that there is a defi- 
Ste biochemical change occurring in many 
taxes of schizophrenia, not all. Whether this 
i cause or effect remains a moot question. 
We know that certain drugs such as lysergic 
aid and mescaline can cause the psychologi- 
tal symptoms of a psychosis to appear. I am 
@aware of any studies that have determined 
the physiological changes that might occur 
while the subject is under the influence of 
these drugs. There is definite evidence of a 
ftionship between improvement and 
plysiological and neurological changes(9). 
However, the existence of a correlation does 
Mt always denote a cause-effect relationship. 
Itis probably as Hebb states “. . . neurosis 
® psychosis is a product neither of experi- 
ice nor of constitution, but a joint product 
iboth”(19, p, 259). 
Another question that arises is why does 
this Physiological change occur in only some 
= the schizophrenics? If schizophrenia is a 
Stemical illness should not the changes be 
ee? It is noteworthy that the new al- 
Mating drugs, reserpine and chlorproma- 
ame, are not equally effective with all types 
Patients. Nor does their effectiveness de- 
on the patient’s nosological category. 
studies by Cowden, et al.(5, 6, 7) 
that these drugs are effective only with 
me Patients who maintain a high level of 
ils is manifested in gross behav- 
Bi al That they are not effective 
cr Patients is shown by other studies 
ing ve 52). This differential effective- 
a z ts that there are different types of 
TA nia based on physiological criteria. 
physiological disruption an over-all 
a Seng weakness stich as failure to 
We artasis; or is there a specific 
for such hao be considered the center 
a z aes : fel S 
, € sruption of the bio- 
in nA schizophrenics is the hypothala- 
ioe seug explain the effectiveness of 
the hypo ba If anxiety has its basis in 
em, we nea and the autonomic nervous 
Misiotogic ; ight Say anxiety is basically a 
ive vith. Seen The drugs are ef- 
lominate had patients who still show a 
Ponse to st renergic autonomic activity in 
Stress. The patients who continue 
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to be anxious and to be behavioral problems 
are those whose autonomic nervous systems 
continue to function in a more or less normal 
manner to maintain homeostasis. They could 
be characterized as being at what Selye(47) 
calls the stage of resistance. They have not 
yet reached the stage of physiological exhaus- 
tion found in some schizophrenics as reported 
by Pincus and Hoagland(44, 45). This 
would logically follow since the drug is sup- 
posed to operate through the diencephalon, 
primarily via the hypothalamus. The drug 
would act as a depressor of the h 

which, according to Gellhorn(9), would be 
advantageous to agitated and anxious pa- 
tients. The general importance of the hypo- 
thalamus in almost all realms of activity is 
well pointed out by Stellar(49). The ra- 
tionale behind the lobotomy operation points 
again toward the importance of the hypo- 
thalamus in this disease. 

Heath and his co-workers at the Tulane 
Medical School take exception to the stress 
placed on the hypothalamus and adrenal ac- 
tivity as the source of mental illnesses. They 


implanted electrodes 


well described in the book Studies in Schiso- 
phrenia(17). Their work suffers, however, 
from a lack of certain basic e aa 
trols such as the use of control patients 


their method) ; from a certain degree of inac- 
i lan! i * . 
play Sein i ine whether the stimulation 


ing diffuse effect. Further, it is an attempt to 
aii the cause of Laaj kas 
ieve is a nons 

jeet This theory is supported by 
the evidence of psychotic symptoms | ing 
caused by diverse sources such as sena m 
ficiency, fatigue, drugs, alcohol, eye a iia 
stresses, physical disease, and her yi A 
tors. Further, schizophrenia, inepe 
terms of present proven facts, oe aad 
be considered a generic term that implies ce ; 
tain universal characteristics. Nor is the e 
ent nosological system adequate to descri 
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and explain the recently discovered differ- 
ences in various patients or in the same pa- 
tient at different times. The physiological 
evidence suggests that basic differences exist 
in schizophrenic patients and that these bio- 
chemical differences might be the most fruit- 
ful in determining diagnosis, type of treat- 
ment, and prognosis. 


CONSTITUTIONAL FACTORS 


Under this heading must be considered not 
only genetics, but such factors as body type, 
nutritional or vitamin deficiency, organic in- 
sult, and enzymatic action. 

Kallman (26) has shown in his longitudinal 
studies of schizophrenia and family structure 
that the illness appears to have a direct cor- 
relation with heredity. Lennox(38) has done 
the same in studies on epilepsy. Further evi- 
dence of the relation between heredity and 
mental illness is found in studies dealing with 

Alzheimer’s and Pick’s disease, Huntington’s 
chorea, and certain types of mental deficiency. 
Kallman takes great pains to point out that 
heredity is not the complete and sufficient 
cause of schizophrenia but that an organism 
with this genetic predisposition is more prone 
to lapse into a psychosis when placed under 
Stress than is the usual person. If some 
schizophrenia is considered as basically a bio- 
chemical disruption it appears logical to ac- 
cept a genetic factor. Genes might be con- 
sidered as the basic catalytic agents of an 
organism and, therefore, important in deter- 
mining the level of functioning of the homeo- 
static mechanisms. 

Sheldon(48) has demonstrated a signifi- 
cant correlation between body type and per- 
sonality. It has been argued(35) that the 
self-perception one attains is in large part in- 
fluenced by society’s attitude toward the in- 
dividual. That this attitude can be influenced 
by physical size, stamina, and appearance is 

an empirical fact. So here again, as in the re- 
lationship between clinical improvement and 
physiological change, the existence of a cor- 
relation does not denote a cause-effect rela- 
tionship. However, Kline and Tenney(33) 
found a significant positive correlation be- 
tween good prognosis and mesomorphy as 
the dominant body type. Hoskins(23) de- 
clares the paranoid form most nearly retains 


THE PSYCHOPHYSIOLOGY OF SCHIZOPHRENIA 


[Feb, 


psychosomatic normality. In this regard 
Alexander (1, p. 22) states ; 

The superior physical endowment of the mesomorph 
from the point of view of strength and endurance 


certainly seems pertinent in relation to his relative 
resistiveness to schizophrenia. 


Robins and Mensh(46) catalog the behav- 
ioral effects of a lack of specific nutritional 
factors and of an excess of certain drugs. 
They point out the importance of the vita- 
mins acting as co-enzymes in carbohydrate 
metabolism ; and that individuals vary greatly 
in their tolerance level for various drugs. 


A CONCORDANCE 


In the above discussion, in each category 
briefly reviewed, there exist contradictions 
that remain to be explained or unified under 
one theory. I attempt such a theory below: 

The basis of this theory is Selye’s General 
Adaptation Syndrome(47). He states that 
physiological changes accompany stress- 
both physical and psychological stress. We 
know that physical stress (disease, injury, 
ete.) is manifested by hyperpyrexia, 1 
creased white blood count, eosinophile 
change, etc. We also know that psycholog! 
stress manifests itself in the symptom of anx- 
iety. As a result of this stress and the ree 
ant anxiety the organism makes an attemp 
at adaptation. This adaptation, in the er 
psychological stress, frequently takes t j 
form of a neurosis or psychosis. This 3 ee 
if we can arbitrarily define a neurosis as 
symptom or syndrome used to allay anio 
Neurosis is at once a defense against psY¢ 
anxiety and subsequently against the physic 
and biochemical changes that accompa ase 
At the same time a neurosis is @ oa 
against psychosis. Neurosis does not P” it 
a psychosis but lies on a continuum wi +d 

Let us translate Selye’s GAS eat 
psychology: “The GAS is the sum of we ‘ic 
specific systemic reactions of the body X 
ensue upon long-continued expos" oe 
stress.” There are 3 stages: the et of 
tion, the stage of resistance, and the 5 
exhaustion, M 

Stage 1.—“The alarm reaction 15 i nod 
of all nonspecific systemic phenomend 
by sudden exposure to stimuli to pie tively 
organism is quantitatively or q" 
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not adapted.” Psychologically, this is to say 
that given a sudden psychological stress 
which is translated into, and which the organ- 
ism interprets in terms of, physical discom- 
fort the organism tends to respond in a man- 
ner similar to the “alarm reaction.” We will 
call this anxiety. Just as the organism re- 

sponds to physical insult with a general mar- 
shalling of forces such as increased adrenalin 
output, white blood count, increased eosino- 
philes, etc., so it responds to psychological 
stress with a marshalling of forces—anxiety. 
Accompanying this anxiety are physical 
changes that parallel those which occur dur- 
ing physical stress. At this stage one might 
place such clinical phenomena as panic, faint- 
ing, paralyzing fear, and others. These reac- 
tions cannot be characterized as being neu- 
Totic or psychotic but are rather universal 
reactions to sudden nonpersistent psychologi- 
cal stresses, 

Stage 2—The stage of resistance repre- 
sents the sum of all nonspecific systemic reac- 
tions elicited by prolonged exposure to 
stimuli to which the organism has acquired 
ton as a result of continuous exposure, 
A ie characterized by an increased resistance 
‘ particular agent to which the body is 
ae and a decreased resistance to other 
ites Stress. Adaptation to one stress is 
di lat mie expense of resistance to other 
eal ost biochemical changes of stage 
ah par during this stage. Here the sym- 
in tp tage system increases its func- 
one, Ps ee the shock reaction of step 
E =k eh so too does the organ- 

lea to acute anxiety with actions 
Persistent = e the anxiety. If the stress is a 
seed for a ed prolonged one then there is the 
A dieving maa or psychosis. These stress- 
terms, ‘det ions are called, in psychiatric 
fene eS: If these psychological de- 

Ses work then the 
On the autono extreme burden placed 

$ me nervous system is relieved 
relatively normally. Note 


a 
h it functions 
«nine 3 = 
teurotios O (43) which showed that “the 

ve 4 biochemical responses to stress 
the ound to be essentially like those of 


Norm, ` 
Phrenic oy Whereas those of the schizo- 
details » Consistently different in certain 


his : 
Specific — ìs usually a defense against the 
SS Operative at the time, although 
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the reaction itself is a nonspecific systemic re- 
action. It leaves the organism unprotected 
against an additional or different stress. In 
the case of psychological stress when the in- 
cumbent neurotic defenses are no longer suf- 
ficient the organism lapses into a psychosis. 
For example, the neurotic person under con- 
ditions of severe combat stress is much more 
likely to become psychotic than a realtively 
stable individual. If the stress persists beyond 
this and cannot be relieved by the psychotic 
defenses, this stage of resistance eventually 
breaks down and the stage of exhaustion oc- 
curs. The physical changes are increased be- 
cause of the failure of the psychological de- 
fenses to alleviate the anxiety. These physical 
changes take the form of biochemical disrup- 
tions and are manifested in the functioning of 
the cerebral cortex. The rate at which this 
breakdown occurs probably depends on cer- 
tain constitutional factors. Selye has a term 
for this, “adaptation energy,” which he de- 
fines as the ability of the organism to acquire 
resistance to stress. ke 
Stage 3.—“The stage of exhaustion is the 
sum of all nonspecific systemic reactions 
which ultimately develop as the result of very 
prolonged exposure to stimuli to which adap- 
tation had been developed, but could no 
longer be maintained.” Psychologically, we 
find here those patients who are apathetic, 
withdrawn, “burned-out” schizophrenics that 
show little or no affective response. They no 
longer manifest any anxiety because they Seti 
physiologically exhausted and anxiety aft 
tally a physiological phenomenon. Here 
might lie the reason for the ees 
physiological responsivity found by f Gil- 
and Hoagland as against the results o hi 
dea, Gildea may have been using patients whe 
joni hile Pincus used 
were functioning at stage 2 w rag 
primarily stage 3 patients. Recent wor ty 
Funkenstein, et al.(8) and Alexander(1) 
show these basically different types © th SA 
phrenia which are not correlated wi ji 
nostic category. Meadow and Funkersten 
(39) found such a remarkable bani se 
ference correlated with physiologic acy ffi 
that they posited a form of corti jA À 
ciency in one group. Cowden, et ait H 
have shown the relative specificity o! w 
fectiveness of the new tranquilizing o z 
suggest that there are different types of pa 
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tients based on a physiological or biochemical 
criteria rather than the present symptomatic 
nosology. 

On this basis it is possible to say that a 
prolonged psychological stress can cause defi- 
nite physiological change and that this 
physiological change, when it occurs, must be 
remedied before psychological treatment can 
be effective. There appears to be definite evi- 
dence that some schizophrenia is a purely bio- 
chemical disease (2) but that most cases are 
of a psychogenic etiology and that the physio- 

logical changes follow. 
But how does this biochemical change take 
effect? Let us look at Hebb’s theory(19) 
dealing with cell assemblies and phase se- 
quence in the cortex. In the process of 
growth, phase sequences are established while 
at the same time the brain remains a rela- 
tively flexible instrument in that it can con- 
tinue unceasingly (limited only by constitu- 
tion) to incorporate new stimuli and learning 
experiences, With the advent of stress a bio- 
chemical change occurs, which if prolonged, 
affects the flexible firing of these sequences. 

The brain becomes more rigid in its pattern 

(hypersynchrony). It cannot adjust to new 

stimuli or situations and as a result inappro- 

priate behavioral responses occur. These in- 
appropriate responses are due to misfiring of 
the central nervous system. By inappropriate 
responses are meant hallucinations, neolo- 
gisms, word salad, etc. Some workers say that 
this activity is all symbolic and must, there- 
fore, be controlled. There is no evidence to 
support this beyond the worker’s own inter- 
pretation. There is evidence (Penfield) to 
show that the hallucinations and other psy- 
chotic phenomena are a result of misfiring. 
Pincus and Hoagland(44, 45) found that 
one of the most conspicuous indices of failure 
in schizophrenics is in the adrenal regulators 
of salt balance or potassium at the time of 
stress. When potassium is low, the excita- 
bility and spontaneous discharge characteris- 
tic of normal nerve fibers is not observed 
(40). Thus faulty potassium metabolism un- 
der stress may be a cumulative factor in a 
developing psychosis. Selye feels that adapta- 
tion to stress depends on a defensive hyper- 
activity of the adrenal cortex and that it 
terminates (stage of exhaustion) in a final 
breakdown reminiscent of cortical insuffi- 
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ciency as a result of prolonged exposure to 
stimuli to which adaptation has been made, 
but could not be maintained. A stress might 
result in lowered potassium level and the 
resultant decrease in cortical activity or hy- 
persynchrony. EEG studies, according to 
Hebb(18), show an inverse relation between 
integrated mental function and hypersyn- 
chrony. Hebb’s theory is based primarily on 
brain-damaged individuals. In such patients 
this hypersynchrony is due to trauma or in- 
fection and this damaged tissue acts as a 
pacemaker for neighboring cortical tissue, 
The prolonged psychological stress which 
causes schizophrenia results in among other 
things metabolic disturbances such as faulty 
potassium metabolism, I do not think this 
deficiency alone is enough to explain the ill- 
ness; it is here used for descriptive purposes: 
As previously stated, potassium determine 
the reactivity of neural tissue and a lack 
of this, among other things, might cause the 
hypersynchrony. ‘ 
All the studies on physiological responsive 
ness show a large variability within each rs 
tient group. If this could be controlled a 
the outset then it would be possible to esta 
lish physiological limits within which a pte 
diction could be made as to how a ama 
type of patient would respond to one of m 
available treatments. I believe there aie 
in each patient a different stress level. belo 
which he does not respond and that this le 
is correlated with the severity of the pei 
and the amount of psychological de 
present. . 
With some pharmaceutical ie a 
physiological change might be corre a 
organism once more functions norma! Y in 
the cortex is returned to its usual adap ior 
and flexible level. There are some, ogi! 
phrenics who do not show this phys 4 
change; they continue to function we stage 
and are characterized as still being ari si p 
of resistance. Their physiological and/ effec’ 
chological defenses are still opera ot 
tively and there has been no breat i 
exhaustion of the normal homeostatic siologi 
nisms. They still experience that phy 
cal state of anxiety. erel 
Two questions remain to be yas the 
One, does this negate all the data gi v0, gat 
importance of dynamic factors’ 
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these physiological changes be traced to one 
center ? 

Nothing in the above theory negates the 
proven importance of dynamic and historical 
factors. All individuals, more or less, have 
the same primary conflicts and it is the de- 
fenses used to handle these conflicts rather 
than the conflicts themselves that distinguish 
patients from other individuals. When the 
socially acceptable defenses are not enough to 
bear a presistent stress the patient develops 
neurotic symptoms. When these fail he lapses 
into a psychosis, the most deviant type of de- 
fense. The final phase (stage 3) occurs when 
the psychosis no longer relieves the physical 
changes that accompany anxiety and a state 
of physiological exhaustion results. Nor if a 
normal person, under mescaline, gives a psy- 
hotie Rorschach does this negate accepted 
test interpretation. The mescaline interferes 
with the adequate defenses before it inter- 
feres with the conflicts because the defenses 
a later in time. This also accounts 
PA e release phenomena” found in alco- 

ism. Hughlings Jackson, in his theory of 
the dissolution of the nerv t int: 
A the tick rvous system, points 
tho t ghest levels of integration are 

Se which are first lost (25). 
tier ne gone this far I feel obligated, al- 
Hie eiri qualified, to climb out 

ha a little further with the statement 
re. fh pothalamus appears to be the cen- 
eee he illness schizophrenia as described 
22) a oy EEG authorities (13, 17, 
Stal y m majority of cases of hyper- 
Cortical ob A: eyun is basically a sub- 
Mic. Cannon's thane hypothala- 

y of homeostasis(3) 


nal level within 25 minutes 
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tioning. No other organ of the body is so 
involved in regulating the biochemical fac- 
tors of the organism. The hypothalamus, di- 
rectly or indirectly, exerts control over the 
adrenal medulla, the posterior and anterior 
pituitary gland, adrenal cortex, and the gon- 
ads, Stellar(49) summarizes the importance 
of this organ in motivation, Funkenstein, et 
al.(8) have demonstrated the differentiating 
value of the mecholyl test for various types 
of schizophrenia and Gellhorn(g) has 
demonstrated that the mecholyl appears to 
have a tropism for the hypothalamus. This 
last offers a means of classifying schizo- 
phrenic patients according to physiological 
reactivity that will permit a statement as to 
the most beneficial type of treatment. This 
is summarized in Table 1 which is based on 
Gellhorn (9). 

Note that patients at stage 3 would be un- 
able to respond at a stage-1 level because of 
the physiological exhaustion. This is ex- 
actly what studies by Pincus and Hoagland 
(44, 45) have shown. In summary, there is 
a physiological counterpart in many cases of 
schizophrenia and this physiological change 
must be reckoned with in treating them. This 
change is not found in all schizophrenics pri- 
marily because the psychological defenses are 
adequate to remove the stress (paranoids, 
“acting out” schizophrenics, etc.). When 
these defenses are not sufficient to relieve 
the anxiety and the concurrent physical 
changes there occurs a stage of physiological 
exhaustion. 
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EPIDEMIOLOGICAL STUDIES OF CHRONIC FRUSTRATION- 
HOSTILITY-AGGRESSION STATES 


FREDERICK C. THORNE, M.D., Pu. D.,* BRANDON, Vr. 


INTRODUCTION 


In contrast with fear and anxiety reactions, 
which have been intensively studied since 
Freud formulated their dynamics, anger re- 
actions have been given relatively little at- 
tention in psychiatric literature. Perhaps one 
feason for this is that fear and anger states 
tend to manifest themselves differently both 
in subjective symptomatology and objective 
epidemiology. Although statistical data as 
to their relative incidence are lacking, ex- 
perience indicates that anxiety reactions are 
more commonly seen in our clinical practice 
Ma ratio of at least 5 to 1, and that psycho- 
Somatic ailments are the outstanding present- 
mg symptoms. Although several persons in 
à group may show anxiety reactions to the 
E stimuli, true anxiety states appear to be 
termined more by purely subjective un- 
ea contents and therefore less apt to 
alae to others by suggestion. Anger 
ine, contrast, may be stimulated by long- 
a ie Dersanal difficulties and tend 
Biioisly siete in „the situation con- 
aA at genuine epidemiological 
tect. st x one person after another 
am frustration, „hostility, and 
Gitiined = He ses, In a previous study(1), 
SR tagnostic classification of anger 
ogy wi Particular reference to their etiol- 
home o oiber to various pathological 
demi i is paper demonstrates the epi- 
ology of anger states by a clinical-genetic 

analysis of their į id l a 
Eeri incidence in 4 generations of 
es in which many members were 


eo by chronic frustration-hostility- 
€ssion reactions, 


METHOD 


eee isolated anger states in a single 
Practice, iti uently are observed in clinical 
incidence a unusual to be able to study their 
ring th 4 generations of single families. 

€ last 10 years we have studied 2 


1 Edit 
pe on Journal of Clinical Psychology, Brandon, 


separate families in both of which chronic 
anger states had been transmitted in epidemic 
proportions and with resulting psychological 
incapacitation of many members. In cach 
family, one member had been referred to us 
for treatment with complaints of chronic 
hostility and aggression, and in each case the 
complainant wanted drastic action taken to 
institutionalize or secure a divorce from the 
angry person. In both families, however, a 
detailed investigation revealed that a vicious 
situational reaction was present and dynami- 
cally involving all persons exposed to circles 
of frustration, hostility, and aggression. In 
both instances, the complainant was at least 
as sick as the person complained of, and 
proper clinical handling of the situation 
eventually involved study and treatment of 
all involved persons. 

For the purposes of the present study, an 
intensive historical survey was made of all 
available persons in both families in order to 
gather evidence of the existence of psycho- 
logical disorders of any type. In each case, 
the members of the first generation were de- 
ceased and only anecdotal data could be 
collected. In family A, 14 members of the 
second, third, and fourth generations were 
personally known to us, and 5 of these were 
studied clinically as patients. In family B, 
10 members of the ya ee ae and ap 

nerations were personally known = 
end 6 of these had been studied or treated 
as patients. For brevity, all details of the 
life histories of the individual family mem- 
bers will be omitted except as they relate to 
the incidence of anger states and psychiatric 
diagnosis. 

The indication for treating such a large 
number of members in each family was the 
fact that large-scale overt hostility and ag- 
gression had broken forth between some ar 
ail members of each group in the form 0 
r reactions, name-calling, temper 


open ange! 6 ; : 
ing, destructive behavior, an 
patry nee mily was like an 


related symptoms. Each fa 1 

armed camp in which everyone was suspi- 

cious, resentful, antagonistic, resistive, Or 
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openly aggressive to everyone else except 
where members had taken sides and were 
engaging in what amounted to intergroup 
warfare. In both families, matters had 
reached such an advanced state of deteriora- 
tion of interpersonal relationships that drastic 
action had to be taken to prevent separation, 
divorce, institutionalization or even open vio- 
lence. Because of the difficulty in securing un- 
biassed evidence of which much was neces- 
sarily ancedotal, the validity of many facts is 
uncertain and I have endeavored to present 
the most probable interpretation based upon 
clinical judgment. Figure 1 presents the line- 
age of both families with important figures 
numbered. 


Case MATERIALS 
FAMILY A 


General Background.—Family A got its start 
in America in the last half of the nineteenth 
century when A 1 emigrated from England to 
establish a flourishing manufacturing concern. A 1 
is reported to have been a very domineering, 
stern, autocratic, industrious, intense person 
who tried to manage and regulate every detail of 
his business and family life. He succeeded in single- 
handedly establishing and operating a large business 
from which he accumulated a small fortune. How- 
ever, his domineering methods eventually frustrated 
and antagonized all who worked for him and par- 
ticularly his sons who rebelled in various ways 
against him with more or less success. A 1 refused 
to delegate responsibility or to take anyone into his 
confidence with the result that on his death the 
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Fic. 1.—Showing the relationships of cases in Fam- 
ilies A and B known or treated by the author. 
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family business was paralyzed because he had kept 
all the details in his head and no one else knew 
what to do. Little is known of A 2 except that she 
apparently was a docile submissive personality, 
Of the second generation, A 9 became an alcoholic 
who dissipated health and money until in his 40's, 
he joined Alcoholics Anonymous and achieved a 
cure; he is currently healthy but unsuccessful and 
essentially a nonentity. A 7 had a long period of 
hard drinking but eventually straightened out to 
start a successful business of his own. A 8 developed 
a dour, morose personality with little personal 
charm or vivacity but eventually married. A 5 is 
a dour, morose, crotchety woman with a blunt, re- 
sistive antagonistic manner who has devoted her 
life to causes; she frightens away most people with 
her gruffness but is suspected of being kind at heart 
when her defenses are down. A 6 escaped by leaving 
the country, s 
Epidemiological Study.—Personality disorder in 
this family assumed malignant proportions in the 
person of A 4 who was the only sibling of his 
generation who openly resisted the father, A 1. 
After a long period of rebellion and antagonism, 
A 4 broke away in his 20's and established complete 
independence from A 1 by starting his own success- 
ful business. A 4 apparently accomplished this 
through developing an overcompensatory per: sonality 
reaction which outdid the dominant hardheadedness 
of his father, A 1. A 4 became exceedingly domi- 
nant, opinionated, regulatory, crusty, tactless, pnt y 
stubborn, angry, hostile, and aggressive 1n his at- 
titudes toward others to the point where all those 
under him came to hate him. He unquestionably 
warped the lives of A 3, A 11, A 10, A 12, and A 14 
who came directly or indirectly under his influence. 
A 3 was apparently a tender sweet young wom 
when she married A 4 but within a few years ‘i 
had developed into an hysterical neurotic apis 
who had to be sent away to sanitaria every a 
years. It appears that A 4 dominated her of 3 
pletely and she was so ineffectual in defending i 
rights that her only defense was in temper rt 
and neurotic hysteria. She died prematurely i 
state of complete inadequacy and frustration. s 
A 12 acceded superficially to her father A ae 
the surface but developed gastric ulcers es 
early 20's for which she had a partial gastrec™’ vate 
She escaped from the home by attending prt 
school and later marrying. 5 ' 
A 11 remained at home working in his father’ 
business in the status of the lowest handyman. Jete 
always spoke of his son A 11 in a tone of CoP ieas 
disrespect saying: “I never saw a more st a 
lout . . . absolutely incompetent and worst w did 
boy. You can’t trust him to do a thing. antl 
I ever manage to produce such a useless Cresent 
A 4 was derogatory to his son A 11 in the P! would 
of strangers; kept him on a pittance waar him 
not delegate him any authority ; and bera y 
cruelly when he had to advance money tO Le use 
son's household debts, claiming that he WaS © ihis 
less spendthrift, For many years A 11 bart his 
abuse, resisting and hating his father be! 
back but never daring to oppose him ope” á 
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This case came to our attention when A 10 was 
referred to us in an overt paranoid psychosis by 
her husband A rr. A ro had delusions that the 
Communists had wired her television and had secret 
agents watching her house all the time. Brief analy- 
sis revealed that these paranoid delusions were pro- 
jections of A 10's hate toward her father-in-law, 
A 4, and also her resentment and anger toward 
her husband, A 10, for being so ineffectual and 
submissive toward his father. As these facts were 
uncovered during treatment, A 10 began to ventilate 
her new insights at home and began to quarrel 
openly with her husband, A 11, who, in turn, gained 
insight into the dynamics of his own resentments. 
For a short period, A 10 and A 11 quarreled vio- 
lently at home even to the point of physical blows, 
with A 10 lapsing back into paranoid ideas when 
her hostility became too strong. Medical investiga- 
tion revealed that A 10 had been developing es- 
sential hypertension with intense headaches for 
several years. She now admits that she had lost 
her respect for her husband and hated her father- 
in-law since soon after her marriage 20 years ago. 

Aw was referred to a child guidance clinic be- 
Cause of inability to attend to school work, morose- 
ma temper tantrums, and open insubordination to 
a aa at home. Mother and daughter indulge 
dari ent quarrels and name-calling, particularly 

ig periods when A 10 is upset at her husband 
or father-in-law, 
ce a normal vigorous boy except that he is 
E Nal has much like his grandfather, A 4, in 
i ent, having temper tantrums and re- 
“a to discipline. 
gnostic Impressions—(1) Situational psy- 
my, involving chronic frustration, hostility and 
att etn in almost all members of the 
3 ae bough the syndrome may be traced to 
disorder Bas person in the first generation, acute 
eee r oped in relation to a member of the 
Who were rah who came to be hated by all 
waded nese bie by his domination and hard- 
"ations. fami ) Different pathological reactions in 
chosis (A =f members includes paranoid psy- 
With hysteri Psychoneurotic invalidism (A 3) 
, chronic anger state with inadequacy 
(A 12 riper sega gastrointestinal syndrome 
ine childhood behavior disorders (A 14 


FAMILY p 


General 
Prominence wig” ound —This family attained local 


and political | became a small-scale financial 
Br had a tycoon in the late nineteenth century. 
Quickly oyerce nbitious driving personality which 
liked woe all obstacles. He was well enough 
‘y and he et Positions of trust in the commun- 
real estate cit a small fortune intact in well-invested 
clini o and trusts. Little is known of B 2. Our 
child, terest begins with B 3 who, as an only 
family, She Somewhat of a crown princess of the 
on” chitin eared in social isolation from 
Playing f ildren and given her way in everything. 

One by herself most of the time, she was 


pampered by her father with expensive gifts, It is 
reported that B 3 had some sort of “fits” in early 
childhood which were thought by some to have 
been convulsions, but which we interpret as intense 
temper tantrums in which she ceased to be rational 
until she got her own way. In any case, she became 
a lonely, seclusive, headstrong, impetuous young 
woman with no real interests or friends. She was 
eventually married to B 4, who was a charming 
but innocuous person who functioned primarily as 
a consort or companion, and by whom she had one 
child, B 11. During all her married life, B 3 com- 
pletely dominated everyone in the family through 
her control of wealth which she would threaten to 
withhold if anyone crossed her, During these years 
she never tolerated any difference of opinion with 
her, imperiously asserting her will, and generally 
showing very immature judgment. 
Epidemiological Study —B 3 was first examined 
by us at age 70 on complaint that she was spending 
money wnwisely on a male employee who was 
suspected of attempting to compromise her to secure 
part of her fortune. For years she had been living 
alone in her mansion, tended and driven about by 
this male employee to whom she had given expensive 
jewelry and an automobile. She had no friends and 
suspected neighbors and strangers of spying on her 
house to plot against her. More friendly and 
solicitous with her dogs than humans, she is alleged 
to have instructed her chauffeur to spare the dog 
if there should arise an occasion of having to run 
down a dog or a child, She was always very un- 
predictable in her attitudes toward others, al- 
ternately very cordial and rejecting toward her 
son B 11 and his family. She had to dominate every 
situation or she became impossible to deal with and 
was very impulsive in telling B 11 or his family that 
she had remembered them or taken them out of her 
will according to her transient moods. She created 
many public scenes by berating old employees or 
friends who happened to irritate her. Having no rea 
friends, she was only tolerated by relatives who hesi- 
tated to oppose her, B 3 was eventually placed in a 
sanitarium ; she resisted aa! first korias acquit 
She died at age 73, largely unmournec. : 
B 11, the only child of B 3 and ig oats iN 
normal early development considering his mother's 
unpredictability; was a physically genet 
friendly, intelligent child who presented ee seri 
behavior problems. By the pore lar aie. 
he is remembered as begining with a. qie but 
bborn determination to have his own way. y 
his graduation from high school; amy preset 
pert basic ons 5 
ucation S 
him to study subjects which would eventually ea 
able him to take over uch pressure, 
fortune and his mothers care., OTF his choice of 
enter his first choice of a profession. 


À ied B 1o whom 
ege, B 11 marri come from 


he had known since eaget family and 
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would make a good playmate for B 11. B 10 early 
resented this compulsory relationship with B 11 but 
submitted to his attentions because everyone seemed 
to think it was a good thing. Soon after their mar- 
riage, B 10 found that B 11 was stubborn, head- 
strong, impulsive, temperamental, inconsiderate, and 
generally selfish in carrying out his own impulses. 
B 10 always felt somewhat inferior on entering a 
wealthy family through marriage, and her confidence 
was further demoralized by B 3's overbearing 
condescending behavior. For the next 20 years after 
her marriage, B ro had to go along with anything 
her husband or stepmother wanted, suppressing her 
own individuality and needs, and repressing her 
frustration and hostilities. 

B 10 gradually changed over the years into a 
resistive, embittered person. She was able to control 
herself when sober, but gradually developed compul- 
sive drinking, during which she expressed general- 
ized hostility more and more openly. After 17 
years of marriage she became so hostile while drink- 
ing as to estrange everyone including her husband. 
After 19 years of marriage, her conflicts became 
so intense that she entered a psychotic state mani- 
fested by delusions of disease and death, paranoid 
ideas, and loss of emotional control. This psychotic 
state complicated a pre-existing hypertension with 
renal complications which had been developing for 
several years. Under therapy, B 10 verbalized in- 

tense hate for her mother-in-law (B 3) and lesser 
resentments toward her husband (B 11), following 
which the psychotic episode cleared up. 

Open hostility and conflict between B 11 and B 10 
flared up 2 years after the death of B 3 when B 11 
suddenly developed a passion for the wife of an 
old family friend. For some years B 10 had been 
progressively more hostile toward B 11 while 
drinking and after psychotherapy B 10 could verbal- 
ize her feelings more openly to B 11 who was driven 
into the arms of another woman to secure relief. 
On discovering B 11’s affair, B 10 developed a 
frenzy of anger which she ventilated openly before 
her children, relatives, and strangers. She openly 
accused B 11 of being cruel, abusive, selfish, obsti- 
nate, aggressive, and a failure in his roles as father, 
husband, worker, community leader, etc. There were 
increasingly bitter family quarrels in front of the 
children in which B to sought to gain their sympathy 
against their father by presenting him as an evil man. 
Threats and counter-threats were passed daily, and 

finally B 10 reached a peak of emotion bordering 
on a psychotic reaction, and threatened B 11 with 
divorce, public exposure of his affair, an alienation 
of affections suit against the other woman, etc. B 11 
reacted by becoming alternately depressed and hate- 
ful, fighting back against his wifes anger by 
threatening to institutionalize her or to leave her, 
and by becoming progressively incapacitated himself 
by continuous frustration, anger, guilt, and anxiety 
leading to suicidal thoughts which he expressed by 
suddenly taking to carrying a gun on his person. 
Fortunately, this catastrophic situation was re- 
solved by psychotherapy for all parties involved. 
The children reacted to this situation in individual 
ways. B 12, the oldest girl, became moody and 
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openly critical and resentful toward her father 
B 4; she has lost much of her respect for him ang 
openly sides with her mother. B 13 is a phlegmatie 
but attractive boy whose only overt symptom i a 
somewhat lowered school performance. B 14 isas. 
adolescent boy in open rebellion against his parents, 
particularly B 11, He is aware of his fathers 
moodiness and is always looking for a peculiar look 
in his eye. B 15, the youngest child, born just priot 
to his mother’s psychotic episode, is a very teme 
anxious child, overdependent on his mother, crying 
easily, and markedly immature in his emotional de 
velopment. 

It is interesting to study the indirect influence 
of B 3 and B 11 on B 10's family. B 10's parents 
B 5 and B 6, were well-adjusted working people 
who had a friendly, emotionally-positive family life 
B 10 was influenced by B 6 to marry B 11 because 
it was felt to be a step up in the world. Hove 
when B 10 and B 11 began to have difficulties witi 
each other and with B 3, the rest of B 10's siblings 
became involyed to some degree. B 9, the oldest 
sister, came to regard herself as B 10's protector 
and she became increasingly distraught and i 
toward B 11 as she watched her sister, B 10, becom 
ing more sick and unhappy. B 9 has intruded su- 
ficiently so that B 11 has telephoned her to # 
her own business and keep her hands off the sit 
tion; in the meantime, she is hateful and resent 
to B11. B 7, another sister, has been more pat 
sively protective of B 10, interfering only indirect 
but nevertheless effectively in times of need. B7 
married B 16 who later developed a manic-depres 
sive psychosis, probably but not certainly, in ream 
tion to frustration over B 7’s involvement in B ws 
affairs, B 17 is an adopted daughter, introcat 
to B 7 by B 11, who was also treated by us for. 
psychoneurotic immaturity state with character © 
order which, also probably but not certainly, © 
veloped in reaction to B 7’s relation with 
and her family. k 

Diagnostic Formulations—(1) Situational 
chopathy involving a vicious circle of frustration iiu 
tility-aggression states in many members ofa : 
An epidemic of chronic anger states may be trae 
to the influence of a member of the second g “infos 
tion who came to be hated by all who were Hon 
enced by her. (2) Different pathological ae 
in various family members, including chrom a 
acter disorder (B 3), ji 


reactive depressio! 
hostile personality (B 11), chronic frustration sio 
with alcoholism and psychotic paranoi“, (pg 
(B 10), various degree of hostility and anxiety © 

B 9, B 12, B 13, B 14, B 15), manic-depressive i 
chosis (B 16), and neurotic immaturity stae 
character disorder (B 17). 


Discussion 


Acute and chronic frustration-hos aie 
aggression states tend to be socially tr" gn- 


sible in epidemic form because of the 
tagious, inescapable nature of the cmd the 
involved. It is almost impossible to 2¥ 
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influence of a hateful person in one’s environ- 
ment, particularly when such person can 
exert great personal power to frustrate by 
control over money, job, or family disci- 
pline. While the effects of anxiety are largely 
internal and subjective except in extreme 
forms when symptoms may incapacitate ob- 
jectively, anger reactions tend to be directed 
outwardly toward the environment where 
other persons cannot escape them. Angry 
emotion is contagious in that it stimulates 
a chain reaction of an-eye-for-an-eye which 
eventually may assume the proportions of a 
situational psychopathy infecting everyone 
who comes in contact. We have used this 
analogy in explaining chronic anger states 
to patients, pointing out that a hateful word 
or action is like a virus infecting all exposed 
to it, and tending to be reciprocated in kind 
to establish a vicious circle of reinfection. 

Acute and chronic frustration-hostility-ag- 
gression states constitute definite clinical 
entities whose dynamics are now clearly un- 
derstood. Because of their contagious nature, 
it is necessary to study and treat all persons 
who may be expected to have come in con- 
tact with them, Therefore, in contrast with 
other clinical entities which involve primarily 
only the patient himself and can be treated 
individually, the acute and chronic anger 
States must be regarded as potentially having 
*pidemic proportions which may necessitate 
group psychotherapy, It is interesting to note 
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that in this type of situational psychopathy, 
the person referring another person as in 
need of therapy may, in fact, himself be 
the one who requires attention, We have had 
many cases in which the person making the 
complaint was actually the sick person. 


SUMMARY 


This paper presents evidence illustrating 
the transmission of chronic frustration-hos- 
tility-aggression states assuming epidemic 
proportions. Intensive studies were made by 
clinical-genetic methods of 2 families in both 
of which the effects of chronic anger states 
could be demonstrated through 4 generations. 
It apears that anger has different pathological 
implications than anxiety in that its outward 
manifestations may involve other persons in 
establishing an epidemic of negative reac- 
tions. The:dynamics of the disorder are out- 
lined with illustrations of individual reactions 
among those exposed. These frustration- 
hostility-aggression states are regarded as 
major psychiatric ies since the de- 
grees of personal and social incapacitation 
may be very great, particularly when many 
persons become involved in a vicious situa- 


tional psychopathy. 
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PSYCHIATRIC NIGHT TREATMENT UNIT IN A GENERAL 
HOSPITAL* 


A. E. MOLL, M. D.? Montreat, CANADA 


The idea of a Night Centre germinated 6 

years ago, but owing to lack of physical 
facilities could not be realized until about 
a year and a half ago. These facilities are 
comparable to those of the Day Centre(1) 
but are aimed at the treatment of individuals 
who are still able to carry on with their em- 
ployment and who seek help and can be 
helped without having to take time off from 
their occupation. Treatment is offered 5 
nights a week, Monday to Friday inclusive, 
patients reporting to the hospital after work- 
ing hours (around 6:00 p.m.), receiving their 
treatment, spending the night at the centre, 
and leaving the hospital the following morn- 
ing in time to report back to work. An even- 
ing meal and breakfast are served. No treat- 
ment is given during the weekend, both to 
allow the patients to retain intact their rela- 
tions with families and friends, and to allow 
the psychiatric staff some respite from their 
onerous duties. 

The night centre and the day centre units 
are situated on the same premises, since the 
night centre patients occupy the beds vacated 
by the day centre patients, who report to the 
hospital at 8:30 a.m, and leave at 4:30 p.m, 
daily (Monday to Saturday). Indeed, the 
15 beds available (9 female and 6 male) are 
occupied by 3 different groups of patients 
during each 24 hours : the day patients under- 
going subcoma insulin therapy in the morn- 
ing; the patients recovering from electro- 
shock therapy in the afternoon ; and the night 
centre patients in the evening and throughout 
the night. Thus, 15 hospital beds take care 

of 45 patients every 24 hours, 

Psychotherapy, both individual and group, 
modified insulin therapy, electroshock ther- 
apy, and abreactive techniques are available, 
together with occupational, recreational, and 
social therapy. 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. : 

2 Montreal General Hospital, Montreal, Canada, 
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SOURCE OF REFERRAL 


The original aim of the night centre fa- 
cilities being directed toward the early treat- 
ment of individuals suffering from tension 
states, anxiety, obsessions and depressions, 
etc., contact was made with the doctors in 
charge of the medical departments in various 
industries, to let them know about the new 
facilities available at the hospital. Curiously 
enough, though much enthusiasm was ex- 
pressed at the inauguration of these facilities, 
the expected influx of patients from such 
sources in the beginning failed to materialize. 
What did occur, however, was prompt occu 
pation of the beds by patients referred di- 
rectly by the members of the psychiatric staff 
of the hospital. 

It is common knowledge that some pê- 
tients during psychotherapy may, at times, 
for causes both endogenous and exogenous 
develop an acute exacerbation of symptom 
such as to warrant a brief stay in a hosp 4 
Perhaps an example may illustrate this pom 
A female patient of professional status had i > 
treated about 4 years ago, as an inpatient, ee 
schizophrenic state, following which she was a 
abled to carry on with her work quite adequat pe 
supported by infrequent psychotherapeutic sess1% Y 
until about a year ago, when once again Mme ae 
curred a flare-up of her symptoms, wt the of 
opment of marked ideas of reference, a Seme q 
unreality and confusion such as to serious y act 
cap her ability to work. Further active treal 


e w 
in hospital appeared to be indicated, bat T o 


was in myself, but while listening to the patie 
conflict resolved itself by the patient mentioning 
dream in which she had visited my P wish bY 
had been “very nice to her.” I fulfilled ie readily 
inviting her to the night treatment unit ; í 
complied, and after attending the night ce% sted 
about 6 to 7 weeks, her acute symptom episode 
and she was tided over her psychotic her io? 
Throughout this time she carried on with 

and is still doing well. 


ight 
Of over 200 patients treated E pe 
centre during the past year and a N2™ 
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than half have been referred by psychiatrists, 
ether on the staff of this hospital or working 
aside the hospital. Other sources of re- 
ferral, apart from doctors in industry, are 
medical practitioners, the various O.P.D. 
services of the hospital, and social agencies. 


treatment, ie., patients who stay in the hospi- 
tal overnight from 6:00 p.m. to 8:00 a.m, the 
following morning, daily, 5 times weekly. 
The average stay is about 28 days. All these 
patients on arrival go to bed and receive 
Subcoma insulin therapy. This form of treat- 
Ment which, on the surface may appear to be 
usd rather indiscriminately, has so far 
Proved to be quite rewarding for the follow- 
ag feasons: (1) most of the patients have 


meth struggling with their anxieties for some 
time and they derive some benefit from the 


TREATMENT 
The term “night centre patients” refers 
_ tothose who come to the centre for full-time 


logical effects of insulin, gain in weight, 
awe well as from the psychological ones ; 
) the treatment is standardized and the 
Patient who heretofore had tended to believe 
Condition unique, finds relief in the reali- 
zation that other people are prey to similar 
(3) ih and needful of similar treatment; 
j A of treatment is a common 

< Rator which aids in fostering a com- 
AA feeling without undue ed 
4 a a treatment lasts only about 
A 4) the patients are usually tired 


i. me they arrive at the hospital, having 
Ta work all day, and the idea of lying 
2 hours is quite appealing to most 
Positive G ) the patients feel that something 

Fe S being done for them. 
mes the insulin treatment the pa- 
T i. their dinner in the cafeteria and 
Kio; ko for individual psychotherapy. 
Bas em also attend the weekly group 

< ‘Tapeutic session, 

and occu Saag was made of diversional 
‘tre ag therapy available for night 
a8 been thar , In actuality, our experience 
selves a these patients do not avail them- 
deed, E. ET of such forms of therapy. In- 
centre patie the outstanding features of night 
Ot day ie as compared with inpatients 
€ patients, is the lack of cohesion 


in their interpersonal relationships, most pa- 
tients preferring to spend the time by them- 
selves or to pair off in twos. In other words, 
there is practically no group formation, no 
identification with a leader, and no apparent 
dependence upon the nursing staff. This phe- 
nomenon gave rise to some anxiety on the 
part of the therapeutic team, especially dur- 
ing the first few months of the service. The 
nurses’ notes show some uneasiness and some 
frustration. “The patient does not mix,” “the 
patient socializes poorly,” “the patient refuses 
to participate in games and other social ac- 
tivities,” are very frequent descriptions of 
this lack of participation in group activi- 
ties, leading to a feeling of rejection on 
the part of the nursing staff, which hereto- 
fore had been trained to observe group inter- 
actions, to foster the formation of a psy- 
chological unit, and to whom lack of sociali- 
zation had become equated with lack of 
improvement (2). 

As well described by the psychiatric resi- 
dent, “the general pattern at night seems to 
be for the patients to retire to the sitting 
room, relax, smoke, put their feet up, read 
the paper, and listen to the radio.” Fatigue 
may be one of the factors responsible for 
the lack of group integration, as evidenced 
by the nurses’ notes, “always very tired,” 
“falls asleep in the chair,” “retires early. 
Other factors which deserve mention are: 
(1) night centre patients are not suffering 
from as severe a neurosis as patients admitted 
to the inpatient or day patient services ; (2) 
they are still carrying on with their daily oc- 
cupations and have therefore retained intact 
their object relationships both at work during 
the week and at home during the Leica - 

the regressive features so common 1n pa- 
ee particalatly those admitted to hospital, 
are less apparent in night centre patients, 
possibly because of the above 2 pue 

With the adoption of an attitude of “laissez 
faire” the general tension reduced itself 


noticeably. 

Electroshock rem 
are at work during t 
stricted to a maximum of 2 treatments Pet 
week, and preferably to 1. Ina few selecte 
cases we have treated depressive states by 
giving ECT on Friday evening, thus pre- 
venting and minimiz 


ent for patients who 
e day has to be re- 


ing the impairment of 


Cases of severe depression requiring the 
usual routine of 3 ECT per week are not 
suitable for treatment at the night centre, 
unless the patient is unemployed or gives 
authority to the therapist to get in touch with 
the employer, suggesting that he overlook 
the temporary decline in the employee’s per- 
formance. Subshock treatment, on the other 
hand, may be used quite extensively at the 
night centre. 

These physical methods, however useful, 
do not replace the need for psychotherapy 
which still remains the most useful tool in the 
treatment of neurosis. Night centre patients, 
on discharge, are therefore advised to report 
to the unit once or twice a week, after work- 
ing hours, for individual psychotherapy and 
for group psychotherapy if they have at- 
tended sessions during hospitalization. 

The night centre offers its facilities not 
only to patients who require the “full” treat- 
ment, but also those who do not stay over- 
night but who report to the centre after 
working hours for individual and/or group 
psychotherapy. 


SELECTION OF PATIENTS FOR THE NIGHT 
CENTRE 


Most cases of psychoneurosis can be 
treated with good results at the night centre. 
However, the best results have been obtained 
in previously untreated cases suffering from 
fairly acute syndromes of short duration. For 
those who have been undergoing psychother- 
apy prior to admission to the centre and who 
have developed acute exacerbations during 
the treatment, therapy is directed largely to 
the symptomatic relief of the exacerbation. 

The interpretation of results from treat- 
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ment necessarily has to be related to the pre- 
morbid personality of the patients and to 
their selection. Psychotic conditions such as 
chronic schizophrenia are obviously not suit- 
able for treatment in a night centre, nor in- 
deed are they suitable for treatment even as 
inpatients in the psychiatric department of a 
general hospital, which is equipped mainly 
for relatively short-term therapy for as many 
patients as possible in as short a time as pos- 
sible. Generally speaking, acute alcoholics 
and most of the psychotics are not suitable 
for treatment at night centres. Following is 
the diagnostic distribution of the last 100 pa- 
tients admitted to the centre : psychoneurosis, 
56; endogenous depression 5; involutional 
depression, 14 ; mixed depression, 10 ; schizo- 
phrenic reaction, 4 ; other diagnoses, 11, The 
male-female ratio is about 2 to 3, a higher 
male ratio than that usually seen in the inpa- 
tient or day centre services where the ratio 
tends to be about 1 to 4. This can be ex- 
plained on the basis of male patients accept- 
ing therapy in hospital provided it does not 
interfere with their working hours. The 
average duration of treatment is 21 days for 
the male population as compared with 2 
days for the female population. _ 

The distribution of age is predominantly 
within the 20 to 40 age group. F 

The distribution of patients by occupation 
is so extensive as to lose its significance, since 
most of the occupations coming within the 
low-to-moderate income brackets are repte 
sented. However, the largest percentage ® 
patients come from the so-called ih H 
collar” group, such as clerical staff, sO 
teachers, librarians, nurses, etc. te the 

The following examples are illustrate 
types of cases most commonly seen a 
night centre: 


j ith a 
A male of 45, a mechanic, was admitted w 

4-month history of asthma, depression, 10° d aiso 
petite, loss of weight, and impotence. He e ti 
been complaining of palpitations for oa pre- 
and anxiety. His illness appeared to ae tg health. 
cipitated by his concern about his Ww! eet f 
Physical marital adjustment had always m other 
but there was a good understanding lt in his 
grounds. There was a strong feeling oke ubcomê 
relationship to his wife. He was given 32 rather 
insulin treatments and psychotherapy et defi- 
superficial level. When discharged he Shon ively, 
nite improvement, had gained 10 pounds al pains 
and his impotence was relieved. Preco 


f 


and anxiety crises had also disappeared. He still 
suffered from mild asthma symptoms, which were 
sily controlled with medication. Throughout his 
Hay in hospital he was able to carry on with his 
Gecupation. He will be followed up psychothera- 
Pentically at regular intervals. 

A male, age 23, preoccupied by erotic fantasies, 
obtained some solace from heavy drinking. He 
showed marked evidence of anxiety which dimin- 
ished noticeably with psychotherapy at a fairly 
Superficial level and a total of 23 subcoma insulin 
treatments. He progressively became less anxious, 
“Feestablished satisfactory relationship at home, be- 
‘came less preoccupied about his fantasies. Patient 
carried on with his job during the entire treatment 
Program, and was discharged with the understand- 
ing that he be seen once weekly to carry on with 
psychotherapy. 

A female patient, age 35, stenographer, on admis- 
‘sion complained of anxiety, insomnia, anorexia, 
and domestic incompatability. These symptoms had 
been present for about 6 months and had gradually 
‘increased, Her family background revealed an 
overaggressive mother and a rather passive father. 
She married a young man who was making a 
career in the army, but her husband entered college 
alter the war and during the college years when he 
was dependent upon her, patient appeared to be 
quite well adjusted. Marital difficulties, together 
with her symptoms, made their onset following her 
husband’s graduation from college and consequent 

mdependence. The diagnosis was an anxiety reac- 
tion in an obsessive-compulsive personality. Patient 
received a course of modified insulin therapy and 
Psychotherapy, and was discharged much improved. 

A male, age 29, laborer, was referred from Cas- 
walty, as he had shown marked distress and depres- 
Sion following a serious quarrel with his wife. 
Domestic relationships had always been somewhat 
unsatisfactory, He had been drinking to excess, 
Was extremely jealous of his wife, and the history 
Showed a marked dependency on a domineering 
mother, who disliked his wife intensely. He re- 
quested treatment only after his wife threatened 
to leave him and a minister had suggested he needed 
‘Psychiatric care. On admission he was tense, rest- 

Bili complained. of depression, loss of appetite, in- 
ability to control his “nerves.” He showed some 
nae of reference about a friend at work, felt 

peless and dependent. Complained of low back 
S was given 22 modified insulin treatments, 
en er with psychotherapy, and showed steady 
i Drovement. The anxiety was lessened and pa- 
lent himself reported complete change in his atti- 
ee at home and at work, with a corresponding 
Er 2 the attitude of his wife and friends. In 
a N erapy he became aware of his dependency 
Tan s mother and there seemed to be a definite 
the his Part in this respect. He was dis- 
e ba much improved, with a diagnosis of an- 

F reaction in a mild paranoid personality. 
a patient, age 42, was referred through 
in Meg for anxiety, occipital headaches, pain 

E imbs that could not be fully accounted for 
arthritic condition. For 2 years her husband 


l 


+ 


had been unable to work, following a stroke leading 
to hemiparesis. She had several children, none of 


by financial and emotional difficulties. She received 
a total of 29 insulin treatments, together wi 
chotherapy. In psychotherapy she was able 
with her guilt feelings and to accept her ambival- 
ence toward her husband's illness. She was 


35 
3 


during treatment. f: 
Male patient, age 30, & professional man, on ad- 
mission, complained of joan 
hobic symptoms, anxiety, vork, 
yer symptoms were reduced by insulin and seda- 
tion with chlorpromazine, together with psychother- 
apy. Work was not interrupted and the patient ma 
able to resume relatively normal family life. The 
diagnosis was character neurosis and acute reactive 
depression. He was discharged much improved and 
arrangements were made for him to undergo a 
fairly extensive course of psychotherapy. 
Male, age 35, unemployed, was neeo as 
i jon with secondary 
for an anxiety reaction W agen E fos 
i ty history revealed that he was the only 
ce ae Le escent father and a doting mother, 
who fostered in him an overdependent relationatip, 
Considerable psychosexual difficulties had RU 
following his marriage, and there were strong indi- 
cations of a passive-aggressive personality, the ag- 
w e es a long 
in his goals. There was als c 
ae igo facets ie jn alcohol. This patient 
‘rom the inpatient service to the 


night centre, in order to facilitate his search for a 


new occupation. He 
insulin therapy | 
case was quite intens! 
ment he was able to secure 
charged much improved. 


ive. While undergoing treat- 
a job and he was dis- 
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The night treatment unit has not been 
functioning long enough for us to reach any 
definite conclusion as to results of treatment ; 
however 80% of the patients so far treated 
have not required readmission to the psychi- 
atric department and the great majority of 
those who carried on with their employment 
during treatment are still employed. The 
results of treatment are also dependent on 
the psychotherapeutic facilities offered the 
patient following discharge. However, it has 
been our experience, experience which for 
the moment has to rest largely on general im- 
pressions, that most of the patients are able 
to fend for themselves following treatment 
at the night centre without need of extensive 
psychotherapy, apart, perhaps, from 2 or 3 
interviews following discharge. 

The night centre is only one of several 
facilities offered by the department of psychi- 
atry of the Montreal General Hospital, and 
its functions and activities have to be related 
to those of the other services and more par- 
ticularly to the psychiatric inpatient, the day 
centre, and the outpatient departments. All 
these services are situated on the same floor 
and are closely integrated with one another, 
not only physically but also functionally, 
Thus patients who are discharged from the 
inpatient section may be transferred to the 
day centre to facilitate their rehabilitation and 
from the day centre to the night centre to fa- 
cilitate their adjustment to work; or they may 
be transferred from the inpatient service or 
the day centre, directly to the night centre— 
or the opposite may occur, as in the case of a 
patient who is admitted to the night centre 
on a provisional basis and who, because of 
lack of sufficient improvement, is transferred 
to either the day centre or to the inpatient 
service. Not infrequently patients suffering 
from a psychiatric disability severe enough 
to require admission to the inpatient service 
cannot be admitted because of bed shortage. 
In such cases the patient has been treated 
at the night centre or at the day centre, or at 
both places, pending availability of beds in 

the inpatient section, and not infrequently 

the treatment has proven sufficient to make 

hospitalization unnecessary, These vario 
Bon us 

facilities make the treatment of psychiatri 

disorders more flexible and more atuned 6 

the various degrees of severity of emotional 


disturbance. They also foster a more opti- 
mistic attitude, both in the patient and in the 
psychiatric staff. The total number of pa- 
tients treated at the night centre is relatively 
small as compared with the total treated by 
the psychiatric department (over 2,500 pa- 
tients during the year 1955). 


PSYCHIATRIC STAFF—NIGHT CENTRE 


Most of the work is performed by a small 
psychiatric team consisting of a senior psy- 
chiatrist who acts as supervisor and is re- 
sponsible for both individual and group psy- 
chotherapy, a resident who is responsible for 
the physical treatment methods and for indi- 
vidual psychotherapy, a fully qualified psy- 
chiatric nurse, a nurse’s aide, and a male 
orderly. Any problems which may arise at 
the night centre relating to specific cases or to 
the general management of the unit are 
brought up for discussion at our weekly 
meetings attended by the psychiatric staff and 
ancillary services. 


CONCLUSION 


The advantages of a night centre may be 
briefly summarized as follows: (1) the main 
function is to enable individuals to undergo 
psychiatric treatment without interruption of 
their working hours; (2) it facilitates the 
acceptance of psychiatric treatment by those 
individuals who, for reasons other than ue 
nancial, would refuse treatment if this m- 
volves hospitalization. Not infrequently m 
fear of insanity is such that hospitalization 18 
interpreted by the patient as confirmatory 
evidence of their unwarranted belief of being 
“insane” ; (3) it enables individuals to accept 
psychiatric treatment without disclosing this 
need to anyone apart from the immediate 
members of the family. This is especially im 
portant to the employee who fears the loss e 
his job or jeopardy of promotions, shou’ 
his employer know that he is “a psychiatric 
case”; (4) it is economical to both the ve 
tient and the hospital; (5) treatment at $ 5 
night centre does not interfere with the i 
tient’s social activities, particularly since ; 
has the weekends to himself. This, together 
with the fact that he is employed during 3 
day, tends to minimize the regressive P f 
nomena contingent to hospitalization an 
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overdependence upon the hospital ; (6) it fa- 
cilitates the weaning process of patients pre- 
viously hospitalized in the inpatient section 
or in the day centre, by giving the patient 
some support during the early stages of his 
re-adjustment to work ; (7) it makes it possi- 
ble for individuals to undergo psychiatric 
treatment during the only time they can be 
spared from their daily activities, e.g., the 
mother who can undergo treatment only after 
the husband has come home to take care of 
the children ; (8) it offers facilities to indi- 
viduals who can be helped by weekly psycho- 
therapeutic interviews after working hours; 
(9) it provides an over-night service for the 
emergency psychiatric night cases who ap- 
pear in the casualty department of the 


I trust that the enumeration of these sev- 
eral advantages does not lead one to the as- 
sumption that a night treatment unit is the 
answer to the immense problem of the treat- 
ment of mental illness. It is purely a small 
extension of the psychiatric service which any 
large general hospital should be able to pro- 
vide, It is, however, a new venture, and I 
trust a seed which, in time, may sprout and 
lead to the establishment of night treatment 
facilities in other hospitals and possibly also 
in specialties other than psychiatry. 
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DISCUSSION 


F. J. Gerry, M.D. (Chicago, I11.).—I know of 
no close counterpart for the very interesting organi- 
zation of patient services which Dr. Moll has set 
Up at the Montreal General Hospital. As I under- 
stand it, besides offering regular inpatient and out- 
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patient service this hospital has two groups of pa- 
tients who are in a somewhat unusual category: 
Those who come in for treatment during the day 
hours and those who come in the evening and remain 
overnight, the latter being in the night treatment 
group. It is not difficult to understand the appeal 
which the offering of such a night service would 
have to certain groups of patients, particularly psy- 
choneurotics and others who are anxious and de- 
pressed, especially in view of the use of subcoma 
insulin followed by food, rest, and sleep. From 
Dr. Moll’s statistics it is apparent that about 85% 
of the patients fall in this group diagnostically, 
The patients are in the adult working age range 
chronologically and the percentage of male patients 
is greater than it is on the average in an inpatient 
service. 

I shall comment on two matters which Dr. Moll 
has mentioned and raise an inference as to a third. 
He states that these patients do not tend to form 
social groups or to be much interested in group 

sychotherapy. In this they differ from the day 
and inpatient group. This evidently bothers the 
The other matter concerns the pre- 
to retire to the sitting 
and listen 


is that if he is able to get to 
people do. The result is acai 


My other comment is this: 
while expressing S on 
i believed wish to be at home, olten o n 
e bolt at all. Falling asleep in the liv- 
weekend headaches of many 


ili t the number of psychiatrists that are 
re aiie a senior man every night in the 


week. 


AN INPATIENT PSYCHIATRIC SERVICE FOR CHILDREN IN 
TEACHING HOSPITAL + 
REYNOLD A. JENSEN, M.D., ann DENTON P. ENGSTROM, M.D. S 
MINNEAPOLIS, Minn, ? ; 


The University of Minnesota Medical 
School and University Hospitals has had a 
full-time psychiatric service for children 
since 1938. It originally functioned on an 
outpatient basis, but it was soon apparent that 
a period of hospital study was essential to the 
more complete understanding of many chil- 
dren referred for care. Until 1952, a few 
children were admitted each year for study 
and treatment to either the pediatric or adult 
psychiatric service. Neither proved too satis- 
factory. In October 1952, an inpatient psy- 
chiatric service for children, made possible by 
legislative appropriation, began operation. 
This service is an integral part of the total 
program of the Medical School and the Uni- 
versity Hospitals. 

As far as we have been able to ascertain, 
this service is one of the few inpatient psy- 
chiatric services for children in the country 
which is an intrinsic part of a general teach- 
ing hospital program. This paper briefly 
describes this service, delineates in particular 
how it contributes to the over-all 
research 


‘rch program of the medical school and 
hospital, 


those contemplating the development of a 
similar service, 

The primary purpose of a hospital is sery- 
ice. However, the teaching hospital has 2 ad- 
ditional responsibilities which require due 
consideration—namely, teaching and re- 
search. Important, therefore, was to define 
a plan which would satisfy these 3 Tequire- 
ments, 

For over a year prior to the opening of the 
inpatient psychiatric service for children, the 
staff to be responsible for its administration 
met periodically with supporting hospital per- 


1Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, April 30- 
May 4, 1956. 

2 Authors are respectively, Professor of Psychia- 
try and Pediatrics, and Instructor of Psychiatry and 
Pediatrics, at the University of Minnesota Medical 
School and University Hospitals, Minneapolis, Minn. 
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teaching and 


THE 


sonnel to define goals and procedures and ta _ 
plan its integration into the total hospital 
program. In the formulation of plans, ve 
were required to keep in mind the e me 
important considerations: (1) The j 
must serve the 3 basic responsibilities of 

teaching hospital. (2) There are few psyel E 
atric facilities for children in Minnesota, (3) 
As a state facility, we would be expected to 
provide the maximum help to others consist- 
ent with good practice and procedure, ( 

Since our hospital serves the State of ie 
nesota, many of our patients would come 
from distant parts of our state. (5) Consist- 
ent with our teaching and research s 
bilities, we should provide a steady flow of f, 
patients for study—and from this group @ í 
small, well-selected case load for treatment 
and research purposes. (6) As a teaching 
hospital, we could not expect to assume treat- 


ment responsibilities except for a relatively | 


small number of cases. md 
In recognition of these important facets of a) 
the problem, it was decided: (1) that Wor 
should plan a relatively small service—the — i 
maximum number eventually to be served E i 
any one time was not to exceed 24 patients; — 
(2) that while it was essential to have a small É 
nucleus of treatment cases, our maximum 
efforts could best be expended in a compre- 
hensive study of a maximum number of chil- 
dren per year, with the view toward helping 
others plan more effectively for the í 
studied; (3) that to achieve this p = 
the average length of stay in the hospital 
would be limited to approximately 30 days: 
Following such a period of study we 


| 


me 


with others in the community at large, formt- “2 


late a plan of management which would as- 


sure more adequate understanding and man- 
agement by others, In this way, more Chl” 
dren might be better served and they, in turn, 
provide teaching and research opportunities 
for us. ; 
Further, it was recognized that, as 4 state 
facility with multiple responsibilities, out ee 
forts should be directed to: (1) preparati aa 
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of more adequately trained personnel on all 
levels, but more particularly the physician, 
and (2) along with others, we should strive 
to assist in defining the unmet needs of the 
children and youth of our state. With these 
objectives in mind, we began operations in 
October 1952. 

Our station is located on the sixth floor of 
the west wing of the University Hospitals, 
contiguous to the pediatric and psychiatric 
services. Since some of the children require 
close supervision and control, it is a closed 
service. Presently, the station staff consists 
of nurses, occupational therapists, nurses’ 
aides, orderlies, and a school teacher. Full- 
time professional staff consists of 3 physi- 
cians (2 psychiatrists and 1 pediatrician), 2 
clinical psychologists, a psychiatric social 
worker, and a part-time speech clinician. 
Graduate fellows in psychiatry and pediatrics 
totate through the service, spending a mini- 
mum of 3 months with us. Other graduate 
students—psychologists, occupational thera- 
pists, and nurses—also spend time with us. 
It is planned eventually to develop a compre- 
hensive program of training for psychiatrists 
and others interested in career training in 
the field of child psychiatry. 

Of necessity, the daily routine and general 
Program is different from the other children’s 
medical services. The patients are up and 
about and dressed in their own clothes. An 
effort is made by the staff to develop and 
maintain an informal, friendly atmosphere 
Which permits a patient to express himself 
oe but which at the same time estab- 
ch id limits which may be therapeutic. This 
es es is difficult. With the aid of frequent 
2 erences and management orders, efforts 
= en to assist the station staff to under- 
À ii each patient in order to deal more skill- 
wy with his particular problem. 

ii The nurses, who are not in uniform and 
ive more intimately with our patients, are of 
Si help in understanding the patient and 

S problems as they reveal themselves. When 

© patients are not being seen by either the 
Physician or psychologist, the nurses, with 
es, Occupational therapists and school 
ae <t; strive to keep them occupied. Ar- 

is Bing daily and evening activities, group 

aa and giving individual attention to 

full § ild as needed keeps the daily schedule 
or all concerned.. 


Weather permitting, patients get out of 
doors at least twice a day. During the spring, 
summer, and fall, picnics and excursions 
away from the hospital are arranged. Since 
the nurses are not in conventional dress and 
many of our patients are quite alert and mis- 
chievous, an occasional amusing event occurs 
to brighten the day. Visiting hours for 
parents and relatives are liberal and serve 
usefully in our observations. ‘ 

In accordance with hospital policy, all pa- 
tients are referred to the University Hospi- 
tals by their family physician. The majority 
are studied in the pediatric outpatient depart- 
ment by senior medical students under super- 
vision. Children with psychiatric problems 
are subsequently seen in consultation by a 
senior member of the child psychiatry staff, 
If, after careful review, hospital study is in- 
dicated, arrangements are made for admis- 
sion, 

At the time of admission, cases are as- 
signed to one of the senior fellows on our 
service and also to one of the junior medical 
students serving their psychiatric clerkships. 
All cases are closely supervised by a senior 
staff person. . 

In accordance with iat wy po 
cedure, a comprehensive ly is 
each patient admitted. It includes the fol- 
lowing: pia 

ow detailed medical and psychiatric 
history is obtained primarily from the par- 
ents, who are required to be present at the 
time of admission. Parents are assigned to 
the junior medical students, who assist he 
obtaining historical data. Parents are als 
seen by members of the senior staff or resi- 
dents not only for historical information, but 
also for interviews during the patient's hospi- 
tal stay. In our experience, this procedure 


important role in wor € 
referrals, in obtaining supplementary social 
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2. Physical and neurological examinations 
are done not only by the junior medical stu- 
dent assigned the case, but by the fellow as 
well. When indicated, consultation with other 
services of the hospital is provided. 

3. Basic laboratory studies are done, which, 
in all cases, include an electroencephalo- 
graphic study. Other special physical studies 
are done as required. 

4. A comprehensive battery of psychologi- 

cal tests is given to every patient, regardless 
of age or presenting complaint. Included in 
this battery are: (a) Tests of general intel- 
ligence. We are not only concerned with the 
child’s intelligence quotient per se, but also 
how the patient achieves it; (b) projective 
tests such as the Rorschach, Thematic Ap- 
perception Test, and, whenever possible, the 
Minnesota Multiphasic Personality Inven- 
tory, which may help to define the patient’s 
basic personality structure and to indicate 
probable sources of tension; (c) tests such 
as the Bender Gestalt, which may be helpful 
to determine whether a basic central nervous 
system deficiency is contributing to the child’s 
difficulty ; (d) direct observation of the child 
during this phase of the study is likewise 
recorded. 

Many of our patients are incapable of sus- 
tained effort except for a short period. For 
this reason, the completion of this phase of 
study is often time-consuming. It is esti- 
mated that the average time required for this 
phase of the study is 8 hours. 

5. Each patient is seen daily by his physi- 

cian. Informal ward contacts, play or office 
interviews, observations of reactions to ex- 
aminations and procedures, and observations 
pf the child in the group provide the psychi- 
atrist with valuable data to be integrated into 
the total evaluation. Because of the high 
frequency of marked disturbances in inter- 
personal relationships in our patient popula- 
tion, it is often difficult to secure “the child’s 
own story” from formal interviews alone. 
However, this often is the first time the child 
has had an opportunity to speak for himself, 
and some children are able to use the op- 
portunity constructively. 

6. Whenever possible, we work intensively 
with the parents. Since a good number of 
them reside in distant parts of the state, we 
are often limited in these efforts. Work with 
parents is done either by the resident under 


direction or by the psychiatric social worker, 
who collaborates on selected cases with the 
residents. This arrangement provides an ex- 
cellent opportunity to teach the functions of 
a social worker and how she participates in 
treatment. 

7. Occupational therapy is an essential 
part of our study. It is provided not only to 
keep the patient occupied, but also to help 
in self-expression, and for its therapeutic ef- 
fect. Wood and metal work, clay modeling, 
painting, making of puppets and staging 
puppet shows provide for such creative ex- 
pression. Through such activity, it is possible 
to determine how the patient reacts to the 
group situation in which space, tools, and 
supplies must be shared. Also provided is the 
opportunity to observe how well the patient 
uses head and hand in the completion of the 
project selected. 

8. During the school year, all patients of 
school age attend school. School experience 
is provided not only to help children admitted 
to the hospital from “falling behind” in the 
work, but also to help us understand many 
of the learning problems frequently associ- 
ated with serious adjustment difficulties. 

A small but significant number of handi- 
capped children are referred to us primarily 
for diagnostic study. This group includes 
those who are deaf, blind, cerebrospasti¢, 
or who have a speech problem. Usually, the 
main concern is to determine the educability 
of such individuals. In many of these cases, 
the speech clinician assumes an active role 
in cooperation with others. 

From October 1952, to May 1956, 40 
children from our state have been T 
to our service. Ages have ranged from 
pre-school period to age 16. The perce 
distribution is approximately as follows: ae 
school age range (to 6 years)—107 ; mI 
and late childhood (to 12 years) —457 } eee 
lescence (to 16 years)—45%. Sex distr! 
tion is 2 males to 1 female. ital 

As expected, the average length of pert 
stay has been approximately 1 month. Po 
the comparatively short time we have ig 
active, we have been impressed by the ed 
nificant number of serious adjustment pr s 
lems which occur in children in the youns 
age ranges. 

Upon the completion of ot 
is summarized and a plan of t 


ır study, the ar 
herapy © 


1957] 


formulated. Since this is often a difficult 
task because so many variables need to be 
considered, it requires intensive cooperative 
effort on the part of the entire staff. 

For those patients who will not be followed 
on an outpatient basis, as clear a presentation 
as possible is given the parents or others who 
are responsible for the child at the time he 
leaves our hospital. For those who come 
from distant parts of our state, we frequently 
arrange case conferences with other agency 
workers, It is an unusual week that we do 
not have one or more such conferences. 
_Hospital regulations require that a diagno- 
sis be made in accordance with the standard 
nomenclature and entered on the chart of 
every patient admitted. Such diagnoses are 
made with care, since once made and entered 
upon the chart, it becomes a part of the 
child’s life henceforth. While a firm diag- 
nosis is made when we have supporting evi- 
dence for it, the child is always given the 
benefit of a doubt. 

Since our service began, the following di- 
agnoses have been made in accordance with 
standard nomenclature in the ratios indicated : 
(1) Mental Deficiency (all types) —20% ; 
(2) Chronic Brain Syndrome (without men- 
Bi Setcency) —10% ; (3) Acute Brain Syn- 
R mes (all types)—4%; (4) Adjustment 

factions (all types)—30%; (5) Psycho- 
neurotic Reactions (all types)—10%'; (6) 
Sociopathic Personality Disturbances—4% ; 
WA, Personality Pattern Disturbance—10%; 
) Psychophysiological Reactions—2% ; 
: Schizophrenic Reaction Type—3%} 
neg Observation only—no diagnosis or re- 

loved against medical advice—7%. 

The therapeutic implications of the above 
are obvious and will not be elaborated here. 
te ar atea ee 
cannot be i s adjustmen pro ems 
tetu completely accounted for solely on 
T basis of disturbed interpersonal relation- 

ips. 
Ne before the establishment of the inpa- 
ro perchistric service for children, our 
1) ton goals were defined, They are briefly: 
ah teach the students—on all levels—the 
era ntials of psychological growth and 
in T of the individual; (2) to create 
"Sedan an awareness of the possible 
Seabed responsible for deviations in devel- 

t; (3) to develop adequate and useful 


ti 
t 
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methods of evaluating and equating all fac- 
tors important to any given case; (4) to in- 
troduce the student to as broad a range as 
possible of deviations in human behavior; 
(5) to provide clinical experience on as broad 
a base as possible to develop diagnostic as well 
as therapeutic skills; (6) to develop an ap- 
preciation of and skill in cooperative effort in 
the interest of the patient’s welfare; (7) to 
create an awareness of the accumulating liter- 
ature in the behavioral field as it pertains to 
children ; (8) to enhance the students’ knowl- 
edge of community resources and to develop 
an appreciation of how these might be used 
expeditiously. 

The addition of the children’s inpatient 
psychiatric service has enhanced our teaching 
program on all levels of instruction. During 
the junior year, approximately 40 hours are 
devoted to didactic teaching, case conferences 
and small group discussions. The inpatient 
service provides first-hand opportunity to 
have contact with patients and parents under 
supervision. Much informal teaching takes 
place every day in the discussion and clari- 
fication of the immediate problems. The psy- 
chiatrist has an opportunity to discuss physi- 
cal as well as mental mechanisms, the psy- 
chologist the meaning and value of psycho- 
logical tests, their use and abuse. Opportunity 
is afforded the psychiatric social worker to 
enhance the student’s knowledge of com- 
munity resources, of social welfare laws, as 
well as family, social, economic, and other 
environmental factors which may be impor- 
tant to the physician’s understanding of the 
patient and his family. The medical student’s 
interest and enthusiasm has been a source of 
gratification to us all, particularly during the 
senior year, when the student spends most 
of his time in the outpatient services of the 
hospital. As they rotate through the children’s 
outpatient clinics, the experience of the junior 
year is applied in a most encouraging manner. 

Fellows in psychiatry and pediatrics have 
first-hand experience in working with chil- 
dren presenting difficult problems of adjust- 
ment, Opportunities to deal with patients 
and parents has made possible the beri 
ment of diagnostic and therapeutic rica 
Likewise, opportunity is provided to wor 
collaboratively with others, including o 
operative work with other agencies such as 


the school, court, and social agencies. 
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The urgent need for psychiatric hospitals 
for children is apparent. In all probability, 
the inpatient psychiatric service for children 
in a teaching hospital will ultimately become 
an important training center for the person- 
nel needed. 

A weekly inservice training seminar is 
conducted with the nurses, occupational 
therapists, and the school teacher throughout 
the school year. 

The interagency conferences are regarded 
as an important part of our over-all teaching 
efforts, as well as of our service function. 
These serve to extend our teaching efforts 
on a broader base. Visiting teachers, social 

workers, ministers, judges, welfare workers, 
physicians, and many others attend them, It 
is our hope that they will enrich the efforts of 
all interested in the understanding and man- 
agement of children who have difficulty in 
their life adjustment. 

Central to our efforts, however, is the 
physician, who is and always must be the 
pivotal center, if an effective program of pre- 
ventive mental health services is to be 
evolved, 


RESEARCH 


As can be appreciated, our research efforts 

to date have, of necessity, been limited. Re- 
search has not been neglected, however, since 
several projects are under way. We are 
presently engaged in an evaluation of the 
first 200 admissions to our service. While 
this is not yet completed, we have been 
heartened in the response of the parents, who 
submitted an 85% usable return to our in- 
quiry. Encouraging is the fact that a large 
majority of the parents regarded the hospital 
study as helpful to them and their children, 
Analysis of the returns indicates that over 
50% of the patients studied have shown con- 
tinued improvement in their adjustment in- 
their homes, schools, and communities. Of 
the 33 children who were found to be men- 
tally deficient, 23 continue to live in their 
homes, while 8 have been placed. Our study 
also reveals that approximately 40% of the 
routine EEG’s were abnormal, which is a 
significantly higher incidence than that in 
the general population. 


CONCLUSIONS 


Careful review of our experience to date 
leads us to conclude: 

I. An inpatient psychiatric service for 
children in a teaching hospital, which pro- 
vides care for a small group of children with 
behavior disturbances, serves usefully in the 
teaching program. Likewise, it eases the de- 
mands on the other inpatient services, as 
well as relieves them in case of need. 

2. It should be modest in size—prefer- 
ably 20 beds. 

3. Ideally, the maximum age range should 
not extend beyond 14 years with some flexi- 
bility permitted in the individual case. 

4. Sex ratio to be expected is 2 males to 1 
female. 

5. Expected ratio of staff to patient is ap- 
proximately one to one for each 8-hour 
period during the day. Staff personnel should 
include nurses, nurses’ aides, psychiatric at- 
tendants, occupational therapists, and a school 
teacher well-trained in remedial teaching 
methods. 

6. If selected with care, children of all ages 
can be admitted. It has been noted that prob- 
lems of management are eased when there 
is a dispersion in age range of the patients. 

7. For effective operation, ample space 
is required for adequate program planning 
and management. $ 6 

8. Good interdepartmental relations wit 
all other departments, but more particularly 
with pediatrics and psychiatry, are essential. 

9. It is rarely advisable to arrange a in 
admission from the juvenile court, since be 
patient and family then tend to identify the 
hospital unfavorably with the court. „a 

10, Admission of hostile, “acting out . 
gressive adolescent delinquents is trey 
feasible for obvious reasons. y 

11. Continuous attention to the improving 
and strengthening of staff integration 15 s 
sential for smooth and effective operations. : 

12. A small, adequately staffed outpatier 
service is an essential complementary er 
to the inpatient service, in order to Pry fe 
adequate screening of patients, tO prov! 3 
follow-up treatment for some inpatients el 
discharge from the hospital, and an il 
supply of case material for teaching 30 ted 
search purposes. It should not be expe 
to provide comprehensive service to 
communities. 


FURTHER REPORT ON EXPERIMENTAL EVALUATION OF 
MENTAL HYGIENE TECHNIQUES IN SCHOOL AND 
COMMUNITY *? 


BENJAMIN H. BALSER, M.D.,3 FRED BROWN, Pu. D.* MINERVA L. BROWN, M. S.S. W. 
A a Dy a . e AND 
LEON LASKI, M.A., New York Crry; DONALD K. PHILLIPS, Ep. D.,5 New orate N. ne 


INTRODUCTION 


The mental health workshop is one of the 
keystones in preventive psychiatry. We be- 
lieve that a careful study of the mental health 
workshop is certainly indicated if one is to 
utilize this instrument ideally. In an earlier 
teport(1) we did a preliminary study of a 
controlled mental health workshop in a pub- 
lic school system. A group of 38 teachers 
volunteered for a workshop and a group of 
19 administrators were required to take a 
second similar workshop under an analyti- 
cally trained psychiatrist for a 1 5-week 
period in 14-hour sessions given once weekly. 
The purpose was to determine whether or 
not participation in such a workshop would 
significantly change the viewpoints or atti- 
tudes of the participants. These 2 groups 
were matched carefully with 2 control groups 
as to age, sex, duration of service, grade 
at or position held, and the 4 groups 
be exposed to a battery of psychological 
i i at the beginning and at the end of this 
a rid. The test responses were 
ilies nalyzed, and we found that although 
ee Statistically significant changes in 
for oh anding of mental health principles 
oa experimental group, these were also 
eee s the control group. It was noted 
waka he pre- and posttesting of the experi- 
trol groups were evaluated without con- 

groups the results could have been inter- 
Preted as excellent, 
A dee studied and are here reporting 3 
siete eey groups and 3 control 
Sae NC psychological test battery was 
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partially altered in an effort to obtain more 
sharply defined responses. 


OUTLINE OF EXPERIMENT 


Teacher and parent-teacher groups in 4 
communities in Westchester County, New 
York, were organized. In one community 2 
workshops were set up for teachers, one 
headed by an analytically trained psychiatrist 
and the other by a dynamically oriented psy- 
chologist. The workshops were carried on 
simultaneously. There were 14-hour ses- 
sions once a week for 15 weeks. These 2 
groups were controlled by a teacher group 
from another community. This control group 
was tested at the same time as the other 2, 
and the controls were told that they were 
taking the tests to validate the tests’ efficacy. 
Nothing was said about controls. 

A third workshop group, headed by an 
analytically trained psychiatrist, was organ- 
ized for parents in another community. 
These sessions were of 2 hours’ duration and 
ran for 10 weeks. From the same commu- 
nity we obtained a control group of parents, 
who were told that they were being used as 
controls for the preceding group. A third 
parent-teacher group was organized in an- 
other community for control purposes, and 
this group was told that they were taking 
the tests to help us validate them.* 

No names were used for any of the par- 
ticipants. Each person was given a number 
which was used in the pre- and the posttest- 
ing. The 6 groups of papers were then 
turned over to the psychologists for scoring 
and statistical evaluation. 

All groups were given a battery of psy- 
chological tests at the beginning and end of 
the workshop period (Tables 1 and 2). The 
testing instruments were: (1) the Sacks 
Sentence Completion Test(5) ; (2) the Min- 


i broken down into separate 
ane Meg A 1 oa parent (Control D) units 
in the statistical analysis of test data. 
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TABLE 1 
NUMBER or Participants COMPLETING BOTH PRECOURSE AND Postcourse TESTS 

Minnesota SCT uscs 

| cpr cao O — eee ns E 

I Ir m IV v 
Control A, parents. ....... pe 25 22 25 25 25 24 
Control B, teachers 59 59 53 56 57 55 
Control C, teachers 8 7 8 8 7 7 
Control D, parents i 20. 20 16 20 19 18 20 
Experimental A .....-. PRT 12 Ir 12 12 13 12 
Experimental B ......... + 20 20 18 20 20 7 19 
Experimental Cioncan aard n H 6 7 4 9 8 
Totals acasin eaNL 155 155 133 150 144 146 145 


TABLE 2 


Test For SIGNIFICANCE OF DIFFERENCE (FISCHER “T’) Berween “Pre” anp “Post” MEANS ON THE 
Mınnesora Personatity SCALE 


Part I (morale) 


Teache: Teache: Teach Parent 
(Exp. B) Gp. ©) Ga) Cah (Con. C) (Con. D) 
184.30 180.81 190.64 182.56 181.50 176.50 
187.50 183.00 aha 181.86 181.00 mA 


1,36 68 53 12 ‘ 
N.S. N.S. N. £ N.S. N.S. NS. 


Part II (soc. adj.) 
233.00 212.63 229.40 235.20 225.88 218.80 


221.70 223.63 231.12 237.02 222.00 i 
43 2,08 89 86 1,21 Á 

N.S. 02-01 = NS, N.S. N.S. NS. 

= N.S. a nat = = 
Part IIT (fam. rel.) 

141.00 134.33 149.90 145.15 141.85 a 19 

144.04 135,66 149.14 147.13 141.85 Me 
1.47 2B -35 1.33 42 

NS. N.S. N.S. N.S. N.S. No $ 


Part IV (emotionality) 


162.25 165.57 168,08 166.45 172.00 167.90 
169.60 170.28 168.52 170.19 174.62 166.05 


2.40 1.02 33 2.60 82 N be 
.05-.02 N.S. N.S. .02-.01 N.S. pe 
N.S. _ ~ N.S. me 

Part V (ec. conservatism) 5 

106.55 104,00 107.04 104.12 95:50 R 

106.65 102.75 106.68 103.79 95.12 09 
07 41 34 .39 18 N.S. 
NS N.S. N.S. N.S. N.S. pé 


Key: Ma): M za nE group “pre” condition. 


f $ Fischera G al ar grou i 

ig. : Level of confidence for t. (N.S.; cnet eglanificant”). tt is 

F : Ratio of variances for test of homogeni A “not “pr that the significan! 
tually due to the difference between the means and ie nat an arifa aat py variances. 
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nesota Personality Scale; and (3) the Uni- 
yersity of Southern California Parent Atti- 
tude Survey(6) which was modified’ for 
use with the teacher groups by substituting 
the word “Teacher” for “Parent” wherever 
necessary. The Sacks SCT consists of 60 
incomplete sentences which were reduced to 
54 by eliminating 4 items on sex adjustment. 
The value of the test might have been im- 
paired in this setting had such “sensitive” 
items not been excluded. The remaining 
items tap the following areas: attitude to- 
ward mother, father, family unit, women, 
friends and acquaintances, superiors at work 
or school, people supervised, colleagues at 
work or school, toward own abilities, toward 
the past, the future, and toward goals. Also 
tapped are fears and guilt feelings. The 
items are randomly distributed in the test 
and the subject’s answers are then trans- 
ferred to an analysis sheet on which area 
groupings are made and then scored on a 2, 
I, and o point adjustment basis. The final 
adjustment score is the sum of all ratings, 
with high Scores pointing to conflicts and low 
Scores indicating satisfactory adjustment. 
reports contingency ratings between 
-48 and -57 for the scale when psychologists 
and psychiatrists compared their data on a 
group of patients, using SCT evaluations 
against psychiatric findings. He states that 
iis shows a high positive relationship with 
i. material and compares very well with 
. Studies using a projective technique 
ss a the Rorschach. The general nature 
‘i eed ao did not warrant 

A alysi 
ening lysis of separate areas of 
a Minnesota Personality Scale consists 
; ain as follows: (1) Morale, (2) So- 
(4)  jlastment, (3) Family Relations, 
salty, and (5) Economic Con- 
ak sm. Reliability coefficients ranging 
an to .95 for the 5 parts of the scale 
ne “ea reported by the authors (100 men, 
Sales men). Both pre- and postcourse 

were machine-scored. 

: a any of Southern California 
nA ttitude Survey (USCS) is based 

aq 7 Survey of the literature on parent- 
Sait for items that would 
Eeu differentiate the parents of prob- 


binge» ë P LL a 
z p O OO OO 
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lem children from those of nonproblem 
children. An initial pool of 148 items was 
reduced to 85 items upon the basis of signifi- 
cance by the chi-square method, with reten- 
tion of an item depending upon whether it 
differentiated the groups at the 5% level of 
confidence or better. 

Three sub-groups of items were extracted 
by using the pooled judgments of psycho- 
logically sophisticated judges. These were; 
(1) Dominant, “a tendency on the part of 
the parent to put the child in a subordinate 
role, to take him into account quite fully but 
always as one who should conform com- 
pletely to parental wishes under penalty of 
severe punishment”; (2) Possessive, “a 
tendency to baby a child, to emphasize un- 
duly the affectional bonds between parent 
and child, to value highly the child’s de- 
pendence upon the parent, and to restrict the 
child’s activities to those which can be 
carried on in his own family group”; and 
(3) Ignoring, “a tendency on the part of the 
parent to disregard the child as an individual 
member of the family, to regard the “good” 
child as the one who demands the least par- 
ental time, and to disclaim responsibility for 
the child’s behavior.” In addition to these 
sub-scales, 10 unclassified items were re- 
tained. It was felt that such a scale, modi- 
fied for use with teachers and retained in its 
original form for the parent groups would 
reflect attitudinal sets similar to those asso- 
ciated with authoritarian attitudes which 
McGee(4) found to have significant corre- 
lates with teacher’s classroom behavior. 
Shoben(6) reports reliability coefficients of 
.95 for the total scale; -91 for Dominant ; .90 
for Possessive; and 85 for Ignoring. His 
validity coefficients run .769 for total scale; 
Dominant, .623 ; Possessive, .721 ; and Ig- 
noring, .624. He concludes that “This per- 
mits the tentative interpretation that the Sur- 
vey has some genuine relevance in the as- 
sessment of parent attitudes in relation to 
child adjustment.” The higher the scale, the 
more “unfavorable” the rating. 


ANALYSIS OF TEST FINDINGS 

menis —A few relevant 
pects of the 
whole should 


Preliminary Com 
comments concerning some as 
testing and the experiment as a 
be emphasized. 
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(1) Control Group A was told it was a 
control group in order to test the hypothesis 
that this might have accounted for score in- 
creases in our previous experiment(1). 
Control Groups C, D, and B were told they 
were aiding in the validation of tests. 

(2) The psychiatrists in charge of Ex- 
perimental Group A (parents) minimized 
leader participation and maximized partici- 
pative group experience by opening the initial 
session with a 15-minute presentation which 
was later reduced to between 3 and 5 minutes 

as an introduction to discussion of questions 
and criticisms anonymously submitted by 
the participants. This leader reports: 

I participated only to correct gross error, to pre- 
vent people from getting into obviously personal 
problems, and... to prevent one group member 
from discussing in a personal way the comments of 
other members, 

Attrition was slight, with one man dropping 

out after the first session, another after the 

fifth or sixth, and a third attending only 5 

scattered sessions for business reasons. 

Most of the women, as would be expected 

in a parent’s group, attended practically all 

the sessions and everyone, “without excep- 
tion,” resented sacrificing 2 meetings for 
testing. It cannot be doubted that this atti- 
tude might have interfered with completion 
of the tests. However, in view of experi- 
mental data on Group versus Leader empha- 
sis(2, 3), we would expect this group to 
show major changes, although only 8 dis- 
cussion meetings were held, 
(3) The Experimental workshop Group 
B (teachers) was offered for credit and at- 
tendance was taken, so that the attrition rate 
was very low. The psychiatrist reports: 
The general format of the earl: i jé 
marily didactic lecture with Bhe sarah byken 
Later on, after the basic subjects had been covered, 
we used base presentation method and as much 
group discussion as was possible in discussing spe- 


cific problems and practical management of prob- 
lems. 


This group appears to have been leader cen- 
tered, with strong acceptance of the group 
leader because of his prestige in the com- 
munity. 

(4) The Experimental workshop Group C 
(teachers) was voluntary, was offered for 
credit, and attendance was taken. There was 
no attrition. This group was headed by a 


psychologist and was leader centered, witha 
brief period of didactic lecture, and the 
major portion of the time spent on discussion 
of schoolroom problems, normal person- 
ality development, and the meaning of be 
havioral deviance. Personal problems of the 
participants were not discussed at these ses- 
sions. There were 4 other psychologists as 
guest leaders, but the original psychologist 
remained as moderator. This group resented 
the time spent taking the pre- and posttests 
so that when the second set of psychological 
tests was administered many of them re 
fused to participate. They did not want to 
be part of the experiment. As compared 
with Experimental Group B (teachers), this 
course was meant to be extensive rather than 
intensive and in this sense was in sharp con- 
trast to the other group. 

(5) An objection might be raised that in 
view of the differences in percentile norms 
on the Minnesota for men and women all 
scores on this test should have been treated 
separately. Our findings show that there 
were no significant differences between the 
means for the male and female groups om 
the various subtests, that there were no SIS 
nificant differences between the variances 
(F) of the sexes, and that therefore the raw 
scores for the male and female groups, being 
from a common population, could be pool ile 
It is interesting to note that percent” 
equivalents for the total mean score for 
groups when compared with norms for geval 
and women (precourse test) show ee, 
morale (8sth percentile, 75th percenti Ju 
average social adjustment (50th pers 
45th percentile) ; average family relations ie 
male norms (52nd percentile) and somew 
inferior adjustment for female norms (35° $ 
percentile) ; between average and high ae 
age ratings on emotionality (67th ee ae 
5oth percentile); and a trend towar K 
nomic liberalism for both norms (goth p° 
centile, 42nd percentile). 

(6) Control Group A, which wat ae 
told it was a control group, mai i 
nificantly higher scores on the tests t pich 
Control Groups C and D, both ot game 
were under the supervision 0 the 
psychiatrist as was Control 
Groups C and D came from a different © yf- 
munity, which might reflect commun! 


aX 
ferences. Differences were quite marked for 
Morale in favor of Group A, raising the 
as to whether a true community 
or knowledge that it was a control 
' Eee ass this. i is also very 
that the “validating” Control 
Groups, C and D, both show a very signifi- 
tant liberalism in their attitudes toward cur- 
fent economic and industrial problems (15th 
percentile on male and female norms), while 
Control Group A, with its higher “morale,” 
is definitely oriented toward a more con- 
i: viewpoint (6oth to 65th percentile 
for both norms). This finding has inter- 
Sting implications for social psychiatry and 
| a explained by the fact that there 
i a great influx of population into 
the 3 E community from the city; 
: te her property values and size tend 
ie any marked infiltration into com- 
munity a Ey aco and upper middle-class 
a ups. In any case, Control Grou 
A shows E significant change in Bareika 
E aoe initial and terminal test- 
ey ps whereas Group D alters signifi- 
o levels). direction (t 2.91, 
ts There were originally 181 
Bip whic Ss the total experimental-control 
SRA Sates reduced to a total of 155 
ican peri the pre- and postcourse 
ate, o the extent that one subscale 
Binns ee elec’ at both times. Partici- 
‘analysis excluded from the statistical 
lig they had failed to take both 
so many Pa a and postcourse test or when 
AA = ad been omitted from a sub- 
d toeni the measure and ex- 
Dies because of the nature of the content 
me $ nature of the content 
a a Family Relations scale), through 
dmi E or as a result of faulty test 
comi PER an entire subscale was 
: pa he figures for Experimental 
“Toup C would suggest th i 
Motivational fact ggest the operation of a 
=a ie so far as group coopera- 
ke ig . On the other hand, it is 
cant aes that there are no signifi- 
hl s i etween changes produced 
atrist (Ex, under supervision of a psychi- 
er xperimental B) or a psychologist 
, Timental C) when th 1l 
i posteource i n the means of a 
est scores are computed. 
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Test Results. There were no significant 
changes for Morale in any of the groups, 
but it is interesting to compare the 1953- 
1954 means with the present ones in order 
to account for significant changes for a 
teacher control and an administrative experi- 
mental group at that time. The data show 
that the prescores for Morale at that time 
were relatively low, while the postscores 
compare favorably with the prescores of the 
present groups. Perhaps the present social 
and economic climate is more conducive to 
morale in general or perhaps the score differ- 
ences are due to differences in the communi- 
ties themselves. 

Two experimental groups (Groups A and 
C) show positive changes for social adjust- 
ment while none of the control groups do so. 
Experimental Group A, however, shows 
only a trend toward change, while that for 
Experimental Group C is statistically signifi- 
cant, 

Experimental Group A shows a trend 
toward significance in the area of family re- 
lations. Since this is a parent group it is 
interesting to note that the initial mean score 
for friendly and happy parent-child relations 
is far below the means for all other experi- 
mental and control groups. It can be hy- 
pothesized that parents who volunteer for a 
mental hygiene workshop are likely to be a 
“selected” group in the sense that an aware- 
ness of parent-child conflicts might be moti- 
vating them. Attendance in this group was 
constant; and there were only 8 sessions; 
and didactic presentations were avoided. 
These are possible reasons for the trend 
toward significance found in this area. 

Significant change toward improved emo- 
tional stability and self-possession is noted 
for Experimental Group B (teacher) and 
for Control Group B (teacher). We have 
no way of accounting for the change in the 
control group. 

Finally, no significant changes were found 
for Economic Conservatism and the very 
small t’s ® suggest that the workshops have 
virtually no influence upon attitudes in this 
area, It is also likely that such attitudes are 
least amenable to change because they are 


that is, the difference 
standard devia- 


s“? is the critical ratio; 
between the means divided by the 
tion of the differences. 
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so deeply entrenched in the character of the 
individual, The implications of the scores 
have already been discussed. 

Table 3 gives the significances between 
means for the Sentence Completion Test 
and the California Parent Attitude Survey. 
There is a trend toward significance for the 
Teacher Control Group B which was also 
noted for improved emotionality on the Min- 
nesota Scale. We have no way of knowing 
these 


what factors might have influenced 
changes. 
It could have been that 


changes in attitude toward children should 
result from workshop activities. Our find- 
ing es Peg Rie toward more 
liberalism for i Group A (par- 
ents) and significant changes toward a more 
permissive attitude on the part of both 
Teacher Experimental Groups (B and C). 
Only one Control Group of parents (D) 
shows a significant change toward liberalism. 
This might be explained by the examiner’s 
comment following administration of this 
test to the effect that several members of the 
apr ec arc ilat teitëat had gapide 

think.” It is interesting to conjecture 
whether administration of a parental attitude 
scale generates constructive soul-searching, 
more reading, and consequent change to a 
more permissive attitude toward children. In 
any event, the superiority of the experimen- 
tal groups over the controls is quite conclu- 
sive and suggests that the workshop activity 
might be responsible for the change. This 
is confirmed when the percentage of all ex- 
perimental groups showing “pre-post” dif- 
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ferences significant at the .10% level is com 
pared for significance with the percentage 
of all control groups showing similar differ- 
ences, disregarding tests and sub-tests. 
Fischer's “little z,” ° based upon 31% of 
experimental groups showing differences and 
12% of control groups doing likewise, gives 
a value of 1.58, significant at the 5.7% level 
of confidence.*® 

A similar analysis of changes in the Parent 
versus the Teacher groups indicates that the 
Parents showed greater over-all changes 
than did the Teachers. When the experi- 
mental group is compared with the control 
group, the Parents show greater over-all 
changes under experimental conditions than 
do the Teachers as compared with changes 
under control conditions. Whether this in- 
dicates that Parents have a deeper emotional 
investment in the child than do Teachers, 
and are consequently better motivated to- 
ward positive changes can be advanced only 
as an hypothesis. 

It is interesting to observe in Table 4 that 
while our groups do not approach what psy- 
chologists would regard as the “ideal” pat- 


2A criterion for testing the significance of the 
difference between 2 independent variances (in this 
instance proportioned specifically)—@ ™ 
statistical inference. 5 

10 Point of confidence for z (one-tailed test— 
based on the hypothesis that differences will eren 
a positive direction only, experimental greater 
control). It should be noted that all perce 
were corrected for continuity, which means gree 
point of significance is actually somewhat 
than it should be. 


TABLE 3 
Test FOR SIGNIFICANCE oF DIFFERENCE BETWEEN “Pre” Ann “Post” Means on THE SCT AN? uscs 
a bt pE 
Parent Teache: — Parent 
2 EmA deb ew C CoS eo 
u (1): ao AEREE 5.77 3.23 2.44 3.76 4:39 3.43 25 
(2). inete 4.46 3.04 3.77 4.52 3.21 4.00 7: 
toseereceeeeree rues 1.44 55 1.30 1.69 1.80 64 1.54 
Sig. ereda Ea N.S. N.S. N.S. N.S. .10 N.S. Si 
E oranes a Picci -— = a3 H >.10% = ior 
ig at A a : 
M(x) 4th oes 326.00 334.78 333.37 00 323:90 
-3 320.41 3 322. 
M (2). annA EAEN 317.08 326.52 320.00 ae ae 322.43 31309 
i oeratu ea aaan 1.79 2.66 2.41 ‘56 1.24 f eee 
Íg. soc seceeeeaees aE 02 0! N.S „S. N.S. S 
P raant AA N.S. N.S. Š = he Me 


x 
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] TABLE 4 a more liberal conception of parent-child re- 


Geeransox or USCS Torar Scare MEANS OF 
Exreamextat. AND CONTROL GROUPS WITH 
VALIDATING GROUPS 


Mean 
score M(1) M(2) 
"deal scores” of clinical 
psychologists (N-8)... 286.38 — - 
Problem parent group 
SLE skaastencancss 309.83 — — 
Now-probiem parent group 
rer 350.01 — — 
experimental group. — 331.38 321.20 
control group. .. — 325.01 321.67 
Both groups combined... — 327.74 321.48 


ent, they are significantly more permissive 
than either of the validating groups. 


SUMMARY AND CONCLUSIONS 


A further study on experimental evalua- 
tion of controlled mental hygiene workshops 
in school and community is reported. This 
Controlled study was made on mental health 
Workshop groups of teachers and parents 
and controlled by other groups of teachers 
and parents from the same and other com- 
münities. These studies were all made in 
Westchester County, New York State. Psy- 
chological test instruments were used before 
and after the mental health workshops for 

the experimental and control groups, 
all groups being tested simultaneously. The 
Scoring and statistical analysis of over 
Ee test items lead to the following con- 
ns: 


1. The experimental groups as a whole | 


wed more changes in a positive direction 
did the control groups. 
on There was a significant trend for par- 
in the experimental groups to show 
neal over-all changes than did the teachers 
compared with changes in the control 
groups, 
___ 3. In spite of the differences in content, 
“proach, and instructions to the experimen- 
` Sroups, there were no statistically sig- 
oe between changes pro- 
Rterchologist T by a psychiatrist and 
oc most striking positive changes 
a 3 tained on the Parental Survey Scale 
a the experimental groups, with 2 
ips showing a conclusive change toward 


lationships and 1 a trend toward change(6). 

5. Telling a control group that it is being 
used as a control seems to raise 
scores on the Minnesota. Whether this 
would hold in general or whether a com- 
munity factor is operating is uncertain. 

6. There were no changes in Morale for 
any of the groups, suggesting that the morale 
“climate” at the time of this experiment is 
better than it was at the time of previous 
experiment or that community differences 
were being reflected, 

7. One control group showed a significant 
change in parental attitudes. It is suggested 
that this might have resulted from the stimu- 
lus value of the Scale. > 

8. It is probable that the workshop is 
better suited for those who volunteer to 
participate rather than for an 
random population. ‘ 

g. It seems advisable to stress attitude 
evaluation in future studies rather than “ad- 
justment.” This might make it possible to 
administer a shorter test battery and to ac- 


Service Society, 
ance in organizing part of the program. 
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SOME HYPOTHESES CONCERNING THE ROLE OF SYMPATHOMI. 
METIC AMINES IN PSYCHIATRIC CONDITIONS! 


SOLOMON GARB, M. D.,2 NATHURAM M. TIWARI, M.D.: ano LORING F. CHAPMAN, Px.D. 
New York Crry 


Since the report of Cannon(1) there has 
been considerable interest in the role of the 
sympathetic nervous system in emotional re- 
actions, It was postulated that the sympa- 
thetic system geared the organism either for 
fight or flight. Recently Diethelm and his 
associates tested the blood of patients in 
various emotional states and tried to identify 
specific substances as factors in these states. 
Certain of their findings indicated that more 
than one substance is involved(2). In tests 
on the blood of patients with anxiety, an 
unknown adrenergic agent was found. 

Pharmacologic tests with this unknown sug- 
gested a resemblance to nor-epinephrine(3). 
There are, however, difficulties in accepting 
nor-epinephrine as the principal chemical fac- 
tor implicated in anxiety. Nor-epinephrine 
(Levophed, Arterenol) has been adminis- 
tered in large amounts to humans without 
any evidence that anxiety is produced. Moyer 
et al.(4) gave large amounts to normal sub- 
jects and to patients in severe shock. They 
state, “Side-effects to both subcutaneous and 
intravenous nor-epinephrine were minimal.” 
Clinical experience suggests that nor-epineph- 
Tine is not the most important sympa- 
thomimetic amine in anxiety. One report sug- 
gests, in fact, that it is more appropriate to 
the fight than to the flight reaction(8). 
Several years after Fleetwood’s report(3), 
Lockett (5) described a third amine normally 
present in small amounts in the adrenal 
glands of several species, including man. This 
third amine was indistinguishable from iso- 
propyl nor-epinephrine (Isuprel, isoprotere- 
nol) which had been synthesized earlier, 
Experiments in this laboratory(6) showed 


1 This investigation was supported in part by a 
research grant (H1o16(C)) from the National 
Heart Institute, Bethesda, Md. and in part by a 
grant from the New York Heart Association. 

2 From the Department of Pharmacology, Cornell 
University Medical College, 1300 York Ave., New 
York 21, N. Y. 

8 Recipient of a training grant of the International 
Cooperation Administration (U. S. Government) 
to the Medical College of Nagpur, India. 
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that although all 3 of the naturally occurring 
amines have similar qualitative actions on 
the heart, Isuprel * is far more potent than 
nor-epinephrine or epinephrine on the 
auricles of 4 mammalian species. In its ability 
to produce auricular tachycardia it ranged 
from 4 times the potency of nor-epinephrine 
in the guinea pig to 700,000 times the potency 
of nor-epinephrine in the rat. This unusual 
ability to produce auricular tachycardia, a 
common somatic feature of anxiety, led to 
the hypothesis that Isuprel may be a major 
chemical mediator in anxiety. This hypoth- 
esis was reinforced by observations made 
independently by one of us (L.C.) upon 
himself. In studying another aspect of 
Isuprel action, and without any thought at the 
time of the possible role of Isuprel in anxiety, 
he administered to himself, subcutaneously, 
increasing doses of Isuprel and recorded 
his reactions. This report will deal only with 
reactions related to anxiety. r 
When Isuprel in amounts between 10 
mg. and 10 mg. was injected eee 
ously, only local reactions at the in jection site 
were observed. With a dose of 10° Mg, 
there was a subjective feeling of ee 
alertness, increase in pulse rate, and slight 
fall in blood pressure, With a dose of 10 
mg. of Isuprel there were also es a 
vague uneasiness and concern. With a ‘a 
of 107 mg. a feeling state of aie a 
veloped within 2 minutes. The su ow 
wandered about the room aimlessly and D 4 
lessly. His face turned pale, his pom s 
and an eyelid tremor was seen. The g 
pressure fell, the pulse rose, auricular P ia 
mature contractions appeared, and there tia 
a heightened awareness of heart beat. ia 
cardiac symptoms followed the devet pra 
of the subjective feelings of anxiety. An ee 
perienced investigator present stated that 
appearance of the subject was frightening- ss 
These observations, supporting our origi 


y the 


* The Isuprel used was generously supplied b 
Winthrop Co. 
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ml hypothesis, led to further search for 
evidence of Isuprel action in man. A col- 
Jeague who is an experienced full-time in- 
yestigator had been taking various medica- 
tions for asthma. He was asked about his 
experiences with Isuprel. He stated that he 
had tried doses of 10 mg. sublingually.5 He 
found that there was some relief from the 
bronchospasm, but because of undesirable 
side-effects he had discontinued the drug. The 
side-effects were described as tachycardia, 
jitteriness, tension, tremor, and “anxiety.” 
He volunteered the information that for an 
equivalent amount of bronchodilatation, there 
was far more anxiety produced by Isuprel 
than by epinephrine. Because of this, he 
preferred to take epinephrine even though it 
required subcutaneous injection. 

A search of the literature revealed only 
One report of subjective symptoms produced 
by Isuprel. As part of a study of the effects 
of certain drugs on the biliary tract of man, 
Gaensler and McGowan(7) found, after in- 
jection of Isuprel, that in addition to tachy- 
cardia, “Subjective complaints of palpitation, 
throbbing sensations in the chest and neck, 
tremors and dizziness were often accompa- 
tied by alarming anxiety.” 
eal ian et al.(8) examined the urine of 
persons and psychiatric patients, 
ne the amounts of epinephrine and 
ine epinephrine present in each. They found 

teased excretion of nor-epinephrine in 
E ebote patients and increased ex- 
eo epinephrine in passive-fearful 
ration cs did not report on Isuprel concen- 
Pari ot it is unlikely that any presently 
n e chemical procedure would be suffi- 
Bind y Sensitive to measure Isuprel in blood 
ae This amine is so powerful that 
phri tations 1/100 as great as nor-epine- 

ne or epinephrine would have dramatic 


iy but would be too small for chemical 


detection. 

Be tithese findings suggest the following 

S esis concerning the relationship of the 
I antic amines to emotional states : 

a cn suprel, or a similar substance, may be 

O SIREN chemical mediator in anxiety. 


ey Ae 

Ous Da is given sublingually in relatively enorm- 
Cause at a because of its poor absorption. Be- 
Toute individual variations in absorption, this 


'S not ordinarily suitable for investigations. 
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Its presence in the circulation promotes the 
establishment of a pattern of activity that is 
commonly interpreted as the feeling state 
of anxiety. In addition, Isuprel produces a 
group of physiological changes (tachycardia, 
premature contractions, fall in blood pres- 
sure, cold hands, facial pallor) frequently 
present in the acute anxiety state. In the 
naturally occurring reactions to threat, how- 
ever, the response is rarely one of fight or 
flight alone. More frequently, the two occur 
together with one more dominant than the 
other. Thus, the blood pressure fall result- 
ing from Isuprel may be modified by the 
blood pressure rise resulting from other 
mechanisms such as reflex changes, epineph- 
rine, or nor-epinephrine, 

2. Another amine may be an important 
chemical mediator in aggression and hos- 
tility. Possibly it is nor-epinephrine(8) 
although our experiments shed no light on 
this. 

3. Epinephrine has certain actions in com- 
mon with both but in the balance may be a 
relatively weak mediator in anxiety. 

There has been increasing interest in the 
possibility that some chemical mediator may 
also be involved in various psychotic states. 
Much interest has centered around serotonin. 
On the other hand, there has been little at- 
tention given to the possibility that sympa- 
thomimetic amines may produce some of the 
important manifestations of psychotic be- 
havior. Many of the signs and symptoms 
of psychoses differ considerably from, the 
known effects of sympathomimetic amines. 
Depression is an example, However, some 
pharmacologic observations described below 
suggest that combinations of the amines may 
possess actions, differing from, and even op- 
posite to those shown by the individual 
amines. 3 

The experiments were raat on cn 

reparations from several s ard 
aaia k significance of the findings 
will be reported elsewhere. i 

The method used was that reported earlier 
(6). Many preparations were studied, with 
similar results in each. Nor-epinephrine alone 
in a concentration of 10* mg. cc, pro- 
duced a marked increase in the rate and force 
of the auricle. After the nor-epinephrine 
was washed out of the bath and the prepara- 
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tion returned to its control state, Isuprel was 
added to produce a concentration of 10° mg. 
per cc. and a similar increase in rate and 
force resulted. The Isuprel was then washed 
out and, after a suitable waiting period, a 
mixture of the two amines was added to 
produce final concentrations of nor-epineph- 
rine and Isuprel, each equal to that used 
with each amine separately. This mixture 
produced an immediate and sustained depres- 
sion of both rate and force. When additional 
nor-epinephrine or Isuprel was added with- 
out washing out the depressant mixture, 
there were only minimal increases in rate and 
force. However, when either of these amines 
was added after the depressant mixtures had 
been removed, it produced an increase in rate 
and force similar to that seen in the initial 
control tests. In order to be certain that the 
depression of function observed with the 
mixture was not simply the result of exces- 
sive dosage, all amines were washed out and 
then epinephrine added to produce a level of 
10° mg, per cc., Io times the earlier concen- 
tration, The result was a great increase in 
rate and force. Similarly, a tenfold increase 
in Isuprel concentration produced a great 
increase in rate and force. Thus it is clear 
that the depression of function seen after the 
mixture of nor-epinephrine and Isuprel is 
due to the mixture of the two amines, not 
simply to excessive total quantity of amines. 
Note that the mixtures used contain ap- 
proximately equipotent, but not equimolar, 
concentrations of the amines because of the 
greater potency of Isuprel, Thus, if Isuprel 
is 100 times more potent than nor-epinephrine 
in its cardiac effects in a particular species, 
an equipotent mixture contains 1 part of 
Isuprel to 100 parts of nor-epinephrine, Since 
the potency ratio of Isuprel to nor-epineph- 
rine varies according to species and type of 
tissue, the ratio of each amine in an equipo- 
tent mixture may vary. 

This series of observations suggests a 
hypothesis concerning the possible role of the 
sympathomimetic amines in depressed states. 
Based on the hypotheses stated above, that 
Isuprel or a similar substance may be an im- 
portant chemical mediator in anxiety, and 
that another sympathomimetic amine may be 
an important mediator in hostility and ag- 
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gression, we may add the hypothesis that a 
depressed state results when a patient experi- 
ences approximately equal quantities of hos- 
tility and anxiety, so that equipotent concen- 
trations of the other amine and Isuprel are 
liberated. 

The testing of these hypotheses can be 
done only in humans, and since we do not 
have the necessary facilities we hope that 
others to whom such facilities are available 
will be interested in testing them. Great cau- 
tion should be used in administration of the 
amines because of their potency and the wide 
variations in individual sensitivity. It would 
be hazardous to start with a total subcutane- 
ous dose of Isuprel greater than 10° mg. 
The dose may then be increased cautiously. 
Nor-epinephrine has been widely used clini- 
cally under the trade name “Levophed’ and 
the usual precautions, including constant 
blood pressure monitoring and the avoidance 
of subcutaneous or intramuscular injection, 
should be observed. Chemical tests of Isuprel 
in the blood and urine will probably not be 
sensitive enough to measure the small con- 
centrations of this amine which can produce 
such profound effects. However, the pos- 
sibility of bioassay with a sensitive prepara- 
tion cannot be ruled out. ; 

If our hypotheses are correct, Isuprel 1 
amounts ranging from 10° to 10 mg. woul 
produce marked anxiety in normal persons; 
another amine, or a combination would seh 
duce feelings of hostility or aggression a 
normal persons; and equipotent mixtures af 
the 2 amines would result in some pare 
depression. In psychotic patients wit a 
pressed features, however, the effects o A 
amines singly would be much less, since wis 
agents would already be present m the cir 
lation in abnormal amounts. 


SUMMARY 


r ted 
The following hypotheses are suggest 


concerning the possible roles of sympathom! 
metic amines in psychiatric conditions: 
t. Isuprel, or a similar substance, pa 
an important chemical mediator in an eph- 
2. Another amine, possibly DO Et 
rine, may be an important chemical me 
in aggression and hostility. 
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3. When a patient experiences approxi- 
mately equal quantities of hostility and anx- 
iety, equipotent concentrations of Isuprel and 
the other amine may be liberated, producing 
depression, by a mechanism similar to that 
whereby a mixture of 2 amines depresses the 
isolated mammalian auricle, although either 
amine alone has a stimulant action. 

An additional possibility suggested by con- 
tinuing studies in this field is that the depres- 
sion of rate and force observed with the 
mixture of amines is produced by an inter- 
mediate metabolite, formed within 1 or 2 
minutes. 
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CLINICAL NOTES 


DEPRESSION TREATED WITH CHLORPROMAZINE AND 
PROMETHAZINE 


JOSEPH A. BARSA, M.D., ann NATHAN S. KLINE, M.D.1 
Orancesure, N. Y. 


Reserpine and chlorpromazine have been 
singularly successful in the treatment of 
psychoses, especially schizophrenia. How- 
ever, the symptom of depression has often 
been very resistant to drug therapy. In our 
experience chlorpromazine has been more 
effective in depression than reserpine or 
combined reserpine-chlorpromazine. More- 
over, in a previous paper we reported that 
promethazine hydrochloride seemed to in- 
crease the therapeutic effectiveness of chlor- 
promazine, In this study we analyze the ef- 
fectiveness of chlorpromazine combined with 
promethazine * in the treatment of depres- 
sions. 

Forty female psychotic patients were se- 
lected in whom depression was a prominent 
symptom. Sixteen were diagnosed as schizo- 
phrenic, 7 were cases of manic-depressive 
psychosis, mixed type, 8 involutional psy- 
chosis, melancholia, 7 involutional psychosis, 
mixed type, 1 psychosis with cerebral arterio- 
sclerosis, and 1 senile psychosis, depressed 
type. Their ages ranged from 23 to 69, and 
the duration of their present hospitalization 
was from I to 14 years, Twenty-four pa- 
tients had previously received electroconvul- 
sive treatments with no lasting benefit, 

The dose of promethazine was 12.5 mg. 
orally twice a day. The dose of chlorproma- 
zine was individualized for each patient. It 
was found that if the chlorpromazine was 
allowed to retard the patient considerably, 
the depression would sometimes become ag- 
gravated, Therefore, the dose of chi 
mazine was kept as low as possible ; the dos- 
age ranged from 25 mg. to 100 mg. qi.d. 


1 Rockland State Hospital, Orangeburg, N. Y. 

2 The promethazine hydrochloride was supplied 
by Wyeth Laboratories under the name of Phener- 
gan. The chlorpromazine was supplied by Smith, 
Kline & French Laboratories under the name of 


Thorazine. 
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The patients were treated from 3 to 12 
months. 

The results of treatment with chlor- 
promazine and promethazine were as fol- 
lows: of the 16 schizophrenic patients in 
whom depression was a prominent symptom, 
5 were markedly improved, that is, were dis- 
charged from the hospital; 4 were e 
erately improved; 5 slightly improved; an 
2 were unimproved. Of the 7 manic-depres- 
sive patients 4 were markedly improved; 2 
moderately improved, and 1 slighty 
proved. Of the 8 patients suffering on 
involutional psychosis, melancholia, 2 wer 
markedly improved ; 3 moderately mea 1 
2 slightly improved, and 1 unimprori i a 
the 7 patients with involutional psychos 3 
mixed type, 3 were markedly improve i í 
moderately improved, and 2 slighty 
proved. The patient diagnosed as psy¢ oh 
with cerebral arteriosclerosis was modera ; J 
improved, and the patient with senile p 
chosis, depressed type was also modest | 
improved. Therefore, of the total of P 
pressed patients 14 (35%) were p pe 
improved and have been released ir Fo 
hospital; 13 (32.5%) were modes Aa 
proved; 10 (25%) were slightly er il 
and 3 (7.5%) were unimproved. O po 
markedly improved patients, 8 had pre shad 
received electroconvulsive treatments W1 
lasting benefit. ; y 

Although there were both agitated _ 
tarded depressions in this study, r fi: 
depressions seemed to respond | n 
treatment. All of the markedly mpe je 
patients were released from the hosp! ae 
a maintenance dose of chlorpromazine S hee 
25-50 mg. 3 or 4 times a day, the ae ot 
zine having been discontinued before pi 
tients left the hospital. ‘The released p3 sek 
were then checked monthly by our outp@ 
depar tment. tic 

In summary ; of the 40 depressed psycho 
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patients treated with chlorpromazine and 
promethazine, 3 5% were markedly improved 
and were released from the hospital. The 
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agitated depressions seemed to respond 
better to treatment than the retarded de- 
pressions. 


UNTOWARD REACTIONS TO TRANQUILIZING DRUGS 
DAVID W. WARDELL, M.D.: Exprivce, CALIF. 


In the course of treating some 250 men- 
tally retarded patients with tranquilizing 
drugs, we have had several untoward reac- 
tions which we believe are of sufficient im- 
portance to warrant immediate publication. 


A 15-year-old, generally healthy and active male, 
mentally deficient since encephalitis at 15 months of 
age, and functioning at idiot intelligence level, had 
been on reserpine 1.0 mgm. tid. for 3 weeks. He 
was being followed carefully by nursing personnel, 
with daily checks of pulse rate and general condition. 
On the day of his demise, after lunch (which he ate 
with good appetite) he evidently took a nap in the 
play yard, and when checked an hour or so later 
ett peonia was found to be dead, Autopsy 

ed interstitial pneumoniti 

er ie pneumonitis as the apparent 
is perean, vigorous and active male, mentally 
= aH because of a nonspecific malformation of 
fa iw possibly associated with genetic factors, 
tigen pteoaing at the lower moron level of intel- 
fen y was on reserpine 2.0 mgm. b.i.d. for over 
nih cause of an aggressive, impulsive, destruc- 
a ag? disorder, with gradual significant im- 
he ven ; On the day of death, while eating lunch, 
his eed aspirated a bolus of food, and despite 
pil n papang, and the efforts of nursing per- 
aan Gi a physician who was summoned directly, 
op. ay could not be re-established, and he died. 
e ealed diffuse and extensive pneumonitis 
ct Aaa that the patient had been seen by 
See can two hours earlier and had shown 

0 evidence of illness. 
30-year-old, white female, severely mentally re- 
poe, ict level of intelligence) because of non- 
gi malformation of the brain, and previously 
8 ouy good health although somewhat un- 
is ot ad been receiving reserpine 3.0 mgm, b.i.d, 

i ede and a smaller dosage for 6 weeks before. 
of food at the day of death, she took either a bite 
choke Ate t diet) or drink of fluid, and began to 
SpA 2 a on the part of nursing personnel to 
Repl oreign body or to clear the airway other- 
aid ke unsuccessful as was artificial respiration, 
Sp patient died. The psychiatric technician 
checked ab indicated that pulse was absent when 
tal tad about a minute after she started choking 
ess ore that the patient did not struggle for 

‘ould be expected, even from a severely re- 


Ch: 

Blane ief psychiatrist, Sonoma State Hospital, 

atry, Gri California; clinical instructor in psychi- 
» University of California School of Medicine, 


e Langley Porter Clinic. 


chitis surrounded by areas of bronchopneumonia, 
and the cause of death was listed as asphyxia due to 
laryngospasm due to aspiration of water. It should 
be noted that mentally deficient individuals do not 
choke on food any more frequently than do normal 
individuals, nor is such choking any more frequently 
followed by death than in normal individuals unless 
there are other associated defects such as cerebral 
oy which was not the case in these 2 patients 
above. 


In addition to these 3 cases in which death 
occurred, 4 others (2 on reserpine in doses 
of 1.0 mgm. daily and 3.0 mgm. b.i.d., and 
2 on chlorpromazine in doses of 200 mgm. 
tid, and 100 mgm. tid.) were found to 
have extensive bronchopneumonia without 
having shown the usual premonitory signs 
and symptoms. They were hospitalized, 
treated with penicillin and streptomycin, as 
well as oxygen in one case, and recovered. 
All 4 showed less subjective complaint than 
would be ed. On admission to the 
acute hospital with advanced pneumonias, 3 
of the patients were afebrile, and the fourth 
showed a temperature of ror.6° rectally. 
While all had shown some degree of previous 
sedation from the drugs, none was a 
patient or was excessively sedated prior to 
the onset of the pneumonia. j 

We are certainly unable to attribute the 
above deaths and illnesses, with any degree 
of certainty, directly to the tranquilizing 

nts ; however, these patients did not react 
to their illnesses in Pe as: would 
have expected, and the only new ta or pres- 
ent of eh we are aware in the clinical 
picture was the tranquilizing agent. Weraise 
the question of whether these agents may 
both subjective com- 
plaints of intercurrent infectious illness and 
the characteristic somatic responses such as 
temperature elevation. Further, the question 
can be raised whether these agents may have 
a specific effect on the respiratory process, 
conducive to the development of pneumonia 
and possibly diminishing the usual defensive 
alarm reaction to blocking of the airway. 


CASE REPORTS 


ACUTE CHLORPROMAZINE POISONING 
ARTHUR S. SAMUELS, M.D.,1 New ORLEANS, La. 


This paper reports a case of acute chlor- 
promazine poisoning and compares it with 
other cases in the literature. 


Case History—At 7:45 p.m. on June 6, 1956, 
an 18-year-old white female ingested between 50 
and 100 chlorpromazine tablets, 100 mg. each, in a 
suicide attempt. When gavaging was performed 25 
minutes later, despite the patient's violent resist- 
ance, orange particles were aspirated with a large 
amount of water and gastric juice. The patient 
went to sleep two hours after ingestion of the drug. 

Vital signs remained unchanged throughout the 
night, with blood pressure 110/80, pulse 92, and 
respiration 24. The patient did not awaken when 
blood pressure was taken during the third and 
fourth hours,? but she could be aroused easily by 
more vigorous stimuli. Several hours later she 
voided in bed and mumbled incoherently when her 
linens were changed. By the twelfth hour there 
was a complete absence of deep reflexes and plantar 
responses, The patient moved her head away from 
deep pressure in the supra-orbital notch but made 
no other motor or verbal responses, Pupils were 
pinpoint. Blood pressure remained the same, but 
pulse rose to rro and respiration became shallow 
and increased in rate to 32. Rectal temperature 
was 99.8°. 

At the fifteenth hour the patient had a convulsion 
lasting 20 to 30 seconds, accompanied by a bowel 
movement. Blood pressure rose to 120/70 and pulse 
to 120, returning to the preconvulsion levels within 
15 minutes. Neurological examination 15 minutes 
after the convulsion revealed no change. At the 
sixteenth hour there was a second convulsion last- 
ing 20 seconds, followed by a third 95 minutes 
later. This last convulsion, the only one witnessed 
in its entirety by the attending physician, was ini- 
tiated by a tonic stage with hypertension of the 
extremities, followed by generalized clonic move- 
ments of the extremities, the entire seizure lasting 
30 seconds. Physical examination revealed no 
change except for a transitory rise in blood pres- 
sure and pulse as before, 

Respiration remained shallow at 32 per minute, 
and the pulse rate advanced from 100 to 110 per 

minute from the twelfth to twenty-fourth hours, 
There was a rise in rectal temperature to 101°, By 
the twentieth hour the patient responded to pin 
—.] 

1From the department of psychiatry and neu- 
rology, Tulane University School of Medicine, and 
the Charity Hospital of Louisiana, New Orleans, 
La. 

2 Hours refer to the time elapsed since the drug 

was ingested. 
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prick stimuli by mumbling incoherently, but tendon 
reflexes remained absent. At the twenty-second 
hour she responded to shaking by awakening par- 
tially for about a minute, giving her name and 
address in a slurred voice when questioned, She 
then moaned loudly, said she was unable to talk, 
and lost consciousness again. Difficulty with con- 
jugate gaze and skew deviation of the eyes were 
noted. Physical examination 24 hours following 
ingestion of the drug showed bilateral positive 
Babinski and slight triceps response on the right 
side, with all other reflexes absent. There were 
coarse rales in the right lower lung field. During 
the twenty-sixth hour the patient responded to 
questioning and was well oriented as to time, per 
son, and place, but it required constant stimulation 
to keep her from going back to sleep. There was 
a fine tremor of the mouth and fingers, and she 
required assistance in opening her eyes. 

From the twenty-fourth to forty-eighth hour i 
patient could be awakened easily by painful er i 
and would stay awake for periods which gradu y 
increased from 5 to 30 minutes. Temperat 
piration and pulse remained at the elevated pe 
reached at the end of the first day until about 
thirty-sixth hour, when they gradually began tly 
decline. The patient was able to take food = 
for the first time during the forty-fourth hour. a 
reflexes were present at that time, but were a T 
high threshold. They were equal bilaterally. ait 
rales remained in the lower lobe of the right Ae 
Speech remained slightly slurred, and the ne 
complained of blurred vision. Blood abe ote 
110/64, temperature 98°, and respiration 24, a 
end of the second day. toe 

By the fifty-sixth hour the patient was bape = 
matic, aside from a slight feeling of ee 
Speech was unimpaired and vision was 10 poe 
blurred, The tremors had disappeared. Re! 
were normally active and equal bilaterally. 


; re 
The course of events detailed above # 
summarized in Table 1. 


Special Studies—An electrocardiogram ber 
during the thirty-sixth hour revealed auricu ae s 
ventricular rates of 115, PR interval of .12 findings 
and QRS interval of .o8 seconds. Bho 3 days 
were unchanged when the test was repeate D 10; 
later, except for a decrease in pulse rate onds. 
and an increase of the PR interval to 738, BUN: 

Blood studies, which included CBC, FBS, Bi 
CL, serum protein, AG ratio, alkaline phog S 
thymol turbidity, and cephalin foori A 
performed on June 8, r1, and 15. The bar phos- 
of possible significance was a rise of alkali 
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TABLE 1 
Summary or CASE 


Signs and symptoms 

25 minutes. . Struggles against gavaging 

... Sleep 

.. Voids in bed; semicomatose 

Coma; reflexes absent, increased pulse 

and respiration 

15 seso e e Convulsion 

« „Convulsion 

..Tonic and clonic convulsion 

First response to painful stimuli 

Semicomatose 

.. Reflexes begin to return 

......Awakens to stimuli; blurred vision, 
slurred speech, tremors; reflexes 
sluggish 

40 .........Reflexes active; asymptomatic except 

for mild sleepiness 


Hours following 
ingestion 


Phatase from 5.7 on June 8 to 7.7 on June 11, re- 
turning to 5.6 by June 15. This may represent 
transient liver damage. There was also a mild 
leucocytosis and shift to the left, which had re- 
turned to normal 4 days later. 

An EEG taken a half-hour following the first 
convulsion revealed repeated paroxysms of spike 
and slow waves with a duration of 1-2 seconds on 
a background pattern usually seen during the tran- 
sition from drowsiness to light sleep. This patient 
had no history of previous seizures. However, a 
routine EEG performed a month earlier revealed 
anterior temporal and middle temporal random 
spikes bilaterally. This may have indicated a pre- 

sition to seizures. 

a eA the time of gavaging 1 cc. of 
ie e and sodium benzoate and 5 mg. of benze- 
; were administered intramuscularly. Another 
then of benzedrine was given 4 hours later. 
ees ives were used. When the patient became 
tose the continuous administration of a 5% 
ag te water intravenous solution was begun 
a th rip; an indwelling catheter was inserted 
Aw intake and output carefully measured. 
frst d ein, 250 mg. q.id., was begun during the 

lay of treatment and continued for 5 days. 
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Other Reports.—A survey of the literature 
produced only 4 reports of similar cases; 
the report of a fifth case was unobtain- 
able(1). The principal findings in these re- 
ports are summarized and compared with 
our case in Table 2. All cases were charac- 
terized by comatose states similar to the one 
described above, with onset as early as one- 
half hour after ingestion of the drug. In all 
cases coma was accompanied by muscular 
hypotonia and markedly diminished or ab- 
sent reflexes. Two cases reported marked 
drops in blood pressure to the level of shock, 
one returning to normal level spontaneously, 
the other with the use of noradrenalin. In 
the first case, which reports chlorpromazine 
poisoning in a child, the patient lapsed in 
and out of a comatose state several times, 
with a phase characterized by twitching of 
hands, feet, and face occurring between two 
depressive stages. In 2 cases besides our 
own, shallow respiration occurred. Two in- 


stances of hypothermia are reported. 


SUMMARY 


The signs and symptoms of acute poison- 
ing with chlorpromazine are similar to those 
reported for the antihistamines, to which it 
is chemically related. Poisoning is character- 
ized most prominantly by central nervous 
system depression. In some cases there 1s 
also a phase of central nervous system stimu- 
lation with convulsions. Other prominent 
signs and symptoms may include marked 
hypotension to shock-like levels, tachycardia, 
tachypnea, hypothermia, diminished or ab- 
sent reflexes, hypotonia, pinpoint pupils, 


TABLE 2 
Comparison WITH OTHER CASES 

A A Deae T NE 

mount of coma Hypothermia upi: 

i H: H Reflexes yp apse 
2t-month-old chi ae z ge ae Absent None Pinpoint 
Adult(6)* . 750 mg. i2 00/55 Absent 096.F Boers 
RRO Eas 22.4 mg/kg 5 Marked Absent None | 

OA... T000 te ft 24 None Absent Transient 
(+30 mg. 

phenobar- 

This report ........... sm 000 24 None Absent None Pinpoint 
mg. 


“ 
Bibliographical reference. 
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CASE REPORTS 
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(ee ee 


stomatitis, blurred vision, and slurred speech, 
No permanent sequelae have been reported. 

Treatment is primarily symptomatic. Be- 
cause of the possibility of convulsions and 
postictal depression, the use of stimulant 
drugs is not recommended(2). Noradrena- 
lin may be effectively used to counteract 
hypotension. Constant vigilance should be 
maintained to guard against respiratory fail- 
ure, with artificial respiration the treatment 
of choice if failure should take place. A 
broad-spectrum antibiotic may be used to 
prevent secondary infection and intravenous 
fluids administered to maintain fluid balance, 
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HISTORICAL NOTES 


THE EARLY HISTORIANS OF PSYCHIATRY 
ERNEST HARMS, Pu.D.,1 New Yorx Ciry 


In 1955 German psychiatry with great em- 
phasis celebrated the fiftieth anniversary of 
the death of B. Heinrich Laehr, who, during 
his 85-year lifetime, contributed considerably 
to the development of institutional methods 
in middle Europe. As early as 1850 Laehr 
had started a private mental institution, 
where, with characteristic definiteness and 
intensity, he began his experiments. Many 
later developments were based on his pro- 
gressive institutional method. While Laehr 
is known mostly for this work, he made an 
equal and perhaps even greater contribution 
which has been almost entirely forgotten. 
In 1895, ten years before his death, Lachr 
Shea a large volume, Die Literatur der 

sychiatrie, Neurologie und Psychologie im 
18. Jahrhundert, a 2,000-page, 3-volume 
pek covering the period from 1459 to 1799, 
nee 16,000 works by 8,500 authors. Sum- 
mE all the most important material, this 

iography is, up to now, the most im- 
mont contribution extant to the history 
T The reason it has been com- 
tio cs overlooked or ignored is a hard ques- 
feu H the historian to answer. Psychiatry 
Te ig had a markedly contradictory de- 
* GH. ui anyone wishing to comprehend 
a i istorically or genetically must cope 
ee different viewpoints of various 
ally Ae pp enough, these are unusu- 
Oar sett in this field dealing with 
Ben ind ental ills. A just acknowledg- 
a d evaluation of a man like Laehr 
Reais vig ti only through objectively 
e A e early historical writings about 

Until ry in the way I shall attempt here. 
A i the seventeenth century most medi- 
oon other scientific authors used to refer 
oe Fi authors or mythological and reli- 
rat ocuments for their proof. These quo- 
rae Paty a main source for antique and 
ee Leas on mental ailments and their cure. 


“3 Edito r of 
3 The Nerv ; r 
Street, New York 19, N.Y. chid, Pe 


These documents are not completely valid as 
source material, however, because of much 
misquotation and, still more false interpreta- 
tion. In searching through early medical lit- 
erature one finds no trace of real psychiatric 
historical information before 1800. The earli- 
est even limited historical summaries are 
given by the ingenious Kurt Sprengel in his 
Versuch einer pragmatischen Geschichte der 
Arseneikunde (Attempt at a Pragmatic His- 
tory of Medicine), published between 1801 
and 1803. Here we find a few pages on 
neurology and the physiological aspects of 
psychiatry. 

The first real history of psychiatry, how- 
ever, is actually almost completely unknown, 
although its author, J. Ch. A. Heinroth, is 
considered not only one of the foremost early 
psychiatrists, but also one of the greatest 
humanists of all times. He ranks with Wil- 
helm von Humbolt in having written basic 
works in almost every field of the humani- 
ties, in addition to his famous 2-volume 
psychiatric work, published in 1818, Lehr- 
buch der Stoerungen des Seelenlebens oder 
der Seelenstoerungen und ihrer Behandlung 
dpunkt aus betrachtet 
Disturbances of the 
Psyche). Actually, this is the first large sur- 
ychiatric achievements. 
imes is followed by the 


ing to the Writings of the Great Physicians 
of the Ancient World,” including a detailed 
presentation of the Hippocratic writings. 
The next chapter treats the intermediary 
period between old and new, while the last 
division is devoted to modern times, and re- 

rts the various “national schools,” as the 
author terms them. In his basic viewpoint 
Heinroth was the first symptomatologist 1n 
psychiatry ; this is, of course, applied to the 
way he reports psychiatric history. He em- 
phasizes that he does not believe psycho- 
pathology can be explained physiologically, 
as through autopsy- Heinroth therefore saw 
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many early authors as mistaken, as a result 
of their searching the liver for causes of 
melancholia, instead of studying the actual 
psychological symptoms of the disease. He 
emphasizes that accordingly, psychiatry up 
to his own time had not developed clear 
somatic pictures or systematizations of the 
various forms of psychopathology. Studying 
psychiatric history was for him a search for 
symptoms. In an incomparably brilliant way 
Heinroth analyzed, for example, the Hippo- 
cratic writings, by dividing his presentation 
into (1) symptoms of the developing mental 
sickness; (2) symptoms of the sickness proc- 
ess; and (3) symptoms of cure. The further 
contents of his two volumes are based on this 
historical presentation; he repeatedly refers 
to material from those writers he considers 
his scientific ancestors. 

In 1830, 12 years after Heinroth’s text- 
book appeared, a book was published which 
is today still acknowledged to be the first 
real history of psychiatry. This book not 
only overshadowed the entire nineteenth cen- 
tury, but was considered so valid in even this 
century that major portions were translated 
by Smith Ely Jelliffe and published in a set 
of papers. The author was J. B. Friedreich A 
the title of his work: Versuch einer Liter- 
aergeschichte der Pathologie und Therapie 
der psychischen Krankheiten (Attempt at a 
History of the Literature of Pathology and 
Therapy of Psychic Illnesses). If one ex- 
amines this book with Heinroth’s history in 
mind, one makes the astonishing discovery 
that Friedreich’s book is more or less a re- 
vised edition of Heinroth, Not only does 
Friedreich use the same structure and, in 
parts, the same contents, he also quotes Hein- 
roth constantly—but only in order to reject 
and contradict the earlier writer. At a rough 
estimate the later volume is about one-third 
longer, but perhaps this is because of the 

rather small print in Heinroth’s book. Ad- 
ditions in Friedreich’s volume are mainly 
detailed résumés of fifteenth, sixteenth, and 
seventeenth century writers, in whose views 
Heinroth was less interested. Heinroth had 
called his a “history from the rational view- 
point,” and, a pupil of Fichte, Hegel and 
Schelling, was strongly under the influence 
of the objective idealism of his time. He was 
head of the psychiatric department of his uni- 


versity but at the same time was a member 
of the philosophical and theological depart- 
ments, and in addition to medicine taught 
anthropology, biology, philosophy and crimi- 
nology. Heinroth was as much a medical 
man as he was a brilliant thinker and writer, 
Friedreich, on the other hand, wanted to be 
a member of the vanguard in natural science. 
Undoubtedly he started out brilliantly—at 
the age of 24 he taught on the medical faculty 
of Wuerzburg—but because he was seem- 
ingly a disagreeable radical and fanatic, after 
not more than Io years he was demoted and 
given the job of court physician in a small 
Bavarian town. He made a short academic 
comeback at the secondary Bavarian uni- 
versity of Erlangen, but soon retired to de- 
vote himself to psychiatric writing, where 
his role was undisputed. 

Six years after the large historical text 
had appeared (1836), Friedreich published 
another historical study. In this he openly 
targeted Heinroth as the major representa- 
tive of the psychological school of psychiatry 
to which belong leading nineteenth-century 
workers like Carus, Reil and Neuman. 
Friedreich’s book, Historische-kritische Dar- 
stellung der Theorien ueber das Wesen un 
den Sits der psychischen Krankheiten (His- 
torical Critical Presentation of the Theory 
and the Location of the Psychic Diseases), 
is a lengthy and rather ironical presentation 
of psychological psychiatry. He calls pea 
roth’s concepts “a psychiatric comedy © af 
devil,” which he “hopes will be the ict 
its kind.” Friedreich tries to establish w r: 
he calls the “Somatical Theory of PY 
chiatry,” which he formulates: “All psyc i 
diseases are the result of somatic abenia 
ties; only the body can become sick, en A 
the psyche as such.” In other words, T 
reich is the first prominent representatt i- 
“psychology without a psyche alonga ica 
cal lines, and started the neurophysio ci e 
psychiatry which led the field for the ae 
ing 75 years. Friedreich had leanet ger- 
accepted from Heinroth the view ie wes 
ential and systematic consideration. t o 
indeed fortunate in standing at the s “those 
neurophysiological psychiatry, for his own 
theories which he elaborated later in ™ 
Textbook of Pathology had been pres 
some decades later, neurophysiolog. 
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developed during the second half of the cen- 
tury would have considered him more 
“mystical” than anything Heinroth had rep- 
resented. Friedreich was an excellent ab- 
stracter and summarizer who, if he so de- 
sired, was able to present most objectively 
any other writer’s work. When it came, 
however, to presenting theories which he re- 
jected, he deviated considerably from the 
path of objectivity. 

It is hard to say whether it was a result 
of the popularity of the Friedreich book or 
of the antihistorical tendencies of the new 
physiological psychiatry which developed in 
the mid-nineteenth century that no new ex- 
tensive textbook on the history of psychiatry 
appeared for almost 50 years. If we examine 
leading works on the general history of medi- 
cine, like those of Emile Isensee (1845), 
Heinrich Haeser (1875), or August Hirsch 
(1893) or actual textbooks of psychiatry 
like those of Feuchtersleben (1845), Flem- 
ming (1859) or Schuele (1878), we find 
each depending on Friedreich as their major 
source. 

„The first notable history of psychiatry de- 
viating from this pattern comes from a Bel- 
gian with a German name, F, Lentz: His- 
TA Progress de la Medicine Mentale 
puis le Commencement du rgieme siecle 
Jusqwa nos Jours” (History of the Progress 
of Mental Medicine since the Start of the 
Nineteenth Century until Our Own Days), 
published in Paris in 1876. This book sums 
a pe two tendencies which had in previous 
ie n developed along historical lines. Al- 
te a any interest in earlier centuries’ psy- 
a ‘i gral views was killed by the new 
had E ysiological tendencies, alienists still 
ares treat their patients (especially, too, 
ee were springing up by the 
ae These workers had a certain inter- 
‘Gia nowing about earlier attempts at in- 
he enal and personal treatment, and quite 
am ber of books appeared which reported 
ag treatments and institutional care. The 
rain ae of these studies came in 1851 
aa; einrich Neuman : Ueber die oeffent- 
(On Meet sa im 18 & 19 Jahrhundert 
the Ae Public Care of the Insane during 

Eighteenth and Nineteenth Centuries). 
as book was widely used, even though its 

hor belonged to the disregarded psycho- 
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logic school. The earliest of these studies 
came from a Frenchman, Ch. Laseque: 
Etudes Historiques sur L’Alination Mentale 
(1845). The crowning work was Theod. 
Kirchhoff’s Grundriss einer Geschichte der 
deutschen Irrenpflege (Outline of a History 
of the Care of the Insane in Germany). It 
must be pointed out that the English-speak- 
ing world also appeared to take considerable 
interest in this same aspect. Much material 
on alienation was contained in the famous 
memoirs of John Conolly which appeared in 
London in 1869. Some historical studies on 
mental illness also came to the fore during 
the last century in the framework of growing 
historical interest in the antique world, which 
was especially strong in France. Here we 
may note one of the more prominent: Seme- 
laigne’s Etudes Historiques sur L Alienation 
Mental dans L’Antiquite (Historical Studies 
on the Institutional Care of the Insane in 
Ancient Times), published in 1870. Both 
these new interests had given Lentz enough 
material for an entirely new perspective on 
the history of psychiatry. He attempted to 
see these radical changes in a light consid- 
erably more objective than Friedreich’s. 

By 1885 B. Heinrich Laehr had already 
advanced a completely different historical as- 
pect of his field of psychiatry. In that year 
he published a rather strange book entitled, 
Gedenktage der Psychiatrie (Memorable 
Dates in the History of Psychiatry), which 
covered the time from 1655-1883. Here he 
reported, year by year, dates from the lives 
and work of professionals, as well as special 
cases and institutional and legal events. For 
the first time a pragmatic chronology was ad- 
vanced. Laehr must have been already con- 
siderably far into his bibliography of psy- 
chiatry when he published his Gedenktage, 
for both are undertaken in the same spirit. 
The bibliography is also as uneven and in 
many ways as uncritical a work as the Ge- 
denktage. This is especially true for works 
listed for the first 150 years. Writings on 
witchcraft, theology and herbatology are 
mixed in with subject matter which later be- 
came important. In the coverage of the later 
period we find that material which originated 
in the above-mentioned psychological school 
is left out, because these concepts were not 


acceptable to Laehr’s own theoretical point 


of view. The added abstracts were made, it 
seems, without any specific methodological 
principle ; they are partly tables of contents, 
or emphasize some part of the contents which 
interested Laehr. They have, therefore, 
sometimes only a secondary value. In spite 
of all we may wish to say against Laehr’s 
bibliography, however, it remains the most 
important source book for the period in the 


ON THE HURRY OF THIS TIME 

With slower pen men used to write, 
Of old, when “letters” were “polite”; 

In Anna’s, or in George’s days, 

They could afford to turn a phrase 
Or trim a straggling theme aright. 
They knew not steam; electric light 
Not yet had dazed their calmer sight; 

They meted out both blame and praise 

With slower pen. 

Too swiftly now the Hours take flight | 
What's read at noon is dead at night 
space have we for Art's delays, 


breathless thought brief, ; 
We may not work—ah | would i: mays 
With slower pen. 


Scant 
Whose 


history of psychiatry which it covers. 
of those who, after the start of the tw 
century, increasingly interested themsel 
the genetic growth of psychiatric work 
so far as we can see, taken much ad 
of the Laehr bibliography. The clearest 
dence of this was its being forgotten in 
memorial which the leading German peri 
cal Der Nervenarzt devoted to B. H. 


—Austin Donson, 
1oth Century 


CORRESPONDENCE 


ADMINISTRATION OF SUCCINYLCHOLINE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Str: I read with great interest the article 
by David J. Impastato entitled “The Safer 
Administration of Succinylcholine Without 
Barbiturates—A New Technique” in the 
November 1956 issue of the Journal. 

Dr. Angelo J. Emma and I have been using 
a modification of the above technique in over 
2,000 treatments. I would like to mention 
the modification because I believe it makes 
the EST procedure much safer. 

Atropine 1/75 mg. is given intravenously. 
A 22-gauge needle is used to facilitate the 
rapid injection of anectine which follows 
later. The syringe which contained the atro- 
pine is removed from the needle and another 
sytinge containing 5 mg. to 20 mg. succinyl- 
choline is connected to this needle and in- 
jected as rapidly as possible. Ten to 13 
Seconds after completion of the injection of 
anectine, a subthreshold electric stimulus to 
produce a petit mal reaction is administered. 

For this stimulation it is important that an 


electroshock machine (AC current) with 
built-in adjustable voltage and automatic tim- 
ing be used. We recommend that the sub- 
threshold stimulus be 100 volts and .1 sec- 
onds. Some electroshock machines (AC cur- 
rent) are adjustable for only low, medium, 
and high; the “low” being equal approxi- 
mately to 125 volts. When such a machine is 
used for subthreshold stimulation, a grand 
mal response may be achieved often before 
anectine has reached its maximum effect of 
muscular relation, thus increasing the pos- 
sibility of skeletal complications. 

Twenty to 25 seconds after the first stimu- 
lation, a second electric stimulus is adminis- 
tered. A grand mal seizure is obtained with 
120 volts and .4 seconds. With this method 
we obtained a very soft grand mal reaction 
which is hardly noticeable, and can be de- 
tected often only by observing the face for 
the rhythmic contractions of the eyelids. 

Witam KarLINER, M. D., 
Scarsdale, N. Y. 


AS TO WAR— 


_ When Adler was on special war duty in Cracow, a Polish J 
side, and became one of his patients. “How long were you in 
asked him. “I joined up three days before I gave myself up ri 
replied, Adler looked surprised. “I was also in the Russian-Japanese war, 
tinued, “that time I was made prisoner after two 
Adler ‘demanded, “I should like to see the war I would take 
days,” replied his patient. In repeating this story, 
only all soldiers had the same good sense!” 


‘ew deserted to the Austrian 
the Polish Army?” Adler 
days!” “But how did you manage that?” 
‘Adler said with a smile and a sigh, “If 


—Puyiiis BorroMe, 
Life of Alfred Adler 
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The Council of The American Psychiatric 
Association took an important step forward 
when it authorized the formation of an ad 
hoc committee in liaison with the American 
Academy of General Practice. It was a step 
which is bound to have far-reaching conse- 
quences. The first meeting of this committee, 
under the direction of Dr. Robert A. Mat- 
thews for the A.P.A. and Dr. Andrew S. 
Tomb for the Academy, took place during 
the time of our fall meetings and at once 
there came into sharp focus the urgent need 
for closer cooperation between these two 
parent organizations. 

The fact that the family doctor plays an 
exceedingly important role in the emotional 
problems of the family and the community 
has long been known. Actually, at times 
he has been characterized as the first line of 
defense against mental illness. Sporadic 
efforts of an educational nature have been 
made to bring psychiatrists and practitioners 
together at various times with some notice- 
able success, but the time heretofore has not 
been ripe for the development of a sustained 
program. This time, and under the aegis of 
this present group, one gets the impression 
that the omens and portents are right and a 
workable relationship will be evolved. Our 
representatives are now working with a 
closely knit group which represents the grass 
roots of the practice of medicine, 

The committee considered at length all the 

various problems that one would expect to 
come before them. They discussed the need 
for a team relationship between generalist 
and psychiatrist and generalist and private 
and state institutions. They saw also that as 
a by-product of this working relationship the 
psychiatrist would necessarily come into 
proper focus in the eyes of family doctor and 
public alike. Hope was also expressed in the 
discussion that a closer working relationship 
between these two medical disciplines would 
aid in the development of effective mental 
health programs in their broadest aspects. 


As might be expected, many of the prob- 
lems which the committee discussed have 
been examined before, but there was an air 
of enthusiasm, cooperation and timeliness 
about these deliberations which augurs well 
for the future. They were particularly im- 
pressed with the need for taking steps to in- 
struct medical students and interns in the 
type of psychiatry they will need in general 
practice. They spoke of preceptorships and 
mental health fellowships for generalists and 
noted that the military services had done well 
in the war with their 3-month preparatory 
courses, They rightly noted that these have 
not led to the spawning of a group of quasi- 
psychiatrists, but rather they attracted some 
men into the field. : 

The thought of generalists working part 
time in mental health clinics and even in 
hospitals, under proper direction, yer 
the group and they emphasized again the 
need for an exchange of ideas about drugs 
and other agents in the light of the plethora 
of ataraxics which appear regularly. 

There were various other discussions 
recommendations, but these give an idea i 
the directions in which the committee is mov 
ing. They have cast about to secure fun: ce 
future meetings, allotted tasks among t 
selves, suggested they be made a eee” 
group, and in general reacted in ce i 
the importance of the project they hav 
dertaken, 

Among the things which have ket 
apart from the practitioners, I feel, ete j 
the attitude of some of our emine ily 
carrying the light into dark places. and $0 
doctors have resented that attitude set 
would we. All such condescension, PP ups 
or real, will disappear once these == ap 
move further along. It may be that ningo 
pointment of this group was the be 0 
one of our most important contribu 
psychiatry. ý 

: Francis J. BracktAND, M.D 
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COMMENT 


THE KINSEY RESEARCHES 


The death of Alfred C. Kinsey has cut 
short the career and work of an eminent 
investigator in the field of sex behavior. 
His death is a great loss to scientific ac- 
complishment, and a great personal loss to 
his many friends and admirers. At the same 
time it is heartening to know that, with Paul 
Gebhard as executive director, Wardell 
Pomeroy as director of field research, and 
with the other associates, drawn from the 
field of the social sciences, the research will 
continue along lines already laid out. 

It is especially disappointing that Kinsey 
could not help to complete the three studies 
that are being prepared for publication in 
the next few years. Foremost among these 
are two books on sex and the law. One 
book will review state laws regarding sex 
behavior and sex offenses and problems of 
their enforcement. The Kinsey group re- 
cently suffered a loss in the death of Doug- 
las Short, a San Francisco, California, law- 
yer, who had worked extensively on this 
report. The other study will describe police, 
court, and prison handling of sex offenders, 
and is based on several thousand case his- 
tories of convicted sex offenders. Kinsey 
himself interviewed a great many of these 
offenders in California prisons. 

One other study intended for early publi- 
cation is of especial interest to physicians. 
This study shows that the large proportion 
of illegal abortions are performed on mar- 
ried women as a method of limiting the 
number of children. 

r ese are but three of some 20 topics of 
€x problems on which material is being 
collected, 

: To many psychiatrists Kinsey was a con- 
Toversial figure. Some of those who were 
rig enthusiastic about his first volume 
ic against him and strongly criticized 
E ater work. Regardless of one’s estima- 
‘on of his work, I think that there is gen- 
ras agreement that Kinsey was a dedicated 
oa who believed that the forbidden subject 

Sex must be brought out into the open 


where it can be freely discussed. So strongly 
did Kinsey believe in his work that at times 
he supplemented the finances of his group 
from his own pocket. All money received 
from royalties went into the research funds, 
and neither he nor any member of his group 
personally made a cent of profit from writ- 
ings, lectures, or other activities. Kinsey 
and his group never let popular interest or 
acclaim interfere with the grinding work of 
scientific investigation. 

In the beginning, the Rockefeller Founda- 
tion largely supported Kinsey. A congres- 
sional investigation, carried out in a farcical 
way, issued a one-sided report of the great 
foundations of this country, without giving 
them a chance for reply. Kinsey and his 
work were bitterly criticized. The founda- 
tions must have realized the threat held over 
them by Congress if they gave funds to such 
controversial subjects as Kinsey's study of 
sex. For the past few years, The National 
Research Council reduced its grant but still 
gave a small one, to assert its general ap- 
proval of the Kinsey work, without nec- 
essarily commending all the methods or 
findings. Ae 

The 4 main criticisms of Kinsey’s york 
and the answers I would make are as tol- 
lows: (1) His material represents not a 
random sample of the population but is 
highly selected group; therefore, his ait 2 
do not apply to mankind generally. (2) a 
technique of collecting information Prora 
getting the right answers; particu ay 
among the psychoanalytic group do n n 
these criticisms coming forth. (3) ma 
did not even try to get some material a Ai 
sex information that in the minds of a oi 
his critics is most important toa wal un a 
standing of sex. (4) His statistical ma 
rial was not done properly. 

One may answer ye F 
i ointing out that: : 
in part by P RRE frankly admitted 
the lack of a random kei Se as 
tion. It must be obvious ; 
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inexperienced that a random sample from 
the population is impossible to obtain. A 
number of persons will refuse to submit to 
questioning, and immediately a special proc- 
ess of selection begins. 

It is often claimed that all those who gave 
their history to Kinsey were volunteers; by 
inference, that these were abnormal persons 
and were thoroughly unreliable. Actually, 
many informants were not volunteers in the 
ordinary sense of the word. Kinsey often 
arranged to talk to groups in return for an 
agreement that the entire group would sub- 
mit to the questionnaire. Undoubtedly, many 
persons who would not have volunteered 
were included in such a series. Numerous 
workers went to Bloomington, Indiana, to 
observe and study Kinsey’s methods and 
were told that the best way to understand 
the technique was to submit themselves to 

the interview. 

It is easy to attack the accuracy of an- 
swers to questions. There is no way to be 
absolutely certain that any material a sub- 
ject gives you is true. The field of psycho- 
analysis has given us a most interesting ex- 
ample of this sort, For many years Freud 
insisted on the importance of infantile sexual 
traumas and believed his patients’ stories 
about seductions in early childhood. Finally 
he came to realize that many or most of 
them were nothing but fantasies on the part 
of the patients, 

Kinsey used a technique somewhat similar 
to the Minnesota Multiphasic Personality 
Inventory as some check on the reliability of 
his informant. He also, when possible, in- 
terviewed the informant’s spouse as an ad- 
ditional check ; and interviewed some inform- 
ants a second time after a considerable 
interval, to check one report against the 

other, 

Kinsey selected certain material which he 
thought could be quantified by statistical 
analysis. He was recording sex at pri- 
marily a behavioristic level. He deliberately 

left out much relevant material about sex 
behavior and sex feelings because he felt it 
could not be measured statistically. Any 
one, of course, has the right to say what he 
thinks is important in studying sex, but like- 
wise an investigator has the right, in mak- 
ing a study, to limit himself to certain fac- 


tors provided they are openly and clearly 
stated. 

Any detailed discussion of statistics would 
have to be highly technical and beyond the 
scope of the average psychiatrist. Kinsey 
told me, however, that in the new book on 
abortions, a special chapter on the statistical 
handling of the material was written by a 
man acknowledged as a very competent stat- 
istician; and that Kinsey himself was leav- 
ing the preparation and interpretation of 
these statistics to the statisticians. 

It seems probable that the two greatest 
results of Kinsey’s research will be—first, 
that sex can be studied in the open and talked 
about as it could not be when he started his 
researches, Sex was then a tabooed subject, 
and researches about sex were frowned 
upon. In 1936 there was only one institute 
for the study of sex in the whole world. 
Much of the popular criticism of Kinsey and 
even a considerable amount of that from sci- 
entists, including psychiatrists, seem defi- 
nitely to spring from this old taboo against 
a free, frank discussion of sex. It is the one 
problem and the only subject that cannot be 
discussed freely and openly. Critics often 
rationalize their objections and do not realize 
themselves what unconscious factors cause 
them to be so highly emotional and cri 
of Kinsey. Ma- 

Kinsey’s second contribution lies in the 
field of medical jurisprudence. His findings 
show what people actually do in their s 
life and to what extent their practices may 
include the so-called perversions and 0 
illegal acts. The Kinsey legal reviews alio 
point up the extreme confusion and one 
diction in laws about sex, and the great a 
justices that can and do result when prs 
sex offenses are made felonies in some oa a 
and misdemeanors in others, with penal” 
varying from a life sentence to a smal 
or a short jail sentence. . 

These comprehensive findings and we 
implications have already affected the 
dling of charges against persons accusi ne 
sex offenses; the use of medical const tan G 
the content of court decisions ; the -_ 
probation ; the interpretation of existing 
laws; and the making of new ones. Ro 
the American Law Institute adopted 1° re 
draft of the Model Penal Code certai 


in the penalties imposed upon de- 
wate sexual offenses, grading them, for ex- 
ample, according to the degree of compulsion 
‘or the age disparity between partners. Of- 
$ bodies in Great Britain have recently 


On the invitation of President Braceland, 
‘Dr. William Rush Dunton, Jr., senior mem- 
‘ber of the Editorial Board of the American 
Journal of Psychiatry, was present at the 
luncheon meeting of Council at the Woodner 
Hotel in Washington, October 27, 1956. 
_ Dr. Dunton was appointed to the Edi- 
‘torial Board in 1927, but his contributions 
the editorial activities reach back at least 
i decades before that date. Dr. Edward N. 
rush was at that time editor of the JouRNAL 
oo of the Sheppard-Pratt 
lospital, and Dr. Dunton as assistant physi- 
_ dan on Dr. Brush’s staff also relieved him of 
_ Some of his editorial duties. From time to 
‘time in the absence of the Chief he would 
also attend to the final chores in seeing an 
‘sue through the press. 
a. Association was smaller in those days 
_ and its members were, for the most part, at- 
tached to the staffs of mental institutions. 
ore it was possible to publish a feature 


recommended similar liberalizing changes to 
make sex laws and enforcement conform 
more nearly to the actual practices of the 


average citizen. 
K, M. B. 


TRIBUTE TO Dr. DUNTON 


called the Half-Yearly Summary which re- 

corded comprehensively staff appointments 

and changes among workers in the psychi- 

atric field. The compiling of this Summary 

twice a year was another of Dr. Dunton’s 
ibili 


It is probably not generally appreciated 
that the senior member of our Editorial 
Board has been giving service to the Jour- 
NAL for a full half-century. It was in recog- 
nition of this circumstance that Dr. Dunton 
was asked to attend the luncheon meeting of 
Council and that the facts in the case might 
become a matter of record. As a part of this 
ron eat eee hae 

ing the gra appreciation 
Council, and through Council of The Ameri- 
can Psychiatric Association, as well as of 
the other members of the Editorial Board, 
of the fifty years of devoted service of the 
senior member. 


NEWS AND NOTES 


INTERNATIONAL SYMPOSIUM ON THE RE- 

TICULAR FORMATION OF THE Brain.—This 
International Symposium, under the auspices 
of the Henry Ford Hospital, Detroit, Michi- 
gan, is to be held during March 14, 15, and 
16, 1957, at that institution, The program 
committee responsible for organizing the 
Symposium consists of advisory members: 
Horace W. Magoun, Dept. of Anatomy, 
University of California Medical School, Los 
Angeles; J. Douglas French, Veterans Ad- 
ministration, Long Beach, California; Her- 
bert H. Jasper, McGill University, Montreal 
Neurological Institute; Russell N. De Jong, 
Dept. of Neurology, University of Michigan, 
Ann Arbor; Ralph W. Gerard, Mental 
Health Institute, University of Michigan, 
Ann Arbor; Arthur A. Ward, Jr., Univer- 
sity of Washington School of Medicine, 
Seattle; and co-chairmen Robert S. Knigh- 
ton, Division of Neurosurgery, Henry Ford 
Hospital; Lorne D. Proctor, Division of 
Neurology and Psychiatry, Henry Ford 
Hospital ; Russell T. Costello, Dept of Medi- 
cine (Neurology), Wayne University, De- 
troit; secretary William C. Noshay, Section 
of Neurology, Henry Ford Hospital. 

The contributors include members from 
the various neuroanatomical and neuro- 
physiological groups that are investigating 
this area of the brain, and geographically 
represent England, France, Italy, Sweden, 
and Australia, as well as the United States 
and Canada. 

Attendance is by invitation. Dr. William 
C. Noshay, Henry Ford Hospital, Detroit 
2, Michigan, would be pleased to hear from 
anyone interested who has not received an 
invitation, as there is a possibility that fur- 
ther accommodations will be available. 


University OF KANSAS (GRADUATE 
Covurse.—A wide range of problems re- 
lated to diseases of the nervous system will 
be discussed in a two-day postgraduate 
course in neurology to be presented Febru- 
ary 27 and 28, 1957 at the University of 
Kansas Medical Center, Kansas City, Kan- 
sas. Four eminent guest instructors will 


eR 
7 


contribute to the informal symposium-type 
program. They are: Dr. Joe R. Brown, Uni- 
versity of Minnesota Graduate School; Dr. 
Joseph M. Foley, Harvard University; Dr. 
Franklin R. Miller, The Snyder Clinic, Win- 
field, Kansas; Dr. John A. Segerson, The 
Menninger Foundation. 

Registration fee for the course is $30.00. 
Address all inquiries to the Department of 
Postgraduate Medical Education, University 
of Kansas School of Medicine, Kansas City 
12, Kansas. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The Association will hold its 34th 
annual meeting at the Hotel Sherman, 1m 
Chicago, on March 7, 8, 9, 1957. 

The Association for the first time organ- 
ized a Combined Book Exhibit at the meeting 
in Chicago in 1955. The Combined Book 
Exhibit in 1957 will be located in the exhibit 
area on the mezzanine of the Hotel Sherman. 
It will be well staffed throughout the meet- 
ing. a 
It is suggested that in preparing lists 
publications for the Exhibit the fields of P 
fessional interest of those attending be kep 
in mind. The major fields are: psychi i 
psychology, social work, sociology, ant i 
pology, education, nursing, pediatrics a 
public health. ri ie 

The Association will be mee 
with the World Federation of Mental B 
the American Academy of Child Psyc a i 
and the American Association of Psy 
atric Clinics for Children. 

Ss 

AMERICAN FUND FOR PsycrintRy 
Vernon J. Lippard, Dean, Yale bee nats 
School of Medicine, has been elected © 
man of the Board of Directors, 


America? 
Fund for Psychiatry. Dr. Lippard rep 


Jaces 
edi- 
Dr. George P. Berry, Dean, Harvard Ae a 
cal School, who has accepted a pos 
the executive board. y not- 
The American Fund for Psychiatey ang 
for-profit organization that pee bee 4 makes 
psychiatrists in academic careers yor to ft 
it possible for them to devote full ti 


j ointly 
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search and training, has, according to Mr. 
Irving B. Harris, president, allocated during 
the first 2 years of its operation, $60,000 to 
support research and training in psychiatry. 
Goal of the 1956-57 campaign for funds is 
$150,000. 


TUITION FELLOWSHIPS FoR HUNGARIAN 
Rerucke StupENTS.—Dean Kenneth D. 
Johnson, of the New York School of Social 
Work, Columbia University, has announced 
that two such fellowships have been made 
available at the New York School, which is 
the first graduate school of social work to 
provide funds for Hungarian refugees. Cur- 
rently there are 43 students from 23 countries 
engaged in full-time study at the School. 

The tuition awards for the academic year 
1957-58 will be made to applicants who have, 
or acquire after their arrival in this country, 
the necessary academic preparation. Appli- 
cation for these fellowships should be made 
directly to the school, at 2 East grst Street, 
New York 28, N. Y. 


DeatH of Dr. GoopHart.—On December 
6, 1956, Dr. S. Philip Goodhart died at the 
age of 84, in the Harkness Pavilion, Colum- 
bia-Presbyterian Medical Center. 

In practice since the turn of the century in 
New York, Dr. Goodhart received his medi- 
cal degree from Yale in 1894, and did two 
years postgraduate work in Germany. Dur- 
ing his subsequent career he served as chief 
ope ariel at Montefiore Hospital in 
a ronx and as professor of neuropsychi- 
37 5 the New York Polyclinic Medical 
7 ool. He also later held an appointment on 

e staff of Columbia University and was ap- 
ee chief neuropsychiatrist at Morisania 

ospital, the Bronx. 

y ra Goodhart was frequently called upon 
on amine prisoners accused of major crimes 
N give expert testimony on their mental 
= 7 He was also instrumental in making 
st peeling medical films in the U.S. 
ne road. He was the author of numerous 
5 ical articles and co-author of the book 
ie Personality. 
ot Can was a Fellow of the New 
cat cademy of Medicine and of The 
‘rican Psychiatric Association, and a 


diplomate of the American Board of Psychi- 
atry and Neurology. 


AMERICAN ORTHOPSYCHIATRIG AssociA- 
TION.—The thirty-fourth annual meeting of 
this Association will be held at the Hotel 
Sherman, Chicago, March 7-9, 1957. 

The Association is a membership organiza- 
tion of the 3 major disciplines concerned with 
treatment of human behavior: psychiatry, 
psychology, and social work. Its members 
also include educators, anthropologists, soci- 
ologists, and pediatricians, The American 
Academy of Child Psychiatry and the Ameri- 
can Association of Psychiatric Clinics for 
Children will hold their annual meetings 
simultaneously. 

A roundtable on world mental health prob- 
lems, sponsored by the Association and the 
World Federation for Mental Health, is 
scheduled for the evening of March 6, pre- 
liminary to the 3-day meeting. Participants 
will include Dr. Margaret Mead, anthropol- 
ogist and president of the federation, and its 
director, Dr. John R. Rees. 

The Association’s president, Dr. Luther E. 
Woodward, of Brooklyn, will give the presi- 
dential address at the opening session on 
March 7. Other officers are Dr. Theodora M. 
Abel, New York, vice-president ; Jessie Edna 
Crampton, Brooklyn, secretary; and Dr. 
Reginald S. Lourie, Washington, D. C., 
president-elect. 


ASOCIACION PSIQUITRICA PERUANA.—The 
newly elected members of the executive com- 
mittee for this Association are: president, 
Carlos Alberto Segúin, M. D.; past-presi- 
dent, Federico Sal y Rosas, M. D.; vice- 
president, Francisco Alarco, M. D. ; general 
secretary, Raúl Jeri, M. D. ; treasurer, Niza 
Chiock de Majluf, M. D. ; and proceedings 
secretary, Oscar Valdivia, M. D. 

All correspondence should be directed to 
the president, Carlos Alberto Seguin, M.D., 
J. Huancavelica 470, Lima, Perú. 

VoL- 

RAEL STRAUSS COMMEMORATIVE *. 
fips Journal of the Hillside Hospital 
has issued a special Israel Strauss Commem- 
orative volume as their July-October 1956 
number. The late Dr. Israel Strauss was an 
original member of the Committee for Men- 
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tal Health among Jews organized in 1917, 
and founded Hastings Hillside Hospital for 
the treatment and prevention of mental dis- 
ease in 1927. The 375-page commemorative 
issue was prepared by an editorial subcom- 
mittee of the Hillside Hospital Journal and 
contains over 40 articles on psychiatry and 
several tributes to Dr, Strauss, who died in 
1955. 


SPANISH EDITION oF THE A.P.A. News- 

LETTER.—The first edition of the Spanish 
A.P.A. Newsletter (Noticiero de la A.P.A.) 
was issued December 15, 1956, and is being 
mailed monthly to 600 psychiatrists in Span- 
ish-speaking countries as well as to 600 key 
public health officers throughout the Spanish- 
speaking world. The English version is 
prepared by Robert L. Robinson of the 
Washington office and translated by the 
W.H.O. editorial staff. Written in Castillian 
Spanish, the first edition contains a greeting 
from President Braceland and a historical 
note on the founding and development of the 
A.P.A. It will be devoted primarily to carry- 
ing notes on psychiatric developments in 
Central and South America. 


CINCINNATI Acapemy of MEDICINE 
CENTENNIAL.—The Academy of Medicine 
of Cincinnati (Hamilton County Medical 
Society) will celebrate its Centennial, Febru- 
ary 27 through March 5, 1957. The occasion 
is to be highlighted by a Health Museum and 
Exposition at the Music Hall, where 175 
health and scientific exhibits, representing 
medicine, hospitals, research centers, public 
health, nursing, pharmacy, and industry will 
be displayed, 

Notable among these exhibits and occupy- 
ing some 4,000 square feet of space, will be 
an atomic energy exhibit from the American 
Museum of Atomic energy entitled “Atoms 
for Peace.” On display also will be “Juno,” 
a full-sized, activated manikin, graciously 
loaned for the occasion by the Dominican Re- 
public. Juno is operated electrically, and with 
concurrent recorded narration, will demon- 
strate blood vessels, bones, and organ struc- 
tures of the body. 

Dr. Paul D. White and Dr. Walter Al- 
varez, eminent medical scientists and authors, 
have accepted invitations to be among the 


guest speakers. On the last night of the Ex- 
position, March 5, 1957, the Centennial Con- 
vocation will be held. The Convocation ad- 
dress will be given by Sir Edward Appleton, 
Nobel Laureate, Edinburgh, Scotland; and 
civic leaders, officials of both the American 
and State Medical Associations, and govern- 
ment dignitaries will take part in the elaborate 
ceremonies. 


Tue New York ScHooL or Socal 
Worx.—A recent census of the New York 
School of Social Work shows that graduates 
live in 47 states, the District of Columbia, 3 
territories, and 34 foreign countries. Wy- 
oming is the only state not represented. A 
total of 3,409 (80% of the living graduates) 
replied to a questionnaire on which the re- 
sults are based. s 

One of 4 of the graduates in the survey 1S 
a man. Seventy-two percent are employe 
—97% in social work. There are 13 deans of 
social work schools—6 of them in foreign 
countries. One-half of those with social work 
jobs are employed in the combined areas of 
medical and mental health, family and public 
assistance, Seven percent are teaching faculty 
or on the administrative staff in schools 0 
social work. Less than 1% of all the gradu- 
ates in the survey are unemployed and seek- 
ing work, according to the survey. 


THE NATIONAL FOUNDATION FOR INFAN- 
Tie ParaLysis FerLowsmmps.—March 1 
1957, is the deadline for submitting applica- 
tions to the National Foundation for post- 
doctoral fellowships. These applications wi 
be considered in May. > : 

Postdoctoral fellowships are available fi 
(1) rehabilitation, (2) psychiatry, (3) ber 
pedics, (4) the management of poliomye t} 
(5) preventive medicine, and (6) researc 
and/or academic medicine. sit 

In addition to a monthly stipend W a 
varies from $3,600 to $6,000 annually, = 
National Foundation arranges for con 
tion to the institution according to the re 
gram undertaken. The next deadline ye 
applications will be September 1, 1957) ie 
consideration in May. For further a e 
tion write: Division of Professional E P 
tion, National Foundation for Infantile i 
ralysis, 120 Broadway, New York 5, *° 


1957] 


After March 1, 1957, address the Founda- 
tion at its new street and number, 301 East 
42nd Street. 


Karen Horney Lecrure.—The Associa- 
tion for the Advancement of Psychoanalysis 
announces the fifth Karen Horney Lecture 
to be given by Dr. Frieda Fromm-Reichmann 
on “Psychotherapy of Schizophrenics.” The 
meeting will be held on Wednesday, March 
27, 1957, at 8:30 p.m., in Hosack Hall at the 
New York Academy of Medicine, 2 East 
103rd Street. A dinner honoring the guest 
speaker will precede the lecture. 


ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MENTAL Disease.—At the Thirty-Sixth 
Annual Meeting of this association, held in 
New York City, December 7 and 8, 1956, 
the following officers were elected for the 
year 1957: president, Dr. Francis J. Brace- 
land; first vice-president, Dr. Paul Hoch; 
second vice-president, Dr. Carl Pfeiffer ; sec- 
Tetary-treasurer, Dr. Rollo J. Masselink; as- 
Sistant secretary, Dr. Lawrence C. Kolb. 

The Thirty-Seventh Annual Meeting will 
be held at the Hotel Roosevelt in New York 
City on December 13 and 14, 1957. The topic 
will be “The Effect of Pharmacologic Agents 
onthe Nervous System.” 


Hicu Porr Hosrrrat.—The Board of 
Directors of this hospital announces the cre- 
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ation of The Gralnick Foundation as a public 
charitable trust under the laws of New York 
State. The funds of the Foundation are to be 
used for the following purposes: (1) to ad- 
vance medical research which is devoted to 
forwarding our knowledge of mental illness 
and its treatment; (2) to aid organizations 
engaged in the mental hygiene movement, in- 
cluding public clinics devoted to the psychi- 
atric care of the community; (3) to assist 
schools devoted to the advanced training of 
psychiatrists, particularly in psychoanalysis ; 
(4) to stimulate medical school and hospital 
programs devoted to the advancement of psy- 
chiatric research, training, and treatment. 
Contributors will be informed periodically 
about the Foundation’s specific programs of 
assistance and research projects. 

The Board of Directors is composed of the 
following members: Bernard D. Fischman, 
Esq., Alexander Gralnick, M. D., Stephen P. 
Jewett, M. D., and William V. Silverberg, 
M.D. 


Merropouttan State Hosprrat. (Nor- 
WALK, ee pean ee ear aia 
nies for the new 504 Receiving an 
Treatment Center at this hospital took place 


December I, 1956, with Governer Goodwin J 
Knight as the principal speak ) 
E. Wyers, superintendent and medical direc- 
tor of the Metropolitan, presided at the cere- 


monies. 


“WHILE HUMAN NATURE REMAINS THE SAME” 


those revolutionary struggles 


i Many and grievous were the things which befell cities in ¢ 


[between Greek city-states leading to the Peloponne ian i 
a will always recurr while human nature pman turn of e 

violence and in different forms according to the particul ; ot under 
and prosperity both cities and private men are better dispo coke yee 


War]—things which occur now 
with more or less 
vents. For in peace 


robs men of their 


the constraint of necessity. But war is a violent schoolmaster: it peas gy eye 


day-to-day margin of sufficiency and debases the 


circumstances, 


character of mo: 
—THUCYDIDES 
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Every Otner Bev. By Mike Gorman. (Cleveland 
and New York: The World Publishing Com- 
pany, 1956. $4.00.) 


This book is designed by its author to assist in 
speeding up progress in the development of effective 
programs for the treatment and prevention of men- 
tal illness. Facts are presented to indicate the mag- 
nitude and importance of the problem. Reference is 
made to existing inadequacies of mental hospital 
provisions for treatment. Attention is directed to 
the lack of sufficient financial support for research, 
A plea is made for more organic research. There 
is discussed the opening up of “a new frontier” in 
chemotherapy. Shortages of psychiatric personnel 
are cited as impediments to progress. The active 
interest of state governors and its significance are 
dealt with at some length. Research progress 

against the major mental illnesses is discussed, and 
this is followed with a chapter entitled “Where Do 

We go from Here?” 

The following impressions are produced by this 
book: that “Snake Pits” still exist in certain parts 
of the country; that treatment programs are not 
taking advantage, as they should, of existing scien- 
tific knowledge; that psychoanalysis is not making 
a great contribution in the treatment of the major 
psychoses; and that the great hope for the future 
probably lies in coordinated multidisciplinary re- 
search, in the recruitment and training of adequate 
staffs, and in the appropriation of vastly increased 
budgets for research, training and treatment pro- 
grams, 

While the author reiterates our deficiencies in 
dealing with the problem of mental illness, he 
furnishes many grounds of hope for future progress, 
In regard to mental hospital treatment, he refers 
to one state hospital that reduced its patient popu- 
lation in 6 years from 1,800 to 1,400, with a dis- 
charge rate of approximately 80%. This result 
came about through “adequate Psychiatric personnel 
intensively applying new research knowledge to the 
treatment of patients.” Some other state hospitals 
are following suit with encouraging results, 

Other grounds of hope for future progress lie in 
an awakened interest on the part of state governors 
in appropriating necessary funds for treatment facili- 
ties, research and training; together with fascinating 
leads in the realm of research. 

In 1951, forty-five state governors yoted unani- 
mously for a 2-year study of “ways in which their 
states might work toward prevention and cure of 
mental illness”—resulting in a report in 1953 en- 
titled “Training and Research in State Mental 
Health Programs.” This report included the con- 

clusion that “research and training are the essential 
bases for reducing admissions to mental hospitals 
and, ultimately, for reducing hospital populations,” 
Following the publication of this report and the 
conduct of state-wide surveys, funds were being set 
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aside by the states for training in 1955 that “may 
be as much as five or six times the amount of any 
previous year.” Ohio, for example, appropriated ten 
million dollars for the first two years for a new 
training plan; and large amounts were appropriated 
for research and training in the south, in the east, 
in the mid-west and in the west. 

In regard to fascinating leads for research, the 
author cites many current research projects includ- 
ing work being done on lysergic acid that may pave 
the way for the discovery of a chemical which origi- 
nates in the human body and which plays an im- 
portant part in the causation of schizophrenia, An- 
other intriguing lead is the securing of some con- 
firmatory evidence to support the theory that there 
are certain pathways to the brain that facilitate 
mental and bodily processes, while other pathways 
suppress activity. Working on this theory and by 
implanting electrodes in deep areas of the brain, it 
has been possible to effect the improvement of a 
number of schizophrenics who had been stuporous 
and mute. 

This is a book wherein the author does not pull 
his punches. He refers to the typical state hospital 
as “incredibly isolated from the main stream © 
American medicine.” He quotes one leader bs 
American psychiatry as stating that “not one of the 
modern methods being used in psychiatry has been 
discovered in this country.” He says that psychiatric 
research has been starved with only $10,786,253 ile 
propriated in 1955 by the country, as a whole, w í 
a number of individual industrial companies Sper 
much more for industrial research. t 

Indeed, this book is a call for action on the Lo 
of citizens generally, and on the part of aie 
ments and of scientists. It is to be hoped that 
book will succeed in its purpose. 

CERA M. Hineks, M.D» 
Toronto, Canada. 


„ By 
Tue PSYCHIATRIST AND THE DYING PATIENT 


K. R. Eissler, M. D. (New York: Late 
Universities Press, 1955. Price: $5.00. 


Although most psychoanalysts today bas T 
jected Freud’s theory of a death instinct, Dr. Po- 
Eissler in his The Psychiatrist and the Dyin 
tient, not only affirms the death instinct yee an 
it an integral part of an approach to the oe 
approach which he terms orthothanasia. < 
own words, this is “the right, true, or PrP ranner 
ner of dying.” This right, true and proper 
takes some 338 pages to expound. 

For Freud, the author of the death ins him 
was the central and unalterable fact. For. xed, 
seemed to be a fitful flare lighting up 4 BTM rend 
inorganic landscape. At the same time; organ- 
saw in death one of the basic goals of t inning j 
ism, one which was present with the begin 
life” (p. 32). 


eath 


h instinct, d se 


This writer has no doubt that Dr. Eissler has 
helped his dying patients. But this has been for 
reasons which have nothing whatsoever to do with 
a death instinct. For the truth of the matter is 
that there is no such a thing as a death instinct 
or “death instincts.” G. Schorr (quoted by Eissler) 
was of the opinion that the dying person’s basic 
sickness did not exhaust the causes of death, On 
p. 39 we read: “Much that passes at autopsies as a 
cause of death has been present previously. .. . It 
is useless and inappropriate to look for any causes 
of death” (Schorr 1931). By implication, we may, 
if we wish, view the pathologist’s gross specimens 
and slides, but we must also look for something 
more potent and sinister. The truth of the matter 
is that this monstrous concept is tinged with super- 
naturalism. For this potent and unseen force is 
conceived as distinct from nature, yet standing in 
a definite relationship to nature, participating in 
and influencing human economy. This is super- 
naturalism and belongs to the same family of con- 
cepts as mana and animal magnetism. More spe- 
cifically this concept is a good example of the 
ancient and ever recurring error of hylozoism—but 
with a perverse twist. If we ask where the “death 
instincts” come from, Freud’s answer would be 
that they had no origin since along with the “life- 
instincts” they are an inherent property of all liv- 
ing cells. Freud dwelt approvingly on the theory 
that the “death instincts” had their origin in the 
catabolic, disintegrative processes in living matter 
(Beyond the Pleasure Principle, p. 63). This kind 
of thinking is curiously suggestive of E. Haeckel’s 
aesthesis, tropesis, and other ingenious but unreal 
mental fabrications which were supposed to be a 
substrate of all matter. On this basis the “death 
na must be rejected as the crudest sort of 
T ER It leads for example, to the absurd 
es the function of disease is to give the death 
Sala a temporary discharge: “Possibly man 
aid e far earlier than he does if no place were 
‘ket D for disease,” (p. 103). We are also told 
Saw gore infant mortality rate is because in 
ETA the death instinct has not yet fused with 

ae en pacified by the libidinal instincts. 
an Bait cad see, Freud had an emotional need 
Aran na But in order to introduce such 
aces me e had first to do some tampering in the 
the disti casuality. Specifically he had to confuse 
beg inction which Aristotle made between “effi- 
the Sas final” causality. It is like saying that 

i He ed changes observed in a growing tulip 
tats ee by “tuliphood.” Similarly, since 
ruption of rs and ultimately scheduled for the cor- 
inalia the grave, Freud made of death not only 
SPTE but also an efficient cause continually 
a w, consciously or unconsciously, in the 
PEA hey Death is an unavoidable, logical 
of life” ich is the last and ultimate consummation 

“tale ask for whom this book is intended. 
Diy vio ae for the denizens of those two main 

olywe. = thoroughfares, Park Avenue and 
pill cirent oulevard. For the dexedrine-sleeping 

ait will have no part of death in any shape 
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or form. And the United States proper, contrary 
to Dr. Eissler’s belief, is still overwhelmingly theis- 
tic, and would be highly suspicious of a new priest- 
hood. Dr. Eissler, who is bullish on atheism, speaks 
of the “increasing reduction of true religious senti- 
ments in Occidental man,” and predicts that the 
“frequency of demand for the psychiatrist during 
the terminal pathway will grow,” (p. 119). Possibly 
Dr. Eissler will prove to be right. One may very 
well picture one more (psychological) capsule— 
“terminal pathway capsules,” to be added to the 
stimulants and ataraxic agents of a frenzied future 
generation which no longer has the time nor in- 
clination to read and has completely lost those con- 
solations of philosophy and religion which i 
Western culture, both pagan and Christian, until 
quite recent times. 

Having “the religious principle can- 
not be accepted as objectively valid by secular psy- 
chiatry” (p. 55), the author immediately, and one 
fears, quite dogmatically proclaims a new ultimate 
good. This new good is “maximum individualiza- 
tion” “The full awareness of each step that leads 
closer to death, the unconscious experience of one’s 

second which permits 
awareness and consciousness, would be the crown- 


thway” (p. 57). And here are quoted the famous 
last wince heroic individualist who refused 
the proffered anodynes exclaiming ; “Nobody shall 
deprive me of my death!” (p. 57)- 

Tt is Dr. Eissler’s contention that at the moment 
of death there is a sort of recoil or retrograde effect 
upon the dying man’s 
it is ni eee that with the moment of death a 
person’s life record becomes petrified and that by 
recoit this moment (death) sheds an unalterable 
cast upon all previous life moments” (p. 51)- To the 
reviewer this is a very creepy sort of 
metaphysical jumblyland which cannot be me 
trated. It would seem that at the moment of exodus, 
the dying man becomes a sort of Janus-faced 
monster, with the face which had always faced 
the future, shrouded forever, the opposing face be- 
holding the entire past now preternaturally illumi- 
nated with integrated meaningfulness and x - 
viduation. This is dying “according to the reality 


inciple.” : ' 
entite are other ingredients in this most odd 
confection of orthothanasia. On p. 141 we b 
“The dying person js exposed—so one must di juce 
from his [Freud's] theory—to an impending = 
lease of intensive, self-destructive energies, and > 
bind them by his own libidinal resources porns im 
possible, he may need the accretion Or a 
libidinal quantities in order to compensate Mt ido 
own deficit . . . the accretion of subia pre 2 
from without apparently eases e patient's 8 sa 
gle” Dr. Eissler’s recipe for meeting this we sad 
deficit is for the psychiatrist to. develop and ` oa 
municate sorrow and pity. This must be int 
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and sincere. At the same time the psychiatrist must 
develop and convey a conviction of the indestructi- 
bility of the patients body and soul. “The psychi- 
atrist must not waiver in his conviction that the 
patient is ultimately immortal” (p. 143). This is a 
strange and rather moving portrait of the learned 
clinician seated by the bedside of the dying patient 
concentrating on the immortality of the body and 
soul, immersed in sorrow and pity. Surely not 
even the Hippocratic Oath calls for such heroic, 
professional dedication. Here some will be re- 
minded of an electron jumping to an entirely new 
orbit of thinking. Others will catch a poignant echo 
of the biblical, “Lord, I believe; help Thou mine 
unbelief.” 

Let us read carefully the following from Freud’s 
Beyond the Pleasure Principle. “Our standpoint 
was a dualistic one from the beginning and is so 
today more sharply than before, since we no longer 
call the contrasting tendencies egoistic and sexual 
instincts, but life-instincts and death-instincts.” If 
we substitute “good” for “life-instincts” and “bad” 
for “death-instincts” we perceive at once the ancient 
empires of Light and Darkness, Like many before 
him, Freud, the atheist, mechanist, and determinist, 


ism. This is a theme which is recurrent and trans- 
cultural, a theme which at times has fascinated the 


written. But then Dr, Eissler’s book most 


likely would never have been wri 
would have been a great Pity. cide 


Hiram K. Jounson, M. D; 
Orangeburg, N. Y. 


LAW AND THE Practice op Mence. By K, 
George Gray, M. D., B. Se., Ore Ura 
The Ryerson Press, 1955, Price: $3.25) i 


This is the revised and enlar iti 
first published in 1947, The ana Eer 
edition have now grown to 133. Five new chapters 
have been added and others have been 
the inclusion of data not previously available, 
One new = deals with the production and 
inspection of medical and hospital i 
of action before a court, r 
Another chapter discusses certain special pro- 
cedures and their legal implications, including tests 
for alcohol ; blood tests for paternity; the use of “lie 
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detectors” (it is satisfactory to note that—“the re- 
sults of the test have not been admitted as evidence 
in a trial”) ; narcoanalysis (it is the author's opinion 
that information obtained under narcoanalysis, if 
offered in evidence in a court action, would be 
rejected) ; the electroencephalogram (as used, for 
example, as evidence of brain injury) ; and artificial 
insemination (the canny author refers the reader 
to other cited writers for discussion of the curious 
legal questions that may arise). 

Other new chapters take up the questions of 
mental illness in criminal cases, amnesia as a de- 
fense, sexual offenders, and public health adminis- 
tration, 

Tnsanity as a defense in criminal cases has been 
the subject of much discussion in both the United 
States and Canada, especially in recent years. The 
favorite topic has been an attack on the M’Naghten 
tules as a criticism of irresponsibility. (The 
M’Naghten rules date from 1843, not 1853 as the 
Present text, through a typographical slip, mis- 
states.) Critics propose replacing these rules by 
such tests as embodied in the New Hampshire law 
(State v. Pike, 1870), or the more recent decision 
in the District of Columbia case (Durham v. United 
States, 1954). The fly in the ointment in both these 
decisions is the necessity of defining “mental dis- 
ease” and drawing the fine line between mental dis- 
ease and mental health, which can open the door to 
endless controversy. 

The Criminal Code of Canada, which rules in all 
the provinces of the Dominion, “preserves the law 
known as the M’Naghten rules.” r 

In the section on amnesia Dr. Gray discusses 
briefly, with illustrative examples, the more com- 
mon causes—alcohol, hysteria, epilepsy, trauma 
etc, points to the necessity of distinguishing am- 
nesia from malingering, and discreetly avoids laying 
down rules for this distinction beyond the guidance 
of “clinical judgment and experience.” í 

An important feature of the chapter on gero 
fenders is the section dealing with the “criminal 
sexual psychopath.” The Criminal Code sets forth 

specific acts under this head, the rule for GA 
taining evidence of at least two psychiatrists, and, 
on conviction, the mandatory sentence of not, aa 
than two years in a penitentiary with additiona 
Preventive detention, Each such case is subject to 
review at least once in every three years. et 

Dr. Gray, who is qualified in both the medic 
and legal professions, is lecturer in medical juris- 
Prudence and forensic psychiatry at the University 
of Toronto. His book is an excellent epitome s 
medico-legal issues, particularly as they arise ; 
ier > 2 a useful reference book for bo 

san 
wyers. CBF 


KLINISCHE Psycroratrrovocte, By Kurt Schneider. 
(Stuttgart : Georg Thieme, 195. Price: $3-05- 


: eats tae 
, This book of Professor Kurt Schneider's is Tt 
important contribution to psychiatric literature. 


1$ @ carefully written text in clinical mwan 
With psychological and philosophical backgroun 


| 
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which the author's clear thinking comes to full valu- 
ation. The book comprises a number of papers, 
some of which have previously been published. One 
chapter sets forth the author”s conception of men- 
tal illness, and the methods of its study. Another 
section details the various types of psychopathic 
personality. There is a short chapter on mental 
defectives and the psychoses to which they are 
subject. Another deals with abnormal mental states 
associated with somatic illness. 

The author gives minute attention to the indi- 
vidual psychological disturbances, entering into the 
psychiatric diagnoses and analyses at some length: 
disturbances of perception, thinking, feeling, volition 
and emotional states of consciousness and intelli- 
gence. The book closes with a chapter on the psy- 
chopathology of the emotions and instincts. 
si is a pleasure to read this clear and concise text 
in which no superfluous words are used. It is writ- 
ten from a non-psychoanalytic point of view and 
represents the psychopathological framework that 
Professor Schneider has developed over the years. 

Wiutram Mayer, M. D., 
New York City. 


ean. Prosiems or Livinc. By O. Spurgeon 
nglish and G, H, J, Pearson, (Philadelphia: 
W. Norton & Co, 1955. $5.95.) 


ae of innumerable popularized articles and 
E EA on psychiatry the desired goal of a 
3 mad well-informed lay public remains to be 
Popularized" P present volume, authoritative, “un- 
tril direct ut lucid in the presentation of ma- 
feld Of int $ its appeal to those working in the 
tligent Ja personal relations, Inasmuch as the in- 
tee fen 18 aware of his responsibility in his 
On the job Sonal relationships—within the family, 
ti » SOcially—he, too, will find this book in- 
Alth a Provocative. 
from a ting has been transcribed en masse 
tooth-combing n edition, there is evidence of fine- 
expansion throughout in the many insertions 
i aons which bring the material forward 
ent, for i the material is authoritative and 
Xperience o, ag Most part derived from clinical 
7 T from first-hand corroboration of dy- 
id With the’ ra, 
on Sod re 
the prograna 


ae new edition is some 30% larger 
isaramping, includes a good deal more 
r Tders and treatment, Antabuse in 
' s ad alcoholics is discussed and a sub- 
18 the forte se ag is introduced. While analysis 
sented fikriy =, the authors, psychotherapy is pre- 
and Erop vy having Practica) value in both case 
the ork, Mention is made of the role of 
we Popua sPital Psychiatric section—an increas 
mn igement which brings psychiatry 
ee body of medicine and minimises 
¢ Sth Stigma of the merital hospital. 
th Emotiona a well-presented subseetion dealing 
Kanie Hines, i Disturbances that Accompany Or- 
Pin ve is nom i 
vetm ent in f hention of the ego's in- 
bility, i he soma and by w the deprivation of 
Paice, a function, or a part, dictates 
or fragmentation! Too, it should 


be noted that no mention is made of the ever-grow- 
ing group of ataractic drugs which are bringing 
about such decided changes in patients and statistics. 

There is an entirely new inclusion on mental 
health and community facilities. In the realm of 
counseling, the teacher, the religious leader, and 


some practical suggestions here which might well 
be read prior to starting the book. 


In toto, this book is a well-written presentation of. 


Enrique Mouchet 

Nova, 1953.) 

The lengthy bibliography of, the aur mey 
jor problems of theoretical 


uction to w- 
The author p Dasa rer me 
jes of passion in 
wr litle 
self-sacrifice and 


quality of their ing would die in the obscurity 
of routine and monotony. the former to 

emotion and passion, comparing to a tor- 
tween that rises in the dike, and the latter ta ae 
water that progressively the river toe tie 
rent that excavates between these two, DY! OT 
saw an is all the states of the soul synergistic s 

instinct and reason are really oep and when 
ue is the mocieus of the “psychic most compli- 
ie disappears, the rational activities ancag with it 
cated voluntary performances ance in the life 
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In the chapter on the “Crime of Passion” the legal 
implications and defenses are amply presented. Love 
is viewed from its manifold aspects: cultural, 
sexual, neurotic. 

It is an unusual book, well written and thought 
provoking. It is a worthy contribution not only to 
psychiatry but also to philosophy, semantics and 
general literature. 

Hirsca L. Gornon, M. D. 
New York City. 


Sex anD Craracter. By Otto Weininger. (New 
York: G. P. Putnam’s Sons, 1955. $5.00.) 


Weininger’s Geschlecht und Charakter was first 
published in 1903. It passed through many German 
editions (within 5 years it had reached its tenth 
edition). It was translated into English in 1906. 
The present reissue is a translation from the fifth 
German edition. 

Otto Weininger was 23 years old when his book 
appeared on the streets of Vienna. A few months 
later he was dead from a self-inflicted gun-shot 
wound. That same year August Strindberg had 
written to Weininger: “To be able, at last, to see 
the solution of the problem of women is a great 
relief to me Therefore please accept my reverence 
and my thanks.” For at least a year before his death 
Weininger had suffered from severe, somewhat in- 
termittent depression with recurring insistent sui- 
cidal ideas, 

As is well remembered Geschlecht und Charakter 
was a mild, but not the overwhelming sensation the 
author expected. It was hotly discussed and violently 
attacked (especially by Möbius), rarely admired, 
at least so far as published reviews are concerned, 
It proclaims a low estimate of woman and produces 
arguments to support his antisemitism, The book 
may be regarded as a literary curiosity, more inter- 
esting for what it reveals of the author's mind than 
as a positive contribution to psychology. 

Those who would be content with an abstract of 
this 350-page English translation will find it in a 
20-page chapter in Abrahamsen’s biography of 


Weininger, The Mind and Death of a Genius 


(Columbia University Press, New York, 1946) 
But a psychologic or psychiatric library will hardly 
be complete without the full text of Weininger’s 
a the product of a brilliant, if errant 
mind. 


On his gravestone Otto Weininger’s 
this inscription to be placed: ee as come 
“This stone marks the resting pl 
man whose spirit found no pati p fais irs 
When he had delivered the message of his soul, he 
could no longer remain among the living, He be- 
took himself to the place of death of one of the 
greatest of all men [Beethoven], the Schwarzspanier- 


haus in Vienna, and there dest i 
eae Stroyed his mortal 


C. B. F. 


Tue YearsooK or Mopern NuRsiNG, 1956, Edited 
by M. Cordelia Cowan. (New York: G. P. Put- 
nam’s Sons, 1956.) 


Since it is manifestly impossible for anyone to 
keep up with the mountain of literature being pub- 


lished today, various groups have turned to the 
yearbook as a device for bringing together a se- 
lected sampling of what is being published, so that 
the interested reader can get a brief but comprehen- 
sive view of the field, and can pursue further those 
items which interest him the most. This is the first 
nursing yearbook and certainly compares favorably 
with those in other fields. 

The book is organized into 22 principal sections 
some with numerous subsections and typically 
follows the pattern of a summary review of current 
progress in the given field, followed by brief digests 
of pertinent articles and a bibliography of significant 
books. Since it is the first of what is proposed to 
be an annual yearbook, the articles are not restricted 
to those published in 1955 but go back in some in- 
stances to important things published in previous 
years. A total of 169 contributors are represented. 
These include nurses from all aspects of the pro- 
fession, teachers, anthropologists, sociologists, physi- 
cians from various specialties, statisticians, econo- 
mists, and others. 

There has been a general impression that profes- 
sional nurses are not interested in psychiatric hospi- 
tal nursing. This has some modicum of truth. 
Nurses, as well as physicians, psychologists, occu- 
pational therapists, social workers, etc., ate in short 
supply and are able to be somewhat choosey as to 
working conditions, salary, and opportunity for pro- 
fessional advancement, Nevertheless this yearbook 
indicates clearly, if there was any doubt before, 
that nurses are tremendously interested in psychia- 
try and its related fields. Under the 22 main head- 
ings are 8 items relating specifically to the field. 
They include such things as Psychiatric pee) 
by Hildegarde Peplau, Mental Health Nursing bY 
Cynthia Warren, Human Relations by Florence M. 
Harvey and Eleanor Lewis, Behavioral Dynamics 
by Theresa G. Muller, Human Relations by Norma 
G. Johnson, and Education in Psychiatric Nursing 
by Theresa I. Lynch, Besides these there A 
numerous references in more general articles whic 
show an intense awareness of the importance © 
behavioral factors in the art and science of esc 

The book has a foreword by Miss Mary ™ 
Roberts, Editor Emeritus of the American Journ 
of Nursing, and the first article is a fascinating an 
touching essay on the art of nursing written by ws 
Lucille Petry Leone, which was read at a dedication 
ceremony in Minneapolis, It describes the modern 
concept of the patient as a person in a most xc 
lent manner, ee 

If there is any fault in this book it is its size am, 
rather encyclopedic nature. Perhaps the aed 
issues will be less formidable in this respect- poi 
ever, it thoroughly deserves the attention © a 
Persons in psychiatry who are concerned in any W 
with nursing. 

Granvitz L. Jones, M.D» 
Chairman, Committee On 
Psychiatric Nursing, 
te American Psychiatrie 
Association. 
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CHLORPROMAZINE AND Mental Heart. Smith, 


Kline & French Symposium. (Philadelphia: 
Lea & Febiger, 1955. $3.00.) 
Chlorpromazine and Mental Health reports 


yerbatim the proceedings of a conference organized 
to evaluate 3 years of diversified experience with 
chlorpromazine in psychiatry, At this conference, 
held in Philadelphia on June 6, 1055, 117 psychi- 
atrists from the United States, Canada, and France 
gathered to report and compare their findings with 
this drug. Specifically discussed are (1) how chlor- 
Promazine affects chronic and acute psychoses, 
(2) how chlorpromazine affects psychoneuroses, 
(3) the measures which keep the discharged patient 
from returning to an institution, and (4) the im- 
ae a ae effects of chlorpromazine 
mental hospital. 
ae a there was agreement that chlorproma- 
eee e ia a to improvement ina large per- 
e a tl “ag and neurotic patients ; that 
effect $i peso some of the investigators it was as 
“ales pe Ie pa and insulin shock and 
T are erapy far more effective.” In addi- 
vestgaton, earl in individual patients, most in- 
r e valuable changes in ward condi- 
Charles Dole ut by chlorpromazine. As Dr. 
P out ot mc We have gotten all of our 
alec Sivan usion cells and wearing clothing 
shirts and brute are no longer complaining of torn 
Ms Dec tel by combative patients.” 
pretty much clan. Stillinger said, “Restraints are 
gathering ine piv of the past with us, and are 
SS pera n the hospital's supply closets.” 
in discussions abel were reached, however, 
i dosage: anywhere from 25 up to 
However ial y was reported as the effective dose. 
Was primarily iueeees felt that this variation 
ay e i individual variation in response. 
ae Soini maintenance therapy, wide dif- 
uld you or rep existed, and the question arose, 
after t othe should you not discontinue the drug 
if chlorpromac improves?” Some speakers felt that 
t Treun is withdrawn after only short 
* teg of the patient is almost inevitable; 
the chances for has been treated for a year or two, 
» William woo tinyed remission are better. Dr. 
follows: «yyy inkelman, Jr, put this opinion as 
tient, radi the drug is administered to a pa- 
prer a long Deeg mamic changes take place 
8 gi Over a lon of time. . . . If chlorpromazine 
dosage, the a long period of time in adequate 
Changes merely sonality can undergo ps 
Side-effects on the basis of successful living.” 
r: individual ‘aan generally agreed, reflect more 
: Universal store. to chlorpromazine rather 
“Ported cases of sut ity. Of interest were many 
damage, This of ubclinical jaundice, without liver 
on f chin entimes cleared up despite the com- 
anulocy als een Skin reactions and rare 
Were also mentioned 


i the 
ference 


; discu: 

a, concerning ty but did not answer ques- 
ist the connect between body 

tomas; SMI mental illness. Fes 


For instance, chlor- 
teemas to iene perience of some investigators 


ex 
endocrine function ; how, then, are 
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hormones related to mental illness? Parkinsonism 
develops in some of the patients showing the most 
improvement; what, possibly, is the relationship 
between basal ganglion symptoms and chlorproma- 
zine and mental health? 

There were “scientific speculations” about the 
future treatment of mental illness with chlorproma- 
zine and yet-to-come drugs. There were a few 
skeptics who denied the drug had any value in treat- 
ing mental illness and one sanguine optimist en- 
visioned the abolishment of institutions, a complete 
change in the attitude of society toward mental 
illness, and a revolution in psychiatric treatment. 

The book, being largely a record of oral discus- 
sion, is easy reading, Sometimes, as discussions 
often go, certain questions are asked but never 
answered—frustrating the conscientious reader. 
Too, the line of thought sometimes wanders, much 
as a child in a toy store exploring new sources of 
stimulation, ; 

Although the papers presented offer very little 
that is new either experimentally or theoretically 
they do conveniently summarize within one volume 
the present state of our knowledge (and ignorance). 

NarHan S. Kurg, M. D., 
Rockland State Hospital. 


Pr Day Psycnorocy. Edited by 4. A. Roback. 

SONUN York: Philosophical Library Inc., 1955- 
$12.00.) 

wine pe to provide the reader with an 

over-view of the various fields or branches of psy- 

chology plus referred to as 

represents the col a f 
experts in the various fields” es divided into five 


| Each chapter is pre 
Parts. che author and a general statement about the 


topic. Footnotes and selected 
pended to most chapters. ” 
Part I covers such “topical departments. as nay 


chology froanalysis, psychosomatics, < 

cal psychology, individual psychology, 
logy, 

ae child Pr someikonics, al 

hypnotherapy. and Part V with 


and Humanistics” 
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have failed to consider recent research findings in 
their survey of the topic. Others, however, present 
a comprehensive review of present-day research and 
thinking on their subjects. Repetition has been kept 
to a minimum and continuity has been assured by an 
excellent editing job. 

The need for such a volume is dubious since the 
Annual Review of Psychology, albeit more limited in 
scope, serves to keep its readers up-to date on recent 
developments. The volume can serve a useful purpose 
for the graduate student who is preparing for his 
“prelims,” but it is of doubtful value to the clinician 
or experimentalist because of its lack of depth. The 
purpose of the book has been only partially fulfilled 
in its promise to provide the reader with an over- 

view of the present-day status of thinking in the 
many branches of psychology. 
James J. Dixon, Pu. D., 

Philadelphia, Pa. 


A New Approace to Scrzornmenna. By Julius I. 
Steinfeld, M.D. (New York: Merlin Press, 
Inc, 1956. $4.95.) 


is suggestive. So, too, the mother factor in ri “a 
have been reported by therapists (whether Psychi- 


people) who have an urge to help, py hag 
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fears, too short a period of nursing, too much re 
luctance to nurse via the breast, too much rigidity in 
feeding schedules, and, in general, a “low oral in- 
dulgence.” Where in more primitive parts of the 
world, the female breast is a nutritional and ma- 
ternal symbol, in western cultures it has become a 
sexual symbol. 

Dr. Steinfeld’s untimely death in the summer of 
1956 has deprived our profession of a provocative 
thinker. While many of us will believe that this 
alimentary theory of schizophrenia is oversimplified, 
we are in debt to Dr. Steinfeld for his calling at- 
tention to this challenging possibility. About half 
the book is made up of case reports. While there is 
no index, the author did provide a working lexicon 
of technical terms used in the book, so that the 
sophisticated non-psychiatrist should be able to fol- 
low this intriguing thesis. 

Henry A. Davinson, M. D., 
Cedar Grove, New Jersey. 


EVALUATION IN Menrat Hearta: A Review oF THE 
Prostem or EvALUATING MENTAL HEALTH Ac 
tivities. A Report of the Subcommittee on Eval- 
uation of Mental Health Activities, Community 
Services Committee, National Advisory Mental 
Health Council, (Publication No. 413, U. S. 
Dept. of Health, Education, and Welfare, Public 
Health Service, National Institute of Mental 
Health, 1955.) 

The Subcommittee is composed of top men in the 
fields of psychiatry, education, and applied social 
sciences in community health and welfare settings, 
assisted by a liaison staf member, Community 
Services Branch, National Institute of Mental 
Health. The foreword is by Dr. R. H. Felix, Di- 
rector, National Institute of Mental Health. _ 

This book represents a milestone in evaluating 
the literature in these various fields that, in the 
minds of this Subcommittee and consultants, seems 
to have special significance in the etiology, diagnosis, 
treatment and prognosis in the broad field of mental 
illness and the factors influencing individual an 
community mental health, The book covers a wide 
Tange of topics, There are 984 references with 
abstracts varying in length from a sentence stating; 
for instance, “Unpublished Research in Progress 
to half a page. This in itself would be an excellent 
contribution in the theoretical and methodologic, 
considerations in mental health activity areas listed 
as follows: Community Organizations, Administra 
tion, Professional Personnel, Education and Infor- 
mation, Preventive Effects of Programs, Factors 
Influencing Individual Mental Health, and Diag 
hostic, Prognostic and Treatment Procedures. 

In addition to these abstracts there are some 
Pages of important comment on each of these areas 
listed in the beginning of the book. ee 

Itis a valuable reference book grouping as it 
Pertinent references under these headings. TETE 
references represent the cream of thoughtful artic 
in this general field over the last several JA 

The members of this Subcommittee on Commu 
Services deserve a vote of thanks for a job Teet 
pe Such evaluations help greatly to keep oUF 
on the ta 

ground. s SA 
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INTRODUCTION 


This report is intended as a contribution 
toward understanding the complex and di- 
verse interaction patterns which are sum- 
mated in the diagnosis of neurosis. The term 
neurosis describes a condition of subjective 
malaise and disturbed social interaction ac- 
cording to criteria accepted by one or more 
participants in the labelling process. It arises 
ee a juncture of the experience of the pa- 
ent, the training and techniques of the 
ati the social patterns and values of 
“th aad One of the hypotheses we 
a en this observation is that 
Saat r ae symptoms and inter- 
at anitestations which are consid- 
mately >a of neurosis may be inti- 
and social a x pe social class position 
e e sufferer., 
i an ial research in mental illness 
teal levels whe problems in the various 
munity, Pio mike up the modern com- 
headed by Sethe a ae the Yale group, 
en studying ant c ollingshead (1), has 
the interde * a reporting its findings on 
Ithiatric diae of social structure and 
cet of that ext mo This paper reports one 
Other inoui pee investigation. 
ic quiries have also shown that neu- 
= varying socio-economic 
into different diagnostic 
erences oo and Leavy(2) reported 
e incidence of particular psy- 
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chiatric syndromes between upper- and 
lower-class neurotics, They found, for ex- 
ample, that somatization reaction, anxiety, 
conversion hysteria, and character disorder 
were much more frequently diagnosed among 
lower-class patients and that depressive re- 
actions are more commonly diagnosed among 
the upper social classes. They also discussed 
the relationship of economic factors to the 
development and precipitation of neurosis in 
patients in an urban private and clinical prac- 
tice(3). We have described significant dif- 
ferences in referral mechanisms and treat- 
ment practices which are related to the class 
position of psychiatric patients(4). 
Our data are derived from a psychiatric 
census of patients in private and public facili- 
ties in a New England university city of 
250,000 population in 1950. In the statements 
to follow, both factual and theoretical, we 
refer only to the treated prevalence of neu- 
rosis, not the probable endemic prevalence 
in the community. ` y j 
‘Since a number of papers from this on- 
going research project have already specified 
the method, we shall describe it briefly and 
refer you to these other publications (1). 
In addition to determining those who were 
receiving psychiatric care, a 5% systematic 
sample of the community's population ie! 
selected and both ty pai e anaiei 
the chiatric populations were 
into EE using Hollingshead s Index s 
Social Position” (1). This index is base 
upon the criteria of education, ecto 
and residence. The principal social levels 
have also been fully presented in our earlier 
reports. They range from the top ee iret 
nomic position, Class I, to Class V, the 


lowest. 


GENERAL RESULTS 
jatric patients in 

There were 1,963 psychiatric pa 
the community of whom 449, oF 23.5%, 


were diagnosed as neurotic. The rates of 
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TABLE 1 


Rates of Nevroric PATIENTS IN TREATMENT PER 
100,000 POPULATION IN THE New Haven 
Comaecunrry, By Soctat CLASS 


treated neurosis per 100,000 of population 
are presented in Table 1. These rates which 
have been standardized on the age and sex of 
the community’s general population are sig- 
nificantly different from one class to another, 

From these rates we can conclude that the 
prevalence of neurosis which has been di- 
agnosed or treated by a psychiatrist is posi- 
tively related to so¢ial class position. The 
higher the social position, the greater the rate 
of neurotics in treatment, 

Having determined this important social 
class difference, who are the people and what 
are the agencies responsible for bringing 
these neurotic individuals into a psychiatric 
Setting? Table 2 shows that the neurotics 
in the 5 classes are referred to psychiatrists 
in quite different ways. These variations are, 
in fact, greater than can be expressed in 
graphic form, 

One of 3 neurotics in the top 2 social 


classes came to the psychiatrist through his 
own initiative or that of a friend or family 
member, without any outside agency or pro- 
fessional direction, About 1 of 10 in Class V 
was brought into contact with psychiatry 
in this personal and voluntary way, 

Medical sources referred 61% of patients 


in Classes I and II, and 36% in Class V, This 


TABLE 2 


PERCENTAGE OF Nevrortic PATIENTS, py TYPE or 
REFERRAL AND CLASS 


Class 
DO == eee 
and 
II m Iv y 
Self, family, friends. 33.7 20.6 23.5 11.5 
Medical: soara kenaa 61.2 56.5 57.7 36.0 
Other professionals. 4.1 78 9.1 29.5 
Legal (police and 
courts ..., + 10 6.1 9.7 23.0 
Da vices + 98 115 175 61 
X?— 61.2184  p—.oor 
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in itself is a striking difference. Pı 

more important, however, is the fact that al- 
most all the upper-class patients were re- 
ferred by their private physicians (to pri- 
vately practicing psychiatrists), while 90% 
of those in Class V were referred from the 
outpatient clinics of a general hospital (to 
public or clinic psychiatric facilities). 

Other professions refer fewer than 1 of 
20 Classes I and II neurotics to psychiatrists, 
while about 1 of every 4 Class V neurotics 
come to the psychiatrist in this way. Minis- 
ters and attorneys refer most of the small re- 
maining number of upper-class patients, 
teachers in Class III, and social, wel fare, and 
legal agencies in Classes IV and V. : 

About 1 of every 4 neurotic individuals in 
Class V who are seen by a psychiatrist arrives 
through the intervention of a legal agency— 
either the police or the courts. They cannot 
generally be considered to be “voluntary” pa- 
tients. Legal referrals occur with only I 
in a 100 upper-class neurotics. $ 

Classes III and IV occupy intermediary 
positions with regard to this referral mecha- 
nism, as the table shows. 

These observations demonstrate that the 
prevalence of treated neuroses is related to 
the social level and that the referral methods 
are linked to the social role. i 

These class biases in referral mechanisms 
were matched by striking differences in the 
psychiatric treatment these patients subse- 
quently received (4). Most upper-class pa- 
tients were treated by private practitioners, 
and most lower-class patients in public D 
or hospitals. But in both public and E 
facilities the higher the class position, t d 
greater was the likelihood that the iets 
would be treated individually and inet 
over a longer period with psychological me! a 
ods, The lower the class position, the sl 
likelihood that he would be treated by © 
ganic methods, seen with less f requena foe 
less intensity, and for a shorter time. iy 
distinctions were exemplified in psycho 
sis which was practiced exclusively wit ia 
Upper 2 classes and never in the lower € “et 

What about the neurosis itself? T self 
maining portion of this paper concerns 1 te 
with such preliminary observations conoi 
ing the symptom pattern and social a 
action of the neuroses in the various ¢la 
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OPERATIONAL CONCEPTS 


Psychiatric diagnosis of neurosis is not yet 
standardized ; there is variation in the nomen- 
cature and the meaning ascribed to the 
diagnostic categories. There is widely differ- 
ing emphasis on phenomenology, and etiol- 
ogy. This lack of uniformity makes compari- 
son of diagnostic categories difficult, We, 
therefore, divided the phenomena of the pa- 
tients’ behavior and feelings into 2 groups: 
First, groupings of psychological symptoms 
of the patients, and second, their social be- 
havior. Our data represent a slice of an inter- 
action process including the complaints of the 
patient and the perspective of the physician. 
£ In this report we concentrate on our stud- 
is into the social interaction processes and 
Simply state that we were able to derive class 
Profiles of distinctive configurations of pat- 
terns of Psychological symptoms (5). 
evidences of intra- and interpersonal 
a ae Processes were arranged into 
ad categories according to extensity 
oe a] of overt social difficulty. The 2 
ea pul be properly referred to as 
duded to Symptomatology, but were in- 

EE complete the spectrum, Its 2 major 
Pi hae (A) the subjective malaise, the 

tle. vie and response to distress or 
iteraction this covert category of the social 
pression a nied is inclusive of anxiety, de- 

eh nd the general category of defense 
otter sym ni the second (B) subsumes all 
hited to rs ae which are predominantly re- 
rake ic elements; these include ac- 

ical jones malfunction or psychopatho- 
malfunction. perception of bodily malaise or 


intera 


he Overt 
pete divided ir 
ĉir area of op 
Toup (C) is t 


interpersonal manifestations 
nto 4 categories according to 
eration, The primary or inner 
tliding bou oy of the nuclear family, in- 
of rocreati« the family of origin and family 
ing i fe The second (D) social group- 
oe the larger social community 

tient interacts ; this includes 


A be n the pa 
T gr igi = 

Soy g Oup of the individual, The next 

represents his more structured 


P (E 
Mteracti 
; ion wi 
n With the larger group, his voca- 


elati : X ; 
ren, school. me Or, in the case of chil- 
ind j Sense inally, the most formal unit, 
the Je the severest, within his social 


ili a 
mi ley i e 

s s r 

legal Structure (F). 
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This gives a calibrated scale going from 
the subtlest inner self-discontent to the most 
severe formalized forms of social interaction, 


- All combinations of such interaction are, of 


course, possible, and we therefore devised 
an arithmetical system whereby this could 
be expressed, again in a graduated series, 
The lowest number represents the most 
covert neurotic difficulties, socially speaking, 
and the largest, the most overt. This gave a 
numerical symbol of the extensity and in- 
tensity of social interaction in each case.* 

The Social Interaction Index is the arith- 
metic mean of the numerical equivalents of 
the extent or degree of social involvement. 
The lowest possible score is 1, the highest, 
63. Every intermediate number may occur— 
indicating a progression of expanding areas 
of involvement, from ‘subjective “outward” 
to legal. 


SOCIAL INTERACTION 


Table 3 shows the percentage in each class 
in this scale in which subjective malaise or 
somatic difficulties existed to the exclusion 
of overt social difficulties. The case records 
or physicians’ reports did not mention social 
difficulties or, if they alluded to them, they 
were minimized or subordinated to these 
symptoms, ; i 

Subjective malaise alone is more than twice 
as high in Classes I and II as in Classes IV 
and V. Class III in this as in other categories 
holds an intermediate position not o k z 
sociologically defined characteristics but atso 
ia per it PA EN of the neurotic 


process. 
Somatic sympto 
lower percentage in 
compared with 30% 
ses IV and V. i 
Ths there are consistent differences at 
each interaction level, but class differences 
widen as we progress into larger orbits. i 
Ninety-six percent of Classes I and 
made by the psychiatric 
ilorination except the symptoms 


oms alone showed a far 
Classes I and II, 4% 
in Class III and 59% in 


‘The ratings 


author, using no EN 
themsel were tested for reliability agair 

he ronal ey ical researcher was 
je yo ive, descriptive protocol. łe- 
lability to be high initially and with 


ter experience 
identical in their results. 
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TABLE 3 


Soctat INTERACTION 


A. Percentage of subjective and somatic symptoms alone— 
by class 


Per cent by class 


1 IV 
and 
m v 
Subjective 36.0 32.0 
Somatic .. . 30.0 59.0 
EPEE 23 14 21 


B. Percentage of total cases showing levels of social 
interaction 


paa 
Per cent by class 


HI Iv v 
Subjective 90.4 85.1 83.6 
Somatic . 50.1 76.0 63.9 
Family .sccavumces 34.7 337 42.6 
Peer group or 

community ...... 31.6 24.3 26.9 45.9 
Occupation .. 278 246 37.7 
Legal ..... 0.9 86 107 
Tv TE 115 175 6I 


Per cent—percentage of total number of cases in 
each class with the particular social interaction 


show „subjective symptoms, compared with 
84% in Class V. Forty-eight percent in the 
top class had somatic complaints, compared 
with 64% in Class V. 

We now turn to the overt aspect of this 
total interaction pattern. Twenty-six percent 
of cases in Classes I and II show family in- 
teraction difficulties compared with 43% in 
Class V. More important, family difficulties 
in Classes I and II differ markedly from 
those in Class V in “quality.” While the so- 
cial unit is the same, the degree of overtness. 
and even aggressiveness, increases as we g 
down the scale, There is a 32% involve- 
ment in peer group or community difficulties 
in Classes I and II compared with 46% in 
Class V. Classes III and IV ranged around 
25%. The more serious legal ruptures rose 
pae 5% in Classes I and II to 20% in Class 


Analyzing every case by social system com- 
plex and by class, we found the same thing, 
with these additional patterns : Classes I and 
II have more subjective symptoms alone and 
subjective symptoms in combination with 
community problems than would be expected. 
Class III has more cases in which subjective, 
somatic, and family were combined, It has 
fewer cases than would be expected with 
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legal problems in any combination. Both 
Classes IV and V have fewer subjective 
symptoms, and Class V has far more com 
plexes in which all categories through the 
community and vocational and legal problems 
are present." 

Every analysis, therefore, to which we 
have thus far subjected our data, gives us 
essentially the same results. Viewed in the 
perspective of their “social significance,” 
manifestations of these neuroses range 
through a remarkably regular progression 
from introversive, intimate, personal symp- 
toms in Classes I and II to the increasingly 
wider community crises and more severe 
social and legal collisions in the lower Classes 
IV and V. 


CORRELATION OF PSYCHOLOGICAL SYMPTOMS 
AND SOCIAL INTERACTION INDEX 


Sole psychological symptoms were corre- 
lated with the social interaction processes M 
the same patient. 

The gradient is generally toward increased 
social difficulties in lower-class groups. “4 
xiety as a sole symptom is correlated with a 
score of 1 in Classes I and II, and with 11" 
Class V. Somatic increases from 2 in Classes 


TABLE 4 


E 
Psycuotocica, Symproms CoRReELATED WIT 
Soctar INTERACTION INDEX 


Ii a 

easel 3 43 

epression 9 13 

Somatic 5 4 

Behavior 16 29 

Character 10 7 
OER ERNE Gr Ate ix 3.0 s sat 9 


v 
No. of symptoms a mv 17 
n DT 
9 7 22 
+4 A 
All cases with more than one rie) 
Psychological symptom .. 11 ae 


* Class V had no cases of depressive symptoms 


_ ol 
p-? 


°X?— 10818 df—13X3=39 
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sus shows that the prevalence of neurosis 
is positively correlated with social level and 
that there are important differences in method 
of referral of neurotics from the various 
social classes, By use of a psychological 
symptom scale, we describe a class configura- 
tion, ranging from subjective, introversive 
symptoms in the top classes to somatic com- 
plaints and behavioral difficulties in the lower 


Tand II to 13 in Classes IV and V, behavior 
from 20 to 42, character from 5 to 15. 

The lower part of ‘Table 4 correlates the 
Social Interaction Index with 2 and more 
symptoms with more consistent results. 

We also studied the social index of all 
tases in which the diagnosis involved a total 
personality response, called here character 
disorder, rather than a sole symptom or 


Single dominant reaction pattern. 

In the group made up of youngsters under 
17 years of age, the average index of social 
involvement was 7.3 in Classes I and II in- 
Cteasing to 39.1 in Class V. These are 
largely boys under 17 who were referred to a 
clinic by juvenile authorities for behavioral 
difficulties in school or in the community. In 
the late adolescent and early adult group, 
_ this differential continues in the same direc- 
tion. However, in the 25-39-year-old group, 
the social indices show the same trend to a 
Somewhat lesser extent. It may be pertinent 
to note that in an on-going prison study by 
the Yale Study Unit in Psychiatry and Law 
(6), this age group has the largest represen- 
fation in Classes IV and V. It is highly 
Probable, therefore, that the individuals who 
Would otherwise be in this group are now in 
jail. By adding all age levels, we get the fol- 
lowing total social interaction index. There 
$a steady gradient from 10.1 in Classes I 
and II to 24.4 in Class V. The numerical 
“{uivalent of social malfunction in treated 

cter disorder is more than twice as 
great in Class V as in the 2 classes highest 
in the social scale, 


SUMMARY 


a advance the hypothesis that the diag- 
-SN of neurosis is the resultant of an inter- 
‘on process involving the patient, the doc- 


tor, and the social group. A psychiatric cen- 


TABLE 5 
Soctar Ivreraction Inpex py AGE AND CLASS 
(Character Disorder) 


Age groups 
rae Tand rj 17-24 25-39 4o+ Total 
Class 117 73 1.4 109 S 
ya aaa 15-0 99 134 133 
ass y ` 26.5 21.0 19.6 19.6 20.7 
ses. 30.2 208 16.6 19.4 244 


classes. A social interaction index reveals 
that the locus of conflict progressed through 
increasingly wider areas of social dislocation 
—ranging from intrapersonal symptoms in 
Classes I and II to severe social and legal 
collisions in lower Classes IV and V. Corre- 
lation of all psychological symptoms and so- 
cial interaction shows this consistent increase 
in social difficulties. The correlation of char- 
acter disorder and social interaction illustrate 
these relationships in a striking manner. 

Several operations now in process add to 
their significance: (a) Professional orienta- 
the psychiatrist, whether analytic, 
analytically oriented, or eclectic, is positively 
correlated with class; (b) patterns of symp- 
toms are positively correlated with class; 
(c) symptom pattern and social interaction 
index are also being correlated. 

From these findings, and from comple- 
mentary results of the over-all investigation, 
we adduce that treated neurosis 1s @ process 
within a social context which can be best 
understood by systematic observation 
alone of the individual but of his. see 
sonal gestalt. Certain = 
pase of the social classes are reflected 


in the neurosis itselt. 
Discussion 
Our data show how varied 


; ions and the psychiatri x 
any el ny piles 


are the com- 


ily aches, catic 
es Others who seek ee et 
stimulated by an inner sense dpe cite 
treated by infinitely subtle ia Pre ged 
verbal communication are ^ eurotics 
When we discover that certain psyc 


consistently describe 2 € th equal uniformity 


pe a 
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tempt to cure them with quite different tech- 
niques, and when, finally, we ascertain that 
their patients fall into definable groups bear- 
ing common social and behavioral charac- 
teristics—then similarity to medical disease 
processes as we traditionally conceive them 
is not great. 

It is important, however, to distinguish 
between the possible existence of psycho- 
logical and psychopathological states and the 
process of diagnosis of neurosis within a 
social context. Neither our data nor our 
inclination leads us to question the assump- 
tion that comparable unconscious mecha- 
nisms are common to all classes. Nor do we 

doubt that psychogenetic developmental ele- 
ments such as identification, oedipal conflicts, 
and sibling rivalry, and psychosexual devel- 
opmental patterns, are basic to all people in 
all classes. Certainly that nebulous phe- 
nomenon designated by the term “anxiety” 
is shared by all classes of neurotics. It is 
probably true, moreover, that anxiety is 
ubiquitous in the nonpsychiatric population. 
At present we would not even be justified 
in assuming that the difference is quantita- 
tive. Nor are we prepared to question seri- 
ously the possibility that there would be 
different results if analysts examined our 
Class V patients and eclectic psychiatrists 
treated our Class I subjects. But the point 

is that they do not. Treated neurosis is a 

conceptual abstraction of particular elements 

of behavior and feeling, and those who apply 
the concepts define the neurosis(7). 

This paper offers some evidence concern- 
ing the role of the various participants in this 
process of definition. We have some hints 
concerning the role of the social group in 
making it. We have definite information con- 
cerning the part played by those who are 
professionally concerned, But it seems likely 
that a most important role in diagnosing 
“neurosis” is played by the individual who 
bears this label. Just how and why he accepts 
this designation is a fascinating and funda- 

mental problem. 

We have seen how agencies concerned with 
public order and morality, the courts and 
police, sometimes serve as transmitters of 
social deviants to the psychiatrist. Thus, the 
problem of conformity or nonconformity is 
shifted in a particular subculture from an 


NEUROSIS AND SOCIAL CLASS 


ethical question to a psychological 
In a similar way ministers by their referrals 
conceptually alter a problem from one of sim- 
fulness to one of neurosis and doctors in a 
like manner from physical pain to psycho- 
locical conflict. r 

The criteria for assumption of the neurotic 
role differs significantly from class tø class — 
It is quite likely that these group attitudes — 
vary in turn and are undoubtedly affected by 
cross-class acculturation. From our data 
there is an apparent difference in concept of 
self as patient in the social classes if one is 
(1) uncomfortable or unhappy, (2) if his 
body hurts or functions poorly, (3) if he is 
unable to be effective at his work, (4) if he 
is in trouble wtih his social community, 0f 
(5) if he is in difficulty with the law. 

We may indulge ourselves in the following 
(over) generalizations: The Class V nen- 
totic behaves badly, the Class IV neurotic 
aches physically, the Class III patient de 
fends fearfully, and the patients in Classes 
I and II are dissatisfied with themselves: 
Thus we have a motor pattern of a f 
dislocation, a “body language” of pain and 
malfunction, social anxiety, and verbal sym- 
bolic dislocation, all called neurotics. A 

Stated another way, the Class V neurotic 
is often hailed before the psychiatrist because 
he is externally maladjusted (acts out, allo- 
plastic) and the Class I and Class II patient 
most frequently comes because he is inte 
nally maladjusted (acts in, autoplastic). saa 

Thus, there seem to be interesting k 
possibly significant class-typed neuroses, 
some characteristics of which may be bao 
pally due to the manner of referral ae 
others to the sociological characteristics © 
the class. It is serious concept aan 
think of neuroses of certain types as 0 
“correlated” with class position as a a 
they were phenomena superimpo : 


78 
“class.” We think of class simply asa syster 
for conceptually dividing society into gro! p í 
ranked together by the possession © comm a 


characteristics. The constant reiteration it 
the term in this paper may appear to Bi ie 
a rigidity or a concreteness whi ? 
yond the intention of the author A e 
The differences we have report per 
equally be a function of the selective ae 
ception and focus of the interest © 
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therapist. Raines and Rohmer(8) have 
shown how important the psychological re- 
fraction of the individual therapist is. They 
refer to the projective elements in diagno- 
sis, and describe how the social background, 
technical training, and personal proclivities 
of the doctor affect his emphasis. In our 
data, we found that a psychiatrist tends to 
diagnose and treat according to his profes- 
sional orientation or ideology. It is quite pos- 
sible that a psychoanalyst would not report 
a complaint of abdominal pain in favor of 
sexual anxiety ; while an eclectically oriented 
therapist might emphasize the former. 

_ Ina sense the doctor-patient relationship 
is a symbiotic one. Who choses whom is not 
an easy question to answer. Each party to 
the therapeutic transaction requires the pres- 
ence, at least the agreement, in all probability, 
of the other in order to carry out the pro- 
cedures—if not to their mutual satisfaction— 
at least to allow them sufficient contiguity, 
comfort, and sense of “rightness” to proceed, 
In short, the same frame of reference must 
obtain between the two, or one must indoc- 
trinate the other. 

What implications do these findings have 
for our clinical practices? Psychiatric treat- 
ment as a psychological technique involves 
verbal communication requiring not simply 
physical presence but a state of receptivity, of 
motivation, Many lower-class patients tend 
to come into psychiatric milieu through of- 
ficial or semiofficial channels—channels in 
which the element of force is at least implicit. 

“mately, the individual must accept or at 
a acquiesce to the medical and social value 
ae which define his condition as neu- 
ae and, hence, himself a proper subject 
= Psychiatric attention. He must not only 
Baers but actually incorporate these 
a. if the method utilized is to be psy- 
ee pag since this employs relationships 
eas eo verbal communication, and an es- 
a Prerequisite is that there exist a shared 

2 jon to change something, whether it be 

ie ideas, emotions, or behavior. 
ce, lass IV and Class V patients have 

al symptoms—their neurosis speaks a 


kind of body or motor language. Their bodies 
hurt, or their behavior offends. The judg- 
ment that this is a psychiatric illness is often 
not theirs but that of official or semiofficial 
agencies. 

Tt is at least a possibility that contempo- 
rary psychiatrists have learned to treat upper- 
class feelings through the manipulation of 
verbal cues and attempt to cure the Class IV 
and Class V bodily and behavioral symptoms 
in the same way. Perhaps it makes a prag- 
matic sort of sense that the behavioral and 
social maladaptations are treated by non- 
verbal behavioral manipulations, and more 
covert “feeling” neuroses are treated with 
attempts at manipulation of the complex, 
private verbal symbol. It might make better 
sense to recognize the often radically differ- 
ing personal and social significance of the 
neurosis in different individuals and to de- 
velop relevant techniques—perhaps involv- 
ing behavioral, social, and bodily symbols— 
more specifically than is now the case. 
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MENTAL HEALTH IMPLICATIONS OF A GENERAL 
BEHAVIOR THEORY * 


JAMES G. MILLER, M.D. ANN Arsor, Micu. 


Gilbert and Sullivan’s Mikado said “I have 
never seen such unanimity . . . in my life.” 
He was referring of course to a point of law 
and not to the present state of theory under- 
lying psychiatric practice. Unanimity is rare 
in the law, but as every practitioner has prob- 
ably observed in some jaundiced mood, it 
seems even rarer in psychiatry. How can the 
psychiatric clinician improve his effectiveness 
and productivity listening to the current 
clamor of schools and deviationists, unable to 
depend on an integrated science of man? A 
clinician can operate in terms of his intuition, 
but objective studies which compare the in- 
tuitions of various clinicians usually have 
indicated little agreement among them. Or 
in his diagnosis and therapy he can apply a 
theory about the nature of human behavior. 
But which theory of the many to select? 
Should it be Freudian psychoanalysis or the 
tenets of Adler, Jung, or Horney? Should 
he rely on the determinisms of the geneticist, 
the cultural anthropologist, the economist, or 
the sociologist? Should he draw strongly 
upon biochemical theories, upon physiological 
notions concerning maintenance of homeo- 
stasis and the nature of neural processes, or 
upon insights derived from neuropathology ? 
As practicing clinicians we often find our- 
selves making diagnostic or therapeutic de- 
cisions in terms of unsubstantial surmises or 
diaphanous memories of past individual pat- 
terns rather than with reference to a general 
body of carefully evaluated tenets and re- 
lated evidence. 

With these problems in mind, a mental 
health research institute was established last 
year in the department of psychiatry at the 
University of Michigan, to combine clinical 
psychiatry, medicine, neurophysiology, psy- 
choanalysis, psychology, anthropology, and 
other behavioral sciences in fundamental re- 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

*From the Mental Health Research Institute, 
University of Michigan, Ann Arbor, Mich, 
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search on behavior with special emphasis on 
mental disease. The nucleus of this inter- 
disciplinary group came from the University 
of Chicago, where they had been working 
together for several years in an effort to de- 
velop an integrated and testable general 
theory of behavior. 

At the end of the war, physicists at the 
University of Chicago, who had been as- 
sociated with the development of the plu- 
tonium bomb and who had foreseen the ap- 
proaching hydrogen bomb, as had their col- 
leagues in other centers of learning, expr 
their concern about the disproportionate ad- 
vance of physical sciences in comparison with 
the behavioral sciences, and questioned why 
our knowledge of the inanimate world was 
accelerating so rapidly and understanding of 
our own motivations and behavior lagging 
so markedly. With weapons of vast destruc- 
tiveness already available and with more, 
like the hydrogen and cobalt bombs in the 
offing, they feared that some emotionally 
disturbed individual or some mad govern- 
ment might release weapons against enemies 
which would automatically incur retaliation 
in such magnitude that the ultimate effect 
would be essential race suicide. AS one 
Nobel physicist said—and he was not being 
facetious: 
commit 


Perhaps a given species has the right to the 


mass suicide if it wishes, but does it also ap i 
right to kill all other animals and plants aie for 
so removing entirely from the earth opportun! 
the continuation of life and evolution? 


Various natural scientists therefore suggest 
that psychiatrists and other behavioral srt 
tists consider the possibility of a Cn 
effort toward the development of a 8° 
theory of behavior, which would bridge | 
gaps between the disciplines and tt oof 
walls among the schools of thought. t least 
plete agreement could not be reach pucia 
it was possible to initiate the stating of Cni- 
experiments, clinical observations OF “resol” 
cal testing, directed toward ultimate * 


ee 


tion of disagreements and the development 
of an integrated body of knowledge. 

It was pointed out that the natural sciences 
fad advanced by leap-frogging from one 
embracing theory of the nature of the uni- 
verse to another. Pythagoras, Ptolemy, 
Copernicus, Galileo, Newton, and Einstein— 
tach presented a new cosmology which was 
closer to what we at present consider to be 

correct, and consequently with each new 
ion effective application spurted 
ahead. Why could not the sciences of man 
emulate the natural sciences where progress 
has been rapid? The major unsolved issues 
re society were clearly those of human 
felations, normal and abnormal—interna- 
tional disharmony, mental illness, juvenile 
cy, crime, marital discord, slums, 
industrial strife, etc. Something needed to be 
done; why not try to employ in the study 
of behavior the methods used so suc- 
“tessfully in physics and related areas? 

The psychiatrists and other biological and 
social scientists consulted were immediately 
skeptical. They felt that there was only 
Meager understanding of the vast complexi- 
ties of Psychodynamics and psychopathology. 

ad an in our field had not favored uni- 

on. As in any immature discipline, each 
theorist developed his own ideas, his own 
ew. and attached his name to them. 

Evertheless the challenge presented by the 
Natural scientists was so intriguing that when 
university support was forthcoming, several 
Senior professors from different departments 

to meet regularly in 1951 to determine 
themselves what promise lay in such an 

PProach. The participant disciplines were 

mee ey economics, political 

» Sociology, social psychology, psychol- 

sA Psychiatry, medicine, physiology, and 
ematical biology. Other areas, such as 
ysics and philosophy, were occasionally 
Soares Each person spoke in turn about 
Problems of normal and abnormal human 
savior as viewed by himself and others in 

l. The first few sessions were fairly 

comp i The historian had difficulty 
a, ending the physiologist and con- 
i. 4 many of the economist’s comments 
Sete to the psychiatrist. We were 
eme J Point of admitting that the task 
beyond our abilities when it was ob- 


served that while our terminology varied 
greatly, our thinking had some things in com- 
mon. For example, the notion of the storage 
of experience over time was a concept which 
appeared in all the presentations. To the elec- 
tronic engineer this is related to the electronic 
memories which store information to be used 
in the solution of future problems. Econo- 
mists speak of utilities which are carried for- 
ward from prior experience. Physiological 
notions like trace and engram deal with 
storage of experience. Psychiatrists and psy- 
chologists use such terms as memory, learn- 
ing, attitude, and habit. In sociology one 
hears of canalization; in philosophy, of 
Weltanschauung; in anthropology, of accul- 
turation. Psychoanalysts use the term 
cathexis. Having recognized this, we were 
stimulated to investigate in our individual 
fields the meaning of various words which 
involved the notion of residues of experience, 
the assumptions underlying them, and the 
similarities and differences among them. 

As we began to see such similarities, our 
enthusiasm rose rapidly and we attempted to 
locate neutral terms which were acceptable 
to various fields and could be used by all of 
us to represent our concepts. We gradually 
progressed to a point of agreement upon 
several fundamental ideas and organized 
them into what may be referred to at present 
as a general behavior systems theory. } 

I shall summarize our point of view as it 
exists at the moment, but must indicate that 
it is in continual flux and is certain in the 
future to be modified in many ways. More- 
over, it represents group thinking, and as a 
matter of fact many of the ideas may have 
been appropriated from others, since we have 
attempted to sift out among alternative pos- 
sibilities those concepts which appear most 
reasonable to us. Some of my statements 
will inevitably distort the group view A ES 
of my own thinking, and although I shal = 
to be as objective as possible, there is 
doubt that each one of us would report our 
activities somewhat differently. y 

Systems are bounded regions in su eee 
involving energy interchange st 2 
parts (which are associated in funci 
lationships) and wi : 

General systems theory 
definitions, assumptions, 
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all levels of systems from atomic particles 
through atoms, molecules, crystals, viruses, 
cells, organs, individuals, small groups, so- 
cieties, planets, solar systems, and galaxies. 
This concept of the various levels of behaving 
systems has been emphasized for years by Dr. 
Ralph Gerard, a member of our group, and 
others. General behavior systems theory is a 
subcategory of such theory, dealing with liv- 
ing systems, extending roughly from viruses 
through societies. Perhaps the most signif- 
icant fact about living things is that they are 
open systems, with important inputs and out- 
puts. Laws that apply to them differ from 
those applying to relatively closed systems. 

All behavior can be conceived of as energy 

exchange within an open system or from one 
such system to another. Any exchange of 
energy across a boundary results in some al- 
teration or distortion of the energy form, 
Those specific functions of systems which 
we can stipulate and whose magnitude we 
can measure in a relative scale, we will call 
“variables” if they are within the system and 
“parameters” if they are in its environment. 
Each system except the largest of all—the 
universe—has its environment, The system 
and its environment together constitute a 
suprasystem. Each system except the small- 
est has subsystems, which are any compo- 
nents of an organism that can affect a 
variable. 
Inputs and outputs may be either coded or 
uncoded. Coding is a linkage within sub- 
systems whereby process A, is coupled with 
process A; so that either will elicit the other 
in the future. Coding involves conditioning, 
learning, or pairing of 2 processes in a system 
and the memory or retention of this union 
over a period of time. Any action is uncoded 
unless—like speech or gesture—it has some 
added significance as a result of such a bond. 
It then conveys information, 

All living systems tend to maintain steady 
states of many variables, by negative feed- 
back mechanisms which distribute informa- 
tion to subsystems to keep them in orderly 
balance, Not only are subsystems commonly 
kept in equilibrium, but systems are also 
usually in balance with their environments, 
which have outputs into systems and inputs 
from them. This prevents variations in the 
environment from destroying systems, either 


by collapse or by explosion. There is a range 
of stability for any parameter or variable in 
any system. It is that range within which 
the rate of correction is minimal or zero and 
beyond which correction does occur. Inputs 
(or loads), either coded or uncoded which, 
by lack or excess, force the variables beyond 
the range of stability constitute stresses and 
produce strains within the system. These 
strains may or may not be capable of being 
reduced, depending upon the equilibratory 
resources of the system. 

The above general statement can be trans- 
lated into terminology of several behavioral 
sciences. In individual psychology and psy- 
chiatry for instance, the system has generally 
been known as the organism ; the input as the 
stimulus; and the output as the response. 
Uncoded inputs, we have recognized, can 
result in strains or disequilibria within the 
organism which are known as primary of 
somagenic drives. Coded inputs result in 
secondary, learned, acquired, or psychogenic 
drives. Reduction of strains is called drive 
satisfaction. When inputs or loads create 
strains great enough to call into play complex 
subsystems to restore equilibrium, we some 
times refer to such processes as “defense 
mechanisms.” When these mechanisms fail 
severe disruption of the steady state of the 
organism, known as mental or physical n 
ness, or ultimately death, occurs. The to 
of the strains within the individual resulting 
from his genetic input and variations in the 
input from his environment is often referri 
to as his values, The relative urgency 0 a 
ducing these individual strains determines : 
hierarchy of values. en 

This summarization of our position 18 ie! 
general and of little value unless made ae 
crete by specific propositions related j z 
Also necessary is empirical evidence Shon 
against the propositions and a clear 1n on $ 
of their potential application to clinica ee) 
lems. Numerous propositions have ie- 

: ; 1 fram 
derived from this general conceptu f whic 
work or related to it by our group, 4 yr cal 
are presented as the only examples t™ res- 
be given within the limitations of this P 
entation. o 

Proposition r—The rate of gronh Siny 
system in a medium which has on epee 
unrestricted amount of energy oo” 
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input is—within certain ranges—exponential. 
With numerous restrictions this proposition 
appears to apply to behaving systems at 
several levels. It is true that there are several 
shapes of exponential growth curves, each 
applying to different classes of systems, 
Moreover, it is apparent that there are dis- 
analogies among levels as well as analogies— 
for example, that cell growth is best meas- 
ured in micra and growth of societies in 
kilometers; that the growth period of cells 
is measured in hours and of societies in 
decades or centuries; and that there are spe- 
cies differences—proportionate to their adult 
body size hamsters grow faster than ele- 
phants. Nevertheless this proposition, with 
certain restrictions, is true of the growth of 
bacterial cultures, of long bones in the embryo 
as seen by x-ray, of individual animals and 
perhaps of some groups. Malthus’s law of 
population growth is of similar character. 
Proposition 2.—There is always a constant 
Systematic distortion—or better alteration— 
between input of energy or information into 
a system and output from that system. The 
Mput-output distortion of vacuum tubes is 
common knowledge. Glucose enters a cell 
lactic acid comes out—a comparable 
alteration, A Rorschach card is an identical 
e for many patients, but the charac- 
ee e oons of each result in the out- 
Sie ifferent Tesponses. Communication 
ees Persons inevitably produces some 
Tia on since it may be that these indi- 
S are not coded identically. It is well 
Ti that in formation from one group to 
e may be distorted or altered in its 
Sir Le For example, when the Secre- 
toii E DOr issues a statement, it 1s com- 
“a bias in one fashion by labor 
may! te reir members and in quite another 
tonto’, — of commerce to theirs. Dis- 
across inte Propaganda in communications 
Extensi rnational boundaries have been 

: Sively studied, 
Contino not, 3—Living systems respond to 
in respons Y increasing stress first by a lag 
RA ise, then by an overcompensatory 
of the — finally by catastrophic collapse 
indicate thor We have collected data which 
se in h = coded or symbolic stresses like 
similar ca may well elicit response curves 
‘ose of Selye, From one of our 


tests it was evident that while extreme stress 
worsens performance, moderate stress im- 
proves it above ordinary levels. Other tests 
illustrate how certain subsystems may de- 
velop strain under stress but the whole sys- 
tem will compensate for it. 

Proposition 4.—Systems which survive 
employ the least expensive defenses against 
stress first and increasingly more expensive 
ones later. Human defense mechanisms to 
protect against coded, psychodynamic stresses 
are comparable to physiological mechanisms, 
and ordinarily are mobilized in order of their 
expensiveness. If a continuously increasing 
amount of acid is injected into a dog’s veins, 
the first defense mechanism which appears 
to reach its maximal effectiveness, in order 
to protect the steady pH of the blood from 
this stress, will probably be overbreathing. 
Excretion of a more acid urine than usual 
and the “chloride shift” from blood plasma 
to red cells are other protective mechanisms 
which later may be called into play. It is 
possible that the protective mechanisms first 
mobilized are those that employ the inputs 
which are most easily replaceable, such as 
oxygen, and the mechanisms involving in- 
puts not so easily replaceable from their en- 
vironment are used only under more extreme 
conditions. 

A person’s defense mechanisms when he 
is unable to solve a problem or achieve a 
goal may follow this pattern: He may lower 
his level of aspiration. This is relatively 
inexpensive. He may then rationalize his 
behavior by saying that he could have m 
complished it if more time had been available. 
This is a little more expensive, since he may 
be placed in the untenable position of being 
given more time and still being unable to 
achieve the goal. Repression may be his next 
way of handling the stress, and the unre- 
solved strain within him may result in psy- 
chosomatic symptoms—a serious a 
quence, Finally, to avoid extreme wes 4 
tion, he may deny the reality of his tot ape 
and a catatonic state may follow—an ex 
tremely expensive defense. 


Other propositions concern the economic 


esources available to systems, 
° o 
utilization of r 


decision-making processes, | 
esses, storage of information and energy, 
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natural selection processes, and other bioso- 
cial phenomena. 

We recognize that theory means little if it 
is not tested empirically. We plan to deter- 
mine priorities for our clinical and laboratory 
researches in terms of their promise of test- 
ing various aspects of the theory at one or 
more levels. 

Empirical researches oriented to such 
theories have been conducted in the past, and 
are now underway and being planned by 
members of the staff of the Institute, of 
whom Dr. Ralph Gerard, Dr. C. Leslie Glenn, 
Dr, Anatol Rapoport and I are the senior 
members. In addition, we have a number 

of junior staff members from various disci- 
plines working with us. We shall soon be 
joined by senior personnel in other fields of 
the behavioral sciences. 

These empirical studies illustrate various 
methods of testing the quantitative formal 
identities inherent in systems theory. They 
include a study previously carried out by Dr. 
Rapoport and his associates involving the 
rate of spread of rumors or information in 

the society. The investigation was car- 

ried on in an isolated community in the 
northwest. A rumor was experimentally 
distributed to a sample of the population and 
then a careful check kept of the network of 
individuals through whom the rumor spread, 
The findings from this study and similar ex- 
periments were shown to have real compar- 
ability to theories concerning the spread of 
an epidemic and the spread of impulses in 
the nerve net in the central nervous system, 
This research concerns a formal identity be- 
tween the diffusion of information at the level 
of the social system, diffusion of matter (or 
energy )—that is, infectious agents—in a so- 
cial system, and diffusion of neural impulses 
in an organ, the central nervous system, The 
last is potentially testable in the laboratory. 
This is an illustration of one of the strategies 
we hope to follow in the evaluation of a 
general behavior theory—measuring of 
quantitative similarities among levels, 

Of general empirical interest to us are 
quantitative similarities between psychologi- 
cal and physiological reactions to stress— 
what sorts of excesses or lacks of physical 
or informational inputs cause stress to the 
organism and lead to eventual breakdown of 
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a system in physical or mental illness, or 
death? We plan to study not only such 
stresses as hunger, thirst, fatigue, loud noise, 
cold, and so forth, but also various drugs like 
mescaline and lysergic acid. Also we shall 
investigate the stress-producing effects of so- 
cial situations, for example the helpless plight 
of fathers awaiting the birth of their first 
child. A number of stress-sensitive psycho- 
logical and physiological measures will be 
administered simultaneously under circum- 
stances of varying biological and social stress, 
observing the effects on homeostatic equi- 
librium and behavior, and the defense mecha- 
nisms which are mobilized by the individual. 
The strategy in such research is to compare 
under similar conditions fluctuations in 
energy transmission processes (i.e, physio- 
logical measures) with fluctuations in infor- 
mation transmission processes (i.e, psychi- 
atric and social measures). 

Another empirical strategy derived from 
systems theory is the comparing of electronic 
systems with animal and human systems. 
This has been done by Grey-Walter and 
others in the development of his behavior 
simulators. In addition, it is possible to use 
such comparisons to develop diagnostic 10- 
struments. Ever since 1938 when Sa 
indicated that the algebra of logic is identic 
to the algebra of electronic circuits, it m 
been recognized that it is possible to but 5 
logical problems into computers. A few n a 
ago our group discussed the possible dev a 
ment of an electronic device which would ie 
problem-solving ability. Such an ie 
sequential reasoning tester (the PSI € 
paratus) has now been constructed, e of 
a type of intelligence test but is capa dai 
analyzing many aspects of conscious an ei 
conscious cognitive processes. The iad 
the PSI apparatus is to push some © ibe 
buttons which form a circle on the face ° we 
machine in such an order that ri 
the light in the center of the circle 1$ fit. oes 
button in the outside ring is associated de- 
light which goes on when the button i ree 
pressed. In the next time interval other A 3 
in the circle may or may not be lit, a 
ing on the nature of the network conn jight 
them. A template surrounds the cent sie 
with arrows indicating logical relati 
facilitation or inhibition which exist 
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one and another of all the lights in the circle. 
The simplest problem, for example, would 
be to depress button 4 in time period A and 
light the central light in period B. The next 
most simple problem would be to push button 
4in time period A, which would light button 
6in time period B, and this would light the 
central light. From these very simple prob- 
lems which are probably soluble by lower 
animals, it is possible to advance to networks 
of sequences so complex that Einstein might 
have found them difficult of solution, Prob- 
lems are plugged into the back of the appa- 
ratus and contain the networks, which are 
completely covered so that the patient tak- 
ing the test cannot get from them any clue 
as to the nature of the problem. A complete 
electronic record may be kept of each stage 
of the patient’s problem-solving behavior. 
This is a problem situation that does not 
Tequire language and which appears to be 
relatively culture-free, with the possible ex- 
ception that members of a button-pushing 
culture may have an advantage over natives 
of Darkest Africa. No previous achievement 
is required and children do remarkably well 
on it, The Stanford Binet test requires one 
skill at 5 months, using one set of muscles, 
2b an entirely different skill at the 7 months’ 
evel. The Bellevue-Wechsler is composed of 
many subtests whose dimensions are in no 
ed comparable. Unlike the majority of 
se intelligence tests, the PSI apparatus 
oe problems which increase in com- 
aL, in similar units. In addition, multiple 
$ ems of any given difficulty are availa- 
» So that frequent repetitive testing—as 


throughout a course of psychotherapy—is 


feasible, 
and of different scores may be de- 
tikes. ‘of 3 t e machine including the correct- 
Memo ogical operations, learning and 
question curves, the number of redundant 
change y asked, „as well as measures of 
A set during the solution of a prob- 
ecause pad ways it is also a projective test 
Minimize ae is not told whether he is to 
enumb 1e amount of time to a solution or 
eine aan of buttons pressed. Consequently, 
ypotheses in. push many buttons without 
While athe in a blind effort to find solutions, 
TS ponder at length to figure out 
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rational solutions before testing them by 
pushing carefully selected buttons. Popular 
and original solutions ¢ la Rorschach may 
also be scored. All the scores are entirely 
objective and quantitative, and involve no 
interpretational skill. It is possible for the 
scoring to be carried out completely by an 
electronic computer. Three of our former 
associates in Chicago are primarily respon- 
sible for the PSI apparatus—Dr. E. Roy 
John, Dr. Horacio J. A. Rimoldi, and Mr. 
Stanley Molnar. Dr. John has recently com- 
pleted a monograph on it, which is now in 
press. 

Another investigation on which prelimi- 
nary work has been done concerns a compari- 
son of sensory distortion and distortion in 
social communications, We are studying the 
sensory performances of paranoid patients 
on critical flicker fusion tests and on an ap- 
paratus in which a patch of color interrupted 
by different speeds of rotation of a slotted 
disc in front of it is seen to change to its 
complementary color. The performance of 
such patients on this device will be contrasted 
with the performance of the same patients 
during transmission of information through 
a group in a situation similar to the parlor 
game of “telephone,” in which a sentence 1s 
whispered through a chain of individuals. 
This usually results in a distortion of the 
sentence between the beginning and end of 
the chain. The strategy of such research is 
to compare the same patients as individual 
systems and as components of group systems. 

Experiments are also being conducted in 


: : a ates: 
which 3 subjects solve problems with el 
tronic equipment, which is connected ap a 
analog computer and is so programme hy 
if one player cooperates with another ee 
more rewarded than if he is competitive. We 
are interested in which types of situations 
produce cooperative Or mutual saws ere 
among individuals, and which types of es 
viduals most readily demonstrate mutual y 
Such a study, of course, has potential impli 
cations for the subtle relationships n PY 
chotherapy. Also important 1s the com in g 
of individuals and a machine to form a Kid 
tem, which permits utilization of me we 
units of electronics to measure 


processes. 
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Finally, we are investigating quantitative 
similarities between the transmission of cul- 
ture in “microcultures” or small groups made 
up in the laboratory, and the genetic trans- 
mission of traits examined by population 
genetics. In such research formal identities 
between known biological processes like the 
transmission of information in genes, and 
social or cultural processes, like the transmis- 
sion of ideas or linguistic units, are being 
studied, The theory underlying certain of 
these investigations and the empirical find- 
ings will be published periodically in our new 
quarterly journal, Behavioral Science, the 
official publication of our Institute but open 
to contributors on a national basis. 

To summarize the goals of the work out- 
lined in this paper, we hope that such funda- 
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mental clinical and laboratory research may 
help to bridge gaps in our present knowledge, 
like the chasm between our current under- 
standing of normal function and psycho- 
analytic theory. We hope also that it will lead 
to clarification of the relationships between 
physical (sometimes called “‘organic”) and 
psychological (sometimes called “func- 
tional”) processes in mental illness and 
health. It is our hope that such investigation 
wherever it is carried out may lead to the 
development of more agreement concern- 
ing the determinants of behavior, so improv- 
ing our present diagnostic and prognostic 
categories and making possible hardheaded 
applications to clinical problems, advances in 
precision and effectiveness of psychodiag- 
nostic and psychotherapeutic methods. 


GLINICAL OBSERVATIONS ON THE USE OF PROMETHAZINE 
HYDROCHLORIDE IN PSYCHIATRIC DISORDERS 


H. J. ERWIN, M.D.: Sr. Louis, Mo. 


Much progress in the treatment of the 
mentally ill over the past few years has been 
stimulated by reports of clinical experiences 
with the new tranquilizing drugs. Of these, 
the Rauwolfia and phenothiazine groups offer 
the most promising line of investigation. 
However, the ideal agent should produce a 
Satisfactory response with little or no dis- 
turbing reactions. It is unfortunate that some 
of the compounds derived from Rauwolfia 
t and phenothiazine have been associated with 

l undesirable, sometimes serious and even fatal 

side-effects. Nasal obstruction, severe head- 
ache, diarrhea, hypotension, vasomotor col- 
lapse, visual disturbances, skin rash, jaun- 
dice, neurotoxic and hematological and other 
disturbances have been reported from use of 
one or the other, or of both(r). 

Inour search for new tranquilizing drugs, 
or for improved modifications of existing 
preparations, we became interested in the 
Similarity between the chemical structures 


ig and promethazine (Fig. 


ý 


CH, CH: 
a ba 
| 
CH; 
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J CH: + HCl N 
P CH; CHs: HCI 
Tomethazine C : 
Hydrochloride ENLACE 
i Fic. 1 
—— 
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ane director, neuropsychiatry, Homer G. 
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ey al, 2601 North Whittier St, St 


The fundamental radical in antihistamines 
R 

is thought to be —CH,—CH,—N cor- 
R 

responding to —CH,—CH,—NH, in hista- 


mine. 
In chlorpromazine, the side chain is 


—CH,—CH.—CH.—N z which would defi- 
nitely alter the action of fu patis radical, In 
promethazine eee ear the methyl 


3 

group (CH) displaces one H on the second 
carbon. There is no chlorine atom. It is re- 
called that antibiotic therapy the removal of 
the chlorine atom from the chlortetracycline 
structure resulted in a drug fully comparable 
in therapeutic results, giving higher and more 
prolonged blood levels and notably few of 
the gastric and other adverse effects charac- 
teristic of chlortetracycline(2). : 

Promethazine hydrochloride has had wide- 
spread application in the treatment of aller- 
4) and as an antinauseant in motion 
sickness(5). Repeated success has been re- 
ported with its use in controlling apprehen- 
sion incidental to surgery a page 
A recent study reports the satistactoty © 
of promethazine for pre- and postanesthetic 


in psychiatric con- 
interest was rele @ Re 
ed Be ara A 
te whether the chemical similarity © 
pe to chlorpromazine might mode 
comparable or H are Foe Rem 
2) to determine whe e ey 
pene structure might obviate the disad 
vantages of the chlorinated compoun 


ditions. Our 


MATERIAL Sa 

dy included 39 patients (31 te- 
ee ie 18 to 70 years old) who were 
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TABLE 1 


Dracnosis—39 PSYCHIATRIC Patients 


Agitated depression ` 
Manic-depressive psychosis 
depressed phase ......... RS 


manic phase .........- 2 
Schizophrenic excitement . .. etter eeeeseeeees I 
Excitement consequent to brain trauma...... I 
Anxiety states .... . 21 
Schizophrenic reacti 3 

I 
I 
Total! «Vie EEEN TE E E 


seen in the psychiatric clinic. Thirteen were 
frankly psychotic, and 26 could be classified 
as psychoneurotic (Table 1). Some had been 
attending the outpatient clinic but were not 
responding to the prescribed therapy—chlor- 
promazine, reserpine, or both. Others were 
new patients referred to the neuropsychiatric 
clinic by private physicians or welfare agen- 
cies. 

The severity of the psychiatric disturbance 
varied considerably ; some patients exhibited 
moderate anxiety reactions with phobias; 
others, severe agitation, hysteria, or manic- 
depressive reaction. All patients in this study, 
however, were managed in the outpatient 
clinic for it was feared, especially in a few 
cases, that admission to a psychiatric hospi- 
tal might have a traumatic effect. Then, too, 
it was believed that a tranquilizing drug, ad- 
ministered in conjunction with periodic psy- 
chotherapeutic sessions, might result in more 
effective control, 

Of the 39 patients observed, 35 were suf- 
ficiently disturbed to discontinue their usual 
life routine. The duration of illness varied 
from 2 to 18 months with the average of 

6.3 months. The shortest term of illness 
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was 2 years and the longest 8 years with an 
average of 4.4 years. The presumptive prog- 
nosis without further treatment showed that 
the outlook was poor in 23, guarded in 13, 
fair in 1 and good in 2. Each patient had 
been on previous medication for at least 3 
weeks without clinical improvement. Twelve 
had been on barbiturates of some kind, 16 
on thorazine alone, 5 on reserpine alone and 
6 on reserpine and thorazine treatment. 
Twenty-five of the cases were considered re- 
covered, 7 much improved and 7 moderately 
improved. 


METHOD 


Complete physical examinations and rou- 
tine laboratory studies showed that all pa- 
tients were in good physical condition. A 
complete case history was prepared on each 
patient. In each instance, previous medica- 
tion or treatment (as barbiturates, electro- 
shock, chlorpromazine or reserpine or both, 
and vitamin B,») was discontinued. At least 
three visits a week to the outpatient clinic 
was the rule and the results of a physica 
examination, the laboratory findings, and the 
comments of the interviewer were studied 
by the psychiatric staff. 

«Sse was prescribed for pE 
patient (Table 2). Dosage and method of 
administration were individualized and v8 
ried according to the severity of the es 
toms, the likelihood of psychosis, an as 
progress reported. Because of the wide we A 
tion in the condition of the patients, the pe 
dosage varied from (1) 12.5 to p <A 
orally, t.i.d. or q.i.d., occasionally w! 


5 ine Hy- 
2 Phenergan® Hydrochloride, Promethazin® ties, 
drochloride, was supplied by Wyeth Laborato! 


TABLE 2 
TREATMENT OF 39 PSYCHIATRIC PATIENTS WITH PROMETHAZINE 
Dosage Duration Response % Side-effects | ection 
Individualized Oral only— 2 or 3 wks. to 5 mos. Recovered 30 Transient pain at inj 
Ir site—3 Wale 
12.5 to 100 mg. tid. to 4 continuing Pronounced Erythema at injection 
q.id. occasionally 25 to 


roo mg. h.s. combined 
—28 


50 to 100 mg. tid. plus 
25 to 100 mg. IM hs. 
or 3 or 4 times a week 


improvement 46 


—I 


Moderate im- 
provement 24 


100 


iM Pe A A 


tion of 50 or 100 mg. at bedtime or 3 or 4 
time a week (Table 2). About two-thirds of 
the patients required both tablet and par- 
enteral medication when therapy was first 
inaugurated. As soon as there were definite 
signs of improvement and the mental atti- 
tude was considered satisfactory, the paren- 
teral administration was discontinued and 
the patient was maintained on tablets. 

The duration of therapy, like the dosage, 
varied depending upon the needs of the 
individual. 


mg. by mouth at bedtime; to (2) 50 to 100 
mg. orally t.i.d. plus an intramuscular injec- 
| 


RESULTS 


All 39 patients were under close observa- 
tion throughout this study and all showed 
some improvement on promethazine hydro- 
chloride (Table 2). The degree of improve- 
ment was rated as follows: (1) Complete 
recovery—All signs of mental disturbance 
absent. Patient made a good adjustment and 
Row shows no personality abnormalities. All 
drug therapy discontinued, Patient dis- 

; (2) Much improved—Symptoms 
Sonsiderably ameliorated. Medication dis- 
continued or continued with psychotherapy. 
(3) Moderately improved—Patient shows 
“gus of improvement, with disappearance 
of Serious clinical symptoms. Therapy con- 


OF the 39 patients, 11 recovered com- 
ra 18 showed much improvement, and 
showed moderate improvement. Although 
Study covered a fairly short period, there 
Was no instance in which the patient re- 
Sressed to his previous mental state. The 
syement was maintained even in one 
a in which family problems exerted a 
Te and continuing stress on the patient. 
a oy insomnia was a problem, a return 
Tost normal sleep pattern was reported. Al- 
ih ont exception, appetite improved. 
san case of a pyknic, obese female with 
ante-depressive psychosis, the craving for 
Sappeared. On the whole, the patients 
fence Sn cheerful, and there was evi- 
é a sincere desire to recover. 
tee e depressed patients developed a re- 
k interest in life, and began to give at- 
on to their personal appearance and to 


their family responsibilities. Nearly all of 
the patients who were unemployed seemed 
eager to return to work. Three have resumed 
gainful occupations and one, her household 
duties. Two of the women are now pregnant 
and look forward happily to motherhood. 
One 38-year-old woman with a long history 
of anxiety told the interviewer that it had 
been 8 or 10 years since she had felt so calm. 

The standard complaints—restlessness, ir- 
ritability, dermatitis, headache, gastric upset, 
jitteriness, tachycardia, excessive perspira- 
tion, and blurred vision—all disappeared or 


guidance counseling alone. Other patients 
remained on medication for at least 5 months. 


dyscrasias had been a frequent experience in 
this clinic. Under promethazine therapy in 


tion (but not 
Erythema appear 


another patient, a paran 
No other evidence of tolerance develo} 


Discussion 


i drug 
the effectiveness of any 
ahaa to psychotherapy, and especia 


i we 

a small series of cases, , 3 

experiences with reserpine and en 

zine provide a basis for rae eda 
Tt was interesting to observe 
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fectiveness of promethazine did not seem to 
be limited by the severity of the disorder. 
We found no correlation between the degree 
of patient response and the severity of the 
condition before treatment. Rather, the 
degree of response seemed to be influenced 
by a third factor—the desire of the patients 
to help themselves. The calming effects of 
the medication seemed to favor strengthen- 
ing of such desire. On promethazine ther- 
apy, patients became more relaxed, so that 
they were able to discuss their problems with 
the therapist and to understand and over- 
come the phobias that had been troubling 
them. The medication seemed to relieve their 
anxieties, allay their apprehensions, and gen- 
erally to stabilize their behavior. 

Promethazine was considered preferable 
to other tranquilizing agents in the treat- 
ment of psychiatric disorders, because of the 
consistent response and the freedom from 

significant side-effects. Several observations 
in particular deserve mention: 

1. The patients did not exhibit a hypoten- 
sive response to promethazine. 

2. The compound possesses a remarkable 
antiemetic effect. The disturbing gastroin- 
testinal symptoms which generally occur as 
part of the anxiety state were eliminated in 
these patients. 

3. Promethazine appears to potentiate the 
effect of narcotics. Two patients suffering 
from carcinoma of the pancreas, in whom 
depression was a part of the clinical picture, 
required heavy doses of morphine before use 
of promethazine. After start of prometha- 
zine medication, it was possible to reduce 
the amount of morphine to approximately 
one third. 

4. The strong antihistaminic action of 
promethazine was of particular advantage, 
In one case, injection of an antibiotic had 
been followed by intense and disabling head- 
aches, congestion, lacrimation, and nasal dis- 
charge. These symptoms were completely 
controlled with one injection of 25 mg. of 
promethazine followed by one tablet of 12.5 
mg., tid., for 6 days. 


SuMMARY 


Thirty-nine psychiatric patients were 
treated with promethazine hydrochloride. 
The severity of mental disturbances varied 


USE OF PROMETHAZINE HYDROCHLORIDE IN PSYCHIATRIC DISORDERS 


[Mar. 


considerably from patient to patient, All 
were in need of psychiatric help, but hospi- 
talization was not recommended. 

Promethazine hydrochloride was admin- 
istered orally and intramuscularly. Dosage 
and method of administration were adjusted 
according to the needs of the patient. The 
total daily dosage ranged from 37.5 mg. 
orally, to combined oral and parenteral ad- 
ministration of 350 mg. Each patient showed 
some degree of improvement on the indi- 
vidualized regimen prescribed. Of the 39 
patients, 11 recovered completely ; 18 showed 
pronounced improvement, and 10 showed 
moderate improvement. The only side-effect 
noted was an occasional complaint of pain 
at the site of injection. None of the serious 
side-effects reported following use of chlor- 
promazine and reserpine was observed in 
this series. 

Of the 16 patients who have been followed 
the longest, 6 have maintained improvement 
on psychotherapy alone, without continued 
medication; in 8 improvement has been 
maintained on reduced dosage, and in 2 
(psychotic patients) continuation of the 
original maintenance dose has been required. 


CONCLUSIONS 


In view of the satisfactory clinical te- 
sponse of each of the patients in this ee 
tively small series, and by virtue of he 
absence of significant side-effects, promet si 
zine more nearly approaches the ideal tran 
quilizing agent than do the Ranwo 
products and the chlorinated derivative n 
phenothiazine. It is believed that the resu 
of this study warrant more widesprenr,, mi 
of promethazine in psychiatric conditio 
both in ambulatory and in hospitalized P% 
tients. 
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PREVENTIVE PSYCHIATRY—THE ARMY’S MENTAL HYGIENE 
CONSULTATION SERVICE (MHCS): PROGRAM WITH 
STATISTICAL EVALUATION? ° 


MAJ. WILLIAM S. ALLERTON, MC, USA,‘ anv COL. DONALD B. PETERSON, MC, USA (Rer.)* 


INTRODUCTION 


This is an appraisal of 5 years of preven- 

tive psychiatric effort in the army. The efforts 
in this direction during World War I and 
World War II, although well conceived, be- 
came the hapless, stillborn victims of pre- 
cipitous demobilization. Of the 35 World 
War II Mental Hygiene Consultation Serv- 
ices, only 2 were viable in 1949. Nonetheless, 
preventive concepts not only survived, but 
flourished in army psychiatry during the 
peace, so that the rebirth of the preventive 
program was synchronous with the mobiliza- 
tion of 1950 and its growth uninterrupted to 
date. The statistical trends presented may 
well have been greatly influenced by this par- 
ticular program. A definitive evaluation is 
impossible today. Too many variables obscure 
statistical conclusions, Rather, this is an in- 
ventory of army preventive psychiatric pro- 
cedures and accomplishments with specific 
reference to the functioning of the Mental 
Hygiene Consultation Service. 

Regarding the evaluation of mental hy- 
giene programs, Lemkau(1) has stated: 
Extremely few studies deal in change of incidence, 
and even fewer attempt to relate the changes to 


1 MHCS—Official Army abbreviation. 

z apan a the nae annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill. 
M E on, Chicago, Ill., April 30- 

8 The authors are grateful to Mr. Eugene L. 
Hamilton, Chief, Medical Statistics Division, Office 
of The Surgeon General, Department of the Army 
and to: Mr. Arthur J. McDowell, Mr. Milton C. 
Rossoff, Mr. Abraham L. Ranofsky, Mr. Wil- 
liam T. Parker, and Miss Barbara M. Stockton, all 
members of his staff, for their cooperation in the 
statistical portion of this paper, 

* Chief, Psychiatry and Neurology Service, U. S, 
Army Hospital, Frankfurt, APO 757, N. Y. N. Y.; 
formerly psychiatrist, Office of the Chief Psychi- 
atry and Neurology Consultant, Professional Di- 
vision, Office of The Surgeon General, Department 
of the Army. 

* Superintendent, Anoka State Hospital, Anoka, 
Minn.; formerly Chief Psychiatry and Neurology 
Consultant, Professional Division, Office of The 
Surgeon General, Department of the Army, 
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possible causes by statistical means. Although there 
are great difficulties in the problem, there appears 
to be no basic reason why the methods of epidemi- 
ology cannot be applied more fully in mental hy- 
giene, When this is done, we shall be in a position 
better to measure the extent of problems and to 
evaluate the effect of work. 


The authors believe that the nature of the 
military, despite the problem of certain vari- 
ables, provides a better milieu for an attempt 
at such evaluation at this time than could be 
reasonably expected elsewhere. 


HISTORICAL DEVELOPMENT 


If this paper is premature, the program 
which is the object of study is not. Indee 
the mental hygiene movement in the a 
had its birth during World War I. No 
aims and a surprising awareness of the pro! 
lems involved are expressed by Bowen m 
Volume IV of The Medical Department ¢ 
the United States Army—W orld W ar 1(2), 
which describes mobilization camp aie 
Although very little was accomplishe 3 
implementing these aims or solving erie 
the problems, goals were delineated aa 
ational principles established. Trans oe 
of the considerable recorded knowledge oy 
that war into preventive psychiatric a° Mi 
in either the military or civilian setting © 
scarcely immediate. Thus the Army, ree 
Hygiene Program, while still in its per: A 
suffered a rapid demise after the term! 
of World War I. d 

During World War II, at widely sept 
training camps, the necessity for i? oe 
psychiatry was recognized; and ise to 
grams arose spontaneously, 1 bab non of 
the universally demonstrable phenom napi 
high incidence of psychiatric illness S iing- 
tremendous attention to induction pene 6 
Guttmacher(3) dates the establish’ 4 
the first World War II Mental Hysie? si 
sultation Service as 1942. It was no’ de 
1943, however, that real efforts were ous 
to coordinate the operation of t Perkins 
consultation services, then in being: 


1957] 


(4) divides the development of the Mental 
Hygiene Consultation Service into the fol- 
lowing phases: I. The classification phase ; 
Il. psychiatric screening and consultation 
phase; III. mental hygiene phase; IV. pre- 
yentive psychiatry phase. In phase I, attempts 
were made to aid the individual soldier in his 
adjustment to military life by procedures to 
assure proper assignment. In phase II, pro- 
cedures were added to eliminate inept and 
unfit individuals from training and to pro- 
vide consultation for individual soldiers. In 
phase III, emphasis was placed on the orien- 
tation of larger groups of trainees relative to 
possible adjustment problems. In phase IV 
the MHCS began to serve in an advisory ca- 
pacity to command and staff. Only when all 
4 phases had been incorporated in the pro- 
gram could it be said that the MHCS was 
working in the total milieu of the army train- 
mg centers, providing aid both to the indi- 
vidual and to those of command, staff, and 
training responsibility. Since current practice 
includes all 4 phases and is already a matter 
of publication ( 5-10), no further description 
4 MHCS function is given, Commenting 
y mental hygiene programs during World 
ar II, William Menninger (11) states: 
aa e hasis of our experience we feel strongly 
feld ae pater effort should be devoted to the 
which pel platen? 4 The projects 2 
“he iba e rar er effort could be devel- 
E rolects face led for peacetime application. 
ecble beginni at we neglected or left after only a 
ng should be intensively pursued. 
aha all MHCS's during World War II 
ue Er in training centers, demobiliza- 
ae ly decimated their number. In the 
ae etween World War II and the Korean 
ict the great effort to preserve the 
Program was rewarded but poorly 
ne Sin the enormous and obvious prob- 
San: oneal and psychological, in- 
only 2 $ eager a In January 1950, 
operational ation services remained fully 
ceeded ed 1950's were marked by unex- 
verity in e austerity, of particular se- 
uring th e realm of available physicians. 
Program € same period, however, the MHCS 
Faa Tard almost moribund, waxed 
are ton A the program thrives and there 
Tegardle ation services at 22 large posts, 
Ss of any training mission, and serv- 


because 
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ing half a million troops. Further, preven- 
tive concepts and procedures are firmly fixed 
in Army Regulations which should serve to 
deter regression. If the program is not yet 
fully mature, at least it may be said to be 
adolescent, Perhaps it is not too much to 
hope that prevention will have tenure. 


STATISTICAL EVALUATION 


What then have been the observable effects 
of the MHCS program in recent years? In 
the statistical analysis that follows the opera- 
tion of the MHCS program will be related to 
incidence of psychiatric illness requiring 
hospitalization or productive of noneffective- 
ness. 

Such incidence has been affected by many 
factors other than the operation of the 
MHCS program, Combat psychiatric policy 
during the Korean conflict has been previ- 
ously discussed by Peterson and Chambers 
(12, 13) and by Glass (14, 15). The orienta- 
tion of army psychiatrists toward treatment 
of the maximum number of individuals as 
outpatients has not been confined to the 
combat situation or to posts having MHCS’s. 
Equally important is the attitude of command 
and staff at all echelons, including the De- 
partments of Army and of Defense, relative 
to utilization of manpower. 


First, let us examine trends in the outpa- 


tient care of psychiatric illness. In the ac- 


i ress counted 
companying charts, the rates exp: 
persons or events as they occur per 1,000 
troops, during a given year. In this paper 


se ng 
i ncidence means the occurrence 
pete: because of 


chiatric disorders counted 

hospitalization or otherwise excused is 
duty. It is not pretended that the term nit 
anything more, or actually measures tas 
prevalence of any condition. F igure Is seh 
the declining psychiatric incidence ral F 
against the background of the yearly a 
in the total army outpatient wana 
from June 195% through December 935 
Outpatient treatment rates for aver ; 
atric conditions rose from 107 soem me 
1,000 troops per year m the last eS a 
of 1951 to 150 in 1955, a 407 incre 


ears; . . : . im 
phe the same vee ey sper 
diminished from ; 

p pier per yett in 1951 to about 13 17 


79° 
HOSPITAL Inctpence! AND OUTPATIENT TREAT- 


MENT? RATES, PSYCHIATRIC CONDITIONS, 
Per 1,000 Troop STRENGTH PER YEAR 


951 
\WCLUDES A NEGLIGIBLE NUMBER OF EXCUSED FROM DUTY OTHER THAN MOSPITALIZED, 
ZowcLUOES A CONSTANT, APPROMIMATELY 2%, AOMIXTURE OF NEUROLOGICAL CONDITIONS. 


Fic. 1 


1955. Understandably, psychosis, depicted 
by cross-hatched bars, has not contributed 
to the decrease since its incidence has shown 
marked stability for 40 years; apparently 
unaffected by war or peace, degree of so- 
called external stress, or geographical distri- 
bution of our troops. For practical purposes, 
all discussion of changes in incidence refers 
essentially to nonpsychotic, psychiatric dis- 
orders. We are accustomed to hear that in- 
creased outpatient treatment rate in a popu- 
lation should result in decreased hospitaliza- 
tion, and temporally this has happened, 
although pure cause and effect is not claimed. 
Since the figures regarding incidence are 
for the total army, it is difficult to estimate 
to what degree the operation of the MHCS 
program has contributed to this over-all de- 
cline. Before discussing figures from the 
U. S. alone, it should be of value to examine 
more closely the growth of the MHCS pro- 
gram in the continental United States during 
the past 9 years. In Table 1, the first column 
shows the average number of operating 
MHCS’s for each year from 1947 through 
1955, the second column shows the number 
of individuals seen—reported as new cases— 
each year, the third column, the percentage 
of posts conducting basic training which are 
served by an MHCS, and the fourth column 
the percentage of total U. S, strength at posts 
having an MHCS. In 1947 there was one 
MHCS operating, in 1950—3, and in 1955— 
19; 1,035 individuals were seen in 1947, 
5,700 in 1950, and 25,600 in 1955. In 1947 
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GROWTH OF THE MENTAL HycIexe CoxsuLtamos 
Service Procram U. S. Army, 1947-1955 


TABLE 1 


NOT AVAILABLE 


s7 
miao 
20022 
21551 
23104 
25585 


the posts served by an MHCS constituted 
8% of the posts conducting basic training ; in 
1950, 60% of all such posts had an MHCS 
and since 1951, 100% of all posts with basic 
training have been covered by the MHCS 
program. In 1947 the posts served by a 
MHCS comprised 2% of the total U. 
strength ; in 1950 the posts served were m 
of such strength and in 1955, 58%. Since the 
time this material was gathered from the re- 
porting MHCS’s 3 additional MHCS’s have 
been established. = 
We can best measure the effects of this ex 
panding program relative to inia K 
psychiatric illness, by observing the ie 
for patients originating within the con : 
United States only. In Fig. 2 neurologi 


Rates 
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conditions could not easily be excluded but 
they constitute an insignificant admixture to 
the rates shown. The solid line represents 
the incidence of all neuropsychiatric condi- 
tions in the United States from 1944 through 
1955. All rates are number per 1,000 per 
annum excused from duty and are expressed 
to the nearest whole number. In 1944 the 
mate was 36. Between World War II and 
Korea the rate fluctuated between 15 and 25. 
With the outbreak of the Korean conflict the 
fate rose to 26 in 1951 but has gradually 
declined to 17 in 1955. The dotted line shows 
incidence at all posts without MHCS’s from 
1047 to 1955. The slightly lower rates for 
these posts compared with the total rates 
during the early years of this period are be- 
lieved due to the fact that all of the more 
Stable nontraining posts were in this group. 
Tt must be noted that during the later years 
the rate for these posts, finally 100% non- 
training, have been significantly higher than 
the rates for all U. S. posts. 
The broken line represents the neuropsy- 
incidence rate from 1947 to 1955 at 
those posts with an MHCS. The arabic 
ince. on this line denote the number of 
5 CS S in operation and the precentage of 
training posts covered each year. Greatest 
idence has commonly been found at basic 
oe posts, and therefore they had pri- 
ty in the re-establishment of the MHCS 
i The 2 posts served by MHCS’s in 
#8 and 1949 were among the largest basic 
manne posts, and both had experienced high 
‘ence tates during World War II; e.g. 
and 40 in 1944. It should come as no 
ment therefore, that during the early 
ari of our revived program the rates for 
ey css were high, reaching a 
in 36 in 1948, when these 2 clinics were 
Operation, The rate in 1950 with 60% of 
ic training posts served was 30 
Sin 1951 with 100% of basic training 
& covered plus 3 additional posts 
oh Ay slightly to 32. This may seem to 
Deychiates e frequently expressed opinion that 
of 1¢ services tend to increase the num- 
aa all _Tequiring hospitalization. 
a whe oo cannot be confirmed on 
in ini ae a3 data if we follow the trend 
sae ter such services have become 
ished. With the increase in 


MHCS’s—from 9 in 1951 to 14 in 1952— 
and with all basic training posts still being 
served the rate declined to 20. By 1955 when 
19 clinics were operating the rate had de- 
clined further to 15. 

The picture of this declining incidence 
during the past 5 years can be seen in clearer 
perspective if we examine rates for psychi- 
atric conditions alone. In Fig. 3, it has been 
possible to exclude neurological conditions. 
This was not possible in the longer time 
series. It can be observed, however, that the 
same general trends are manifest here as 
were noted in Fig. 2. The solid line again 
represents total U. S. incidence rates for 
psychiatric conditions. The decline has been 
from 20 in 1951 to 13 in 1954 and 1955. The 
dotted line, representing posts wi 
MHCS's, dropped from 18 in 1951, when it 
was lower than both the total post and the 
MHCS post rate, to 15 in 1952. Since that 
time the rate for these posts has remained 
stable at 15. The rate for posts with MHCS’s 
has changed from 28 in 1951 to 17.5 in 1952 
and finally to about 11.5 in 1954 and 1955. 
The posts with MHCS's during the past 4 
years have consisted of roughly 50% posts 
with basic training and 507 posts without 
such training. At first glance, the relatively 
stable rate of 15 for posts without MHCS'’s 
is not unacceptable. However, these rates 
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are still too high when it is realized that most 
individuals on such posts have had basic 
training elsewhere and their colleagues with 
psychiatric disorders would theoretically have 
contributed to MHCS post incidence in 
previous years with either improvement or 
discharge. It is believed that this rate could 
be lowered by establishing MHCS’s at certain 
of these posts but most of them are too small 
to staff properly under existing personnel 
ceilings. Despite the manner by which we 
may choose to explain the higher rates for 
posts without MHCS'’s, it is evident that, for 
the past 4 years, those with MHCS’s have 
led the decline in psychiatric incidence in the 
United States. We believe that the decline 
in the rate for all posts in the U. S. is to no 
small degree the result of the operation of 
the MHCS program and the promulgation 
of the preventive principles which this pro- 
gram exemplifies. 

It is recognized that many questions can 
be raised regarding this decline in incidence. 
Probably the most importunate task is to 
search for some explanation as to how or 
where the potential psychiatric patients from 
the same basic population have disappeared, 

The individual who otherwise would con- 
tribute to psychiatric incidence may not be 
inducted, he may be discharged for reasons 
other than psychiatric, may not be seen by 
psychiatrists, or may perform satisfactory 
duty during his period of service, 

; It is difficult to evaluate the reported re- 
Jections at the time of induction on any time 
series. Criteria for rejection for psychiatric 
reasons or for failure to pass mental tests 
have varied widely during the past 2 decades, 
We do know that 6% of all men examined 
during World War II were rejected by rea- 
son of psychiatric illness while only 2% 
were rejected for such reason during the 
period from 1950 to 1954. However, when 
figures for rejection for mental test failure 
are added to both groups the picture becomes 
most confusing. So far we have been un- 
able to evaluate the many variables involved 
in such rejection. Until some method can 
be found to disentangle these factors we pre- 
fer to agree with Berlien(16) who, when 
reporting on psychiatric screening stated: 
“it is clear that there is little correlation be- 
tween rejection and discharge rates.” 
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It is fair to ask whether individuals, who 
in the past would have found their way inte 
hospital channels for psychiatric reasons, are 
now being discharged for causes other than 
psychiatric. Figure 4 shows the declining dis- 
charge rates expressed in number per 1,000 
per annum for psychosis and for psycho- 
neurosis during the period from 1942 throug! 
1954. Note that the rate was 18 in 1943 ee 
has gradually declined to 2 in 1954- F ger 
5 shows the combined discharge rate. ; 
psychiatric and administrative reasons pink 
periods: first for 1942 through 1946, 0 
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for 1947 through 1949, and lastly for 1950 
through 1953. The administrative rates for 
the middle period reflect the policy of elimi- 
~ pating a maximum number of so-called 
“marginal manpower” during times of peace 
in an attempt to build a strong cadre army. 
However, when we compare the figures for 
the first period with those for the last, we can 
see that the lessened rate for discharge by 
reason of psychosis or psychoneurosis has 
not been compensated for by any significant 
increase in administrative discharges. Figure 
6 shows again the discharge rate for psychi- 
. atric reasons in comparison with medical 
discharge tates for all non-battle causes, ex- 
cluding psychiatric. These rates declined 
from 14 and 37 in 1945 to 2 and 7 in 1954. It 
is obvious that the reduction in psychiatric 
targes has not been compensated for by 
an increase in other non-battle discharges. 
The modification of both rates is due to cur- 
Tent policy which relates medical discharge 

to functional impai isabili 
pairment and actual disability 
rather than to abstract diagnosis. We can- 
not claim that army psychiatrists are seeing 
everyone with any serious degree of psycho- 
Pathology, Yet it should be of interest to 
note that while 63,000 patients of U. S. 
origin were admitted to continental U. S. 
tals for psychiatric reasons during the 
Past 5 years, more than 107,000 individuals 

Were seen by the MHCS’s alone. 

We would like to conclude that the pre- 
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ventive psychiatric MHCS program has en- 
abled individuals, who, on the basis of past 
experience, would be expected to be psychi- 
atric patients, to perform satisfactory service. 
To date our information is extremely limited, 
but seems to show a trend in that direction. 
It seems reasonable that individuals who are 
enabled to fulfill their responsibility ade- 
quately in the military setting should enjoy 
an improved chance of success in future 
environments, either military or civilian. 

Whatever success the MHCS program has 
had in the army is, in large measure, due to 
the more than roo reserve and regular army 
psychiatrists who, working in MHCS's with 
psychologists and social workers, have added 
to the growth of preventive psychiatry. Their 
efforts would not have been possible, how- 
ever, were it not for the imaginative thinking 
of psychiatrists in positions of responsibility 
during World War II. The program has con- 
sistently gained impetus during periods of 
war, but has been difficult to maintain in 
times of peace. If prevention is to have tenure 
every effort must be made to keep the MHCS 
as a program, a policy, and as a concept. 


SUMMARY 


1. The importance of outpatient psychi- 
atric treatment, properly emphasized in 
World War I and again in World War II, 
required re-emphasis during the Korean con- 
flict. i 
2. A Mental Hygiene Consultation Service 
Program—long required, but difficult to 
maintain in past periods of peace—has, sub- 
sequent to the Korean conflict, been main- 
tained and expanded, and constitutes one of 
the major contributing elements of psychiatry 
in the army. ‘at 

3. Expansion of the MHCS program 
been accompanied by a reduction of incidence 
rates due to disabling psychiatric illness. 
Further study may some day allow us to 
demonstrate more clearly the benefits to those 
evaluated and treated in such a setting. 

4. In time of peace, every effort must be 
expended to insure continuation of this pre- 


ventive program. 
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THE WELL-BEING CLINIC:: A STUDY OF THE EFFECT IVE- 
NESS OF AN ATTEMPT TO PROVIDE ROUTINE MENTAL 
HEALTH CHECK-UPS FOR COMMUNITY GROUPS 


A. W. MacLEOD, M.D., B. SILVERMAN, M.D., AND PHYLLIS POLAND? 
MONTREAL, CANADA 


The department of psychiatry of McGill 
University in Montreal has, in the past 2 
years, initiated a mental health activity which 
has been named the Well-Being Clinic. This 
project has been carried on through the Allan 
Memorial Institute of the Royal Victoria 
Hospital, the Mental Hygiene Institute, and 
the University Extension Department, and 
incollaboration with two Red Feather Agen- 
cies—the Y.W.C.A. and the Dispensary. 

This preliminary report gives some details 
of its development, outlines the manner in 
which the service operates, summarizes re- 
sults so far obtained, and discusses basic 
assumptions underlying its conception. 

name “Well-Being Clinic” was sug- 
m by the statement in the nantes 
of the World Health Organization: “Health 
eae of complete, physical, mental and 
pA pe being and not merely the absence 
aan se or infirmity.” The primary aim 
” aes is to offer the ordinary citizen 
a ne periodic check-up of his mental 
om just as the carlier-established Well- 
rt Se Well-Woman Clinics offer routine 
-ups of physical health. 
ere are 2 Well-Being Clinics resentl 

in operation in irea. One is at the 

: Eoia Institute of the Royal Vic- 
aang and the other at the central 

: Sa the Y.W.C.A. Both are staffed 
of the ae of the social service department 
alt yal Victoria Hospital and both are 
ee a consultant psychiatrist from the 

nt of psychiatry, McGill University. 


ORIGINS OF THE IDEA 


The “Well-Bei ae 
ities: -Being Clinic” had its beginning 
—* Interest of the Montreal Y.W.C.A. in 


` Read 
can “Seed 112th annual meeting of The Ameri- 
May 4, 1056 ic Association, Chicago, Ill., April 30- 


“From th 
niversity, 


Canada, 


e department of i i 
A psychiatry, McGill 
531 Pine Ave. West, Montreal, P. Q., 


the problem of overweight in young women. 
The Y.W.C.A. called in the Diet Dispensary 
to collaborate on a program offering keep-fit 
exercises and lectures on how and what to 
eat. It soon became apparent that obesity was 
often as much a psychological as a caloric 
problem, that many overweight girls also 
suffered from some degree of social malad- 
justment or deprivation. At this stage, the 
Mental Hygiene Institute was asked to as- 
sume responsibility for developing the pro- 
gram further to include factors relating to 
mental health. 

A series of lectures on mental health and 
a course of group-therapy sessions entitled 
“Adjustment to Living” was the next devel- 
opment. This, in turn, was followed by a 
program entitled “The Health and Charm 
Course.” The objective of which was to 
provide help in the practical details of modern 
urban living through a series of seminars 
conducted by experts in such diverse fields 
as budgeting, hostess duties, public speaking, 
art appreciation, marriage counselling, 
clothes and hair-styling, home nursing» recre- 
ation, and community organization. During 
these several programs the idea of the “Well- 
Being Clinic” was gradually taking shape as 
providing an integrated needed service to 
normal people who are coping with the 
stresses and problems of normal living. 

A similiar educational program: organized 
by the extension department of McGill Uni- 
versity under the title “Understanding Our- 
selves,” and reaching a er a 

i i -group to whic 
vided a second interest-§ na oD ound 
a logical extension. This McGill course 
eae f 15 weekly 2-hour 
periods. During the first hour, the presenta- 
tion of a mental health film is followed by 


E n the 
a half-hour lecture 0 id athe 


film and the prob 
and adjustment in everyday f 
During the second hour, the main group 
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is divided into subgroups of not more than 
20 persons under the chairmanship of mental 
health experts from the department of psy- 
chiatry and the School of Social Work of 
McGill University. Solutions to personal 
emotional problems are sought through group 
discussion, role-playing, and psychological 
interpretation. Because of the content of 
these courses, it is hoped that those who use 
the clinic will bring to their first interview 
some understanding of the role the clinic can 
play in promoting better mental health. 


CLINIC OPERATION 


When a person registers at the clinic he is 
reminded of 3 things: (1) the initial inter- 
view will not be carried out by a doctor but 
by a qualified psychiatric social worker; (2) 
the purpose of the examination will be to 
assess the registrant's state of health in terms 
of ability to live an adequate life; and (3) 
the clinic in itself will offer no diagnostic 
or treatment facilities but will accept re- 
sponsibility for referral if problems are dis- 
aa that call for further exploration or 

elp. 

_ Tn essence the Well-Being Clinic gives the 
individual the opportunity to sit down for an 
hour’s private conversation with an inter- 
ested, experienced worker in the mental 
health field. He is given the chance to hear 
himself as he outlines his daily activities. He 
is helped to assess realistically his ability to 
derive satisfaction and adequate financial re- 
turn from his work, to handle his personal 
emotional problems effectively, to achieve 
and maintain happiness in marriage and 
family life, and to play a meaningful role 
in the community around him, 

A detailed record is kept of the content 
of each interview. For purposes of record- 
ing, a rating scale is in the process of de- 
velopment. There are necessarily many 
theoretical and practical difficulties to be 
overcome before a satisfactory scale can be 
evolved. The organizers of the Clinic are 
well aware that the present system of record- 
ing and rating leaves much to be desired but 
they are hopeful that, following the lead 

offered by the Barrabee-Finesinger Norma- 
tive Social Adjustment Scale(1), further 
improvement will be made. 

The purpose of the initial interview is ap- 
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praisal, not primarily to find out whether 
problems exist—everybody has problems— 
but to see how problems are being handled. 
If, in the opinion of the clinic worker, the 
individual is grappling effectively with his 
personal ration of environmental difficulties 
and personal frustrations, his mental health 
is considered adequate for his needs, and he 
is told so. 

As would be expected, some individuals 
have problems of personal and social adjust- 
ment that are temporarily beyond their ability 
to handle effectively. As such problems come 
to light, they are tentatively identified and 
the case is referred to the consultant psychi- 
atrist (or to the agency or service) for fur- 
ther evaluation. Following this evaluation, 
it is decided how and where the individual 
can obtain further help. 


THE FIRST HUNDRED APPLICANTS 


As a guide in assessing the work of the 
clinic and as a help in directing future plan- 
ning, the first roo cases seen have been 
studied and classified, and 3 broad categories 
established: (1) the essentially healthy, (2) 
the relatively healthy who are unnecess y 
handicapped by personal or social problems, 
and (3) the seriously impaired. 

Category One.—These individuals were 
defined as essentially healthy. They gave yh 
dence of having handled their problems Re 
fectively in the past, demonstrated in 10 A 
view that they had a realistic appreciate at 
their present life situation, = pbs y 
they were actively seeking solutions ai hies, 
ing progress in solving current pe 
The clinic staff was able to help them walt 
some of their problems more clearly, to we 
ate their level of effectiveness in ™ 
health terms, and to arrive at an asses 
of sound mental health. intet- 

Forty-eight of the first 100 person’ The 
viewed were classified in Category 
percentage thus classified as 6% 
healthy increased progressively 
first hundred interviews. As this 
could not be traced to any releva mn the 
in the composition of the groups to e uted t0 
service was offered, it must be attr ation 
a positive shift in the scale of ev fesio 
It has been widely observed that pro es prac’ 
training in the health field predispos 
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fitioners to look for and focus on the aber- 
rant or abnormal, to underestimate the posi- 
tive terms in the equation of health. As Blau 
(2) has remarked: “the historical tendency 
of medicine to focus on disease has obscured 
the fact that health is the main goal of ther- 
apy and that it too is the object of treat- 
ment.” This unavoidable bias in the direction 
of diagnosing disease rather than health of 
seemingly affected the techniques and rating 
methods of clinic staff and consultants less 
and less as their “well-being” orientation in- 
creased. It can be reasonably speculated that 
future ratings may include even higher per- 
centages in the essentially health category. 
Category Two.—The 36 individuals in this 
group were assessed as essentially healthy 
people who were unnecessarily handicapped 
by problems that could be benefitted by re- 
ferral to available community psychiatric, 
medical, or social agencies, That these men- 
fal health problems came to light as a result 
Of the clinic interview speaks in favor of its 
Usefulness as a screening device for the early 
detection of treatable cases of personal and 
Social maladjustment. The cases included 
States of anxiety and depression, emotional 
Problems centering around employment 
where either promotion, dismissal, or retire- 
a were expected but not planned for, 
ae sani over the management of emo- 
A y-disturbed or mentally defective chil- 
ween maladjustment, and feelings of 
isolation. The following are examples : 


hg pe a 45-year-old woman, has been a Civil 
e top se ly tei for 25 years. She has reached 
Prospect : ion and salary in her job with no further 
ba ae raranocment. Her only living relative 
g ies i sister in another part of the country, 
Bends ts One in a small apartment and has no 
make he A usual routine is to go home after work, 
for her Ea do her housework, and prepare 
is to attend lay’s work. Her only outside activity 
Month. Sh a concert or a lecture once or twice a 
less she ne ee depressed easily and feels that un- 
can share n | a some interesting social activity she 
reakdow. with others, she may soon haye a mental 
Mrs, Cc 
is mentali, 39, has 3 children, the eldest of whom 
not sufficicy defective. Her husband's earnings are 
Tetommended © Pay for the treatment that has been 
ie male so Mrs. C. is working. She has man- 
T 2 younger ee for the daytime care of 
as to Wheth children, She is neryous and worried 
fam er she is doing the right thing for her 


ily and j : 
Present ines some new approach to her 
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Miss D., a 30-year-old woman, has asthma and 
deep emotional problems in regard to her feminine 
role and parental relationships. Despite hér attempt 
to solve these problems by obtaining high educa- 
tional qualifications which enable her to do work 
giving her status and prestige, she remains de- 
pressed and lonely and has been unable to form emo- 
tionally satisfying relationships with those around 
her. Up till now she has shied away from psychi- 
atric help but wonders what she should do in the 
near future. 


Category Three.—The 10 persons in this 
group appeared to be functioning on the bor- 
derline, with serious problems in nearly all 
major areas of their lives. Typically they 
presented a picture of life-long social and 
emotional deprivation and maladjustment. 
For this group, the usefulness of existing 
community psychiatric, medical, and social 
agency resources had already been exhausted. 

Unclassified—Six individuals were un- 
classifiable on the information available. 
Some decided not to reveal their problems. 
Others who obviously needed further psy- 
chiatric evaluation refused to seek it. 


COMPOSITION OF SAMPLE 


Of the 100 applicants, 85 were women, 15 
men. The high percentage of women is ac- 
counted for, in , by the fact that the 
popular Y.W.C.A. course in mental health 
provided the major field of clinic operation. 
Nearly 75% of the group were between the 
ages of 20 to 39 years. Occupations included 
housewives, office workers, professionals, 
business men and women, students, and do- 
mestic workers. 

Disposition of Cases—Among the 100 
cases, a total of 55 referrals were recom- 
mended. Psychiatric referral was recom- 
mended in 30 cases and acted upon in 21 
cases. Of this number, 8 were directed, to 
private psychiatrists, 8 to psychiatric Lines 
and 5, who had had previous psy iatric 
treatment, to their own psychiatrists. 

There were 6 referrals to physicians for 
physical complaints, and 9 to social ao 
such as the marriage counselling service, the 
vocational guidance service, and the com- 
ational agencies. Another 7 were 


munity recre 
chotherapy; 3 were 
retenen ani ris clinic for further 


advised to return to r 
evaluation in a few months’ time. 
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vidual to make use of such opportunities 


BASIC ASSUMPTIONS 


It could be argued that the development of 
a mental health service such as the “Well- 
Being Clinic” must be based on inadequately 
validated hypotheses. As Eaton(3) insists 
“Mental Health as a scientific concept does 
not now exist” and Jahoda(4) has stated 
“There exists no psychologically meaningful 
and from the point of view of research, op- 
erationally useful description of what is com- 
monly understood to constitute mental 
health.” Yet, mental illness is real enough. 
And both the pressure of public opinion and 
the desire of mental health workers to under- 
take preventive and early-detection programs 
argue for new experimental services founded 
on present knowledge, incomplete as it is. 

Few will deny that at the core of an indi- 

vidual’s social and personal maladjustment 
there lie handicaps of unmastered, uncon- 
scious, intrapsychic conflicts arising from the 
earliest life experiences. Psychoanalysis re- 
mains the therapy of choice for the treatment 
of such problems. Yet what hope is there 
that such specialized services can be made 
available in the near future to the community 
at large? As actively expanding as our pres- 
ent psychiatric resources are, and as effective 
as psychotherapy and the physical and phar- 
macological methods of treatment have 
proved to be, it must be admitted that they 
frequently are unable to do as much as one 
would wish in the general improvement of 
community mental health. Thus until such 
services become more adequate, other hope- 
ful approaches must be made on the basis of 
certain well-founded assumptions. 

One such assumption underlying the work 
of the Well-Being Clinic is the concept that 
health is dynamic rather than static. The 
term term “health” denotes a skill in main- 
taining desired values at biological, psycho- 
logical, and social levels of human organiza- 
tion. This view of health as a human skill 
implies that it can be taught, learned, and im- 
proved through practice ; it also implies that 
mental health can be impaired in 2 ways: 
(1) through failure of the community to or- 

ganize itself in such a way as to provide emo- 
tionally satisfying, socially acceptable activi- 
ties for a wide diversity of personalities; 
(2) through failure or inability of the indi- 


when they are provided. 
Another basic assumption is that health is 
relative. “Healthier” and “healthiest” convey 
more precise meanings than “health”; no one 
is 100% well, and no one is 100% ill. Health 
is the resultant of a way of living that devel- 
ops the ability to react appropriately to psy- 
chologcial stress and environment difficulties 
of all kinds. It has been pointed out, for ex- 
ample, that the healthier of 2 individuals is 
the one who has the greater ability to main- 
tain an even temper, an alert intelligence and 
a happy disposition in the face of comparable 
frustrations. Those who face their problems 
squarely, perceiving them with the least sub- 
jective distortion, and who seek and imple- 
ment possible solutions, show a healthier re- 
action than those who passively accept failure 
or who retain a sense of the urgency of a 
problem but make no adequate attempts to 
solve it. The more a person knows himsel 
and is himself, the healthier he is. 
Implicit in the development of 
Being Clinic is the conviction that mental 
hygiene activities must be educational an 
community-wide to be fully effective. They 
must be aimed not only at prompt detection 
and treatment but also at prevention. An OT 
jective must be the modifying of life condi- 
tions to lessen the incidence of ill health ee 
to protect the health of susceptible indivi A 
als closely related to the overtly or potentiay 
sick. The development of a Well Pe 
Clinic is not enough. It must be part 0 
network of well-organized and voluntary 
agencies, health and hospital services. ae 
The concept of social isolation as an chet 
logical factor in mental ill health is ant 
basic assumption. Bowlby(5), ™ tag Pae 
to the World Health Organization €n 
“Maternal Care and Mental Health,” ¢ 
sively documented the long-range z 
effect of early maternal deprivation- sork- 
of social isolation. Hebb(6) and his c0 trated 
ers at McGill University have don o 
the emergence of behavior reminise is 
that seen in cases of psychotic bres 
in normal university students St - 
marked degrees of social and sensory ig 
vation. Perhaps of as much ang 
far as the community is concerns F that s% 
dence of various psychosocial stu a 


the Well- 
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cial isolation in the “here and now” life of 
adult individuals can impair the effectiveness 
of the role they play in the community. 

Of particular interest is the problem cre- 
ated by the sense of social isolation that de- 
yelops in the mind of the still-active worker 
who has been forced into the relative inac- 
tivity of retirement because of company re- 
tirement policy. Or again, there is the prob- 
lem of the aged and infirm, the returned 
convict, the partially cured physical or mental 
invalid in need of more rehabilitation than 
present services offer, and the relatively in- 
adequate individuals who need help and guid- 
ance before they can become participating 
members of the community. 


OBSERVATIONS FROM “CLINIC” EXPERIENCE 


The staff of the Well-Being Clinic were 
early struck by the number of individuals 
who said during the interview that they felt 
isolated from the social life and the recrea- 
tional activities of the community. In some 
cases, environmental difficulties did in reality 
exist, A young girl, an office worker, had 
moved into Montreal from another province 
with her parents a few years ago, Her par- 
ents had died; she moved to a single-room 
apartment in the suburbs. All she could do 
i to travel to work and keep going during 

e day. At night she was too exhausted to 
oa the extra effort to find a suitable niche 

or herself in the community. 

Sew cases came from rapidly growing 
fine NaS where there had not yet been 
ka a evelop adequate, organized social 
an creational facilities. In this respect the 

SE gs of the Well-Being Clinic supported 
be as (7) view that a high degree of social 

Lames is associated with good mental 
tion a ile a low degree of social organiza- 

sat orrelated with a high rate of mental 
a: ts and of social problems. However, 
ihes ae that appeared, on the 
tes at east, to be well organized and to 
a ra emotionally satisfying, socially ac- 

‘es € outlets for group activity, there were 
Sites Ai est who for one reason or an- 
tole "ag unable to find a meaningful social 
Mee lemselves without additional help. 
Of suct ic evidence pointed to the possibility 

1 individuals suffering in silence for a 
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long time before their deteriorating mental 
health brought them to the notice of existing 
health resources. 


SuMMARY 


The existence of a Well-Being Clinic 
should in itself be an encouragement to peo- 
ple to seek help in emotional problems. The 
positive health orientation of the clinic les- 
sens the likelihood of those exploring the 
state of their mental health being labelled 
“neurotic.” It should help relieve chronic 
and often unnecessary concern about mental 
health derived from the public's misinterpre- 
tation of well-intentioned mental health 
propaganda, It should help in the early detec- 
tion of mental illnesses and social maladjust- 
ment thus making early treatment possible. 
And it should make useful contributions to 
the field of psychiatric research by assisting 
in the assessment of the effectiveness of ex- 
isting treatment resources and perhaps by 
identifying as yet unrecognized disturbed hu- 
man relationships. 

On the negative side it can be said that the 
clinic may bring to light many cases for 
whom there is at present no therapeutic re- 
source, and that it may miss many cases of 
early illness. The degree of effectiveness of 
the initial screening interview may roughly 
parallel that obtained in mass radiography of 
the chest in the field of preventive public 
health, Yet compared with a community 1n 
which a Well-Being Clinic does not exist, it 
can be argued that Montreal has set in motion 
a promising venture. The idea of the Well- 
Being Clinic has been favorably received in 
Montreal. Professional and industrial or- 
ganizations have shown an interest in setting 
up further clinics adapted to their paa 
needs. Outlying communities have expresse 
similar interest. i 

The clinics in Montreal have remained fi- 

i i rting. And the 2 group 
nancially self-suppo g hea had 
programs to which they cake oe ed 

he past year a paying 

coke The dime therefore, have not been 

experiment. 
; be frit) that in the final ee 
it is the well people of the community who 
pie f the ill, and this is 
must carry the burden ot | ber iris of 
by no means only 4 financial burden, 1 
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paramount importance that experimentation 
should go forward in the direction of keeping 
the healthy as healthy as possible. 
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mental health. Their solution to this problem is an 
ingenious one and they clearly outline the phases 
of their thinking. They have combined in abbrevi- 
ated form the educational advantages of mental 
health films with an explanatory session, and have 
followed this by a modified type of group therapy 
with an emphasis on education and, if you like, 
mental health promotion functions. The orientation 
of attempting to determine how an individual's prob- 
lems are being handled rather than trying to find 
whether or not problems exist, seems most pro 
ductive. The author’s conviction that in mental hy- 
giene or mental health promotion activities must 
be educational and community-wide to be fully ef- 
fective can be accepted with only minor reserva- 
tions, these reservations involving only the term 
fully effective, Certainly with available personnel 
and time it is the most effective approach. We also 
concur in their assumption that the existence of 
such a clinic will, in itself, encourage people to seek 
help in emotional problems. : 

The clinic has one further advantage not pointed 
out by the authors, namely, it also serves as an early 
detection center for persons with more serious dis- 
orders who need referral to a therapeutic clinic. 
Perhaps the greatest compliment one can pay â 
colleague is to borrow his ideas and give him credit, 
or perhaps even more, to steal his ideas and take 
credit for them yourself. In this category we have 
taken from the authors their concept of a Well 
Being Clinic and are incorporating it into our 
community mental health program. It is not nearly 
so well developed as theirs and along som 
different lines. We only hope that it will prove 
as useful to the community. _ 


TRTRODUCTION 


At this stage of knowledge in the contro- 
Versial field of sexual psychopathy, data and 
bonclusions are vitally needed. Programs for 
offenders are expensive; California 
ecently erected a maximum security state 

spital at the cost of $12,000,000 and our 
ience is that two-thirds of its bed ca- 
pacity(1) is for the sex offender. This hospi- 
tls future budgetary needs for the mainte- 
ince of 650 sex offenders add up to over a 
dollars a year. The financial losses 
s d by the families of these sex offend- 
#s, the deprivations and consequences that 
Snnot be estimated in economic terms pose 
Achallenge to society to find and to apply pre- 
Wentative and treatment measures in this 
—’ charged area of human relation- 


"Therefore, any significant information is 

mportance to those charged with adminis- 

Sex programs, or contemplating doing 

$. A review of the literature reveals few 

Studies relating to the actual care and treat- 

E. a Sex offenders as reported by state 
s. 

Until the new facility at Atascadero was 
Opened in the autumn of 1954, the California 
rior Courts committed “sexual psycho- 
i observation and treatment cases to 2 
q ities in the State Department of Mental 
apa Metropolitan State Hospital re- 
ou cases from the southern half of the 

©, while Mendocino State Hospital was 
eed to receive cases from the northern 


a This study is based upon data from the 
= Psychopath” program at Mendocino, 
is located in a rural setting about 110 


1 
ert the 112th annual meeting of The Ameri- 
May ead Association, Chicago, Ill, April 30- 
2 ning 
f State Tytendent and medical director, Mendocino 
Structor -tal Talmage, Calif, and clinical in- 
Sthoot of M Psychiatry, University of California 
a Psychol edicine, San Francisco, Calif. 
Cag OS'S Agnews State Hospital, Agnew, 
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miles north of San Francisco. Specifically 
the report is concerned with the 2-year period 
beginning July 1, 1952, and ending June 30, 
1954. 


ELEMENTS OF CALIFORNIA “SEXUAL PSY- 
CHOPATH” PROGRAM 


Although criminal sex statutes have been 
in the law for many years, the introduction 
of special psychiatric programs to deal with 
the sex offender is recent in this country. Ili- 
nois was the first state to enact a “sexual 
psychopath” law in 1939. As of February 1, 
1953, special “sexual psychopath” 
was reported by 23 states and the District of 
Columbia(2). 

In California, laws providing for the psy- 
chiatric evaluation and treatment of sex of- 
fenders were passed in 1939, and substan- 


(seri m Code tins tee 6 salient 
EE 
ae ie tet has to be affected hii 
O A Benna and (b) in a degree consi 


‘ing him a menace to the health or safety of 


others and Shy any a the following Cel 
ditions: mental disease S exclud: 
ing psychosis and mental deficiency), aeo 
pathic personality or departures 
piee iY. arisdiction: Commitment 
2, The basis of ju ` 

under this statute depends upon the plea of 
guilty or conviction for a ee 
which need not be a sex offense. a 
ceedings under the original offense ta e 
aside and no sentence im ial i 
proceed with determination of f y- 
chopathy. However, the ria ery i i 
ply to any person sentenced to oe en- 
victed of an offense the punis 

pie parae and qualification 
of Taes : Two or three RS are 
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employed by the court in a preliminary diag- 
nosis screening process to determine sexual 
psychopathy. These consultants, one of 
whom must be a state hospital psychiatrist, 
are required to possess at least 5 years of 
psychiatric experience. If there is a finding 
of sexual psychopathy by the court after 
hearing the reports of the court-appointed 
psychiatrists, the offender is committed toa 
state hospital that specializes in this type of 
case for a period of 90 days. This observa- 
tion period enables an expert psychiatric 
team to arrive at the determination of sexual 
psychopathy after thorough and careful per- 
sonality assessment. 

4. Disposition of the offender, if found to 

be a “sexual psychopath” by the state hospi- 
tal: The court may commit the person to a 
state hospital facility for treatment, if the 
state hospital has included in its recommen- 
dation an opinion that the offender will be 
benefited by treatment. If the hospital’s find- 
ings are that the patient is a “sexual psycho- 
path” but not amenable to treatment the court 
will usually proceed on the legal merits of the 
case. If the court acts in accordance with the 
hospital's findings of sexual psychopathy and 
the hospital’s request for the return of the 
individual for treatment, a new commitment 
is issued which is for an indeterminate pe- 
riod. The offender remains in the custody of 
the Department of Mental Hygiene until it is 
believed that he has improved and can be re- 
stored to society or it is found he will not 
benefit from further treatment, 

5. Procedure for release from the hospital : 
Release proceedings are usually initiated by 
the superintendent of the hospital. He certi- 
fies to the admitting court that the patient is 
no longer a menace to the health and safety 
of others, and requests the court to call for 
the patient. If the patient is not found im- 
proved by the treatment and is still regarded 
as a menace, the superintendent can recom- 
mend confinement in a penal institution, The 
final disposition is made by the court and, as 

in the initial step of diagnosis, the court is not 
bound by the hospital’s recommendations, 

6. Voluntary commitment procedure for 
early care and treatment: A little known as- 
pect of the California statute is the section 
providing a noncriminal commitment on a 
voluntary basas of individuals who are po- 
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TABLE 1 


Kinps or Orrenses 1n Wuicn 284 “Sexvat P 
CHOPATHS” Were INvotvep 


Pedophilia (under age 14) 


5a 
oan nas EA N 4 
Other homosexuality (over 14). 35 12 
Exhibitionism ............... 40 14 
Rape (forcible, attempted and 
hasiace deiak 14 5 
ols SSS ee 4 1 
Voyeurism, fetishism, bestiality. 10 4 
EE ri 14 5 
Miscellaneous .........0..0005 7 3 
OES ee E AONA 284 100 


tential sex offenders. This measure wa 
advanced to exercise prevention but is u 
fortunately little used at present. Stat 
Statistics show 37 cases admitted under the 
voluntary commitment law from the fall g 
1949 through June of 1953, in contrast t 
687 cases admitted on an indeterminate basi 
during the same period (3). At Mendocino,: 
individuals were committed during the 2-yeat 
period ending June 30, 1954. Only 2 wer 
good treatment candidates and remained il 
therapy for at least a year. j] 
What are the types of sex crime perps 
trated by the offender who eventually be 
comes a state hospital patient? Table 1i 
cludes 284 cases which were received or as 
posed of during the 2-year period. f 
The breakdown of the categories 1n * 
2 is not completely satisfactory. The a Fc 
are based upon the specific statutory VIO 2u 
and are not clearly exclusive. Some 0 pE 
incest cases could be listed under pedoph ost 
Tt should be noted that pedophilia 1s the mi 2 
common sex offense, being responsi r to 
more than half of all the cases- In pr a 
obtain a more detailed picture of this ae 0 
category, see Table 2 which is designe® i 


TABLE 2 a 

Pevopmmiac Acrivrry (Limmen 10 CH j 

UNDER AGE 14) To 

wie Pa Total i 

Masturbation and/or oh 

fondling .. BBO eve E 0 
Oral-genital 7 

Intercourse (including 10 6 

intercrural) ....,..- 9 ae E 

A E w2 b $ 
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show the range of sex activity. Table 2 
shows that the sex offender used girls under 
14 in two-thirds of the cases, but also shows 
that most of the sex activity was confined to 
what is thought of as sex foreplay. Coitus 
was not usually a goal. 


OBSERVATION PHASE OF SEX PROGRAM 


After the program had been functioning 
and stabilized, the average annual admision 
of observation cases for Mendocino was 
found to be about 100: for the 2 fiscal years 
ending June 30, 1954, the total was 293 (108 
for the year, July 1, 1952-June 30, 1953, and 
95 for the year July 1, 1953-June 30, 1954). 

Since Mendocino serviced 40% of the 12 
million population of California, this implied 
that, statistically speaking, the hospital could 
expect to receive one sex offender for diag- 
nosis for every 50,000 people. This crude in- 
dex is derived from the peculiar and unique 
characteristics of the California sex legisla- 
tion, the vigilance and zeal of law enforce- 
ment agencies, and other sociological factors 
beyond the scope of this paper. It, neverthe- 
less, is a yardstick which might be of interest 
to those states whose socio-economic struc- 
ture is similar to that of the northern half of 
ifornia. 

On the basis of this admission load, the 
hospital had to plan for 8 to 9 admissions per 
month, However, the admission rate fluctu- 
ated with the seasons. The lowest influx oc- 
p during the winter months of January 
oe March (see Table 3). These findings 
Ke to confirm the impression that there is a 
ationship between the seasonal factor and 
the incidence of sex offenses. 
: In order to meet demands for beds in the 
relay for the sex program, it was essential 
° expedite the processing of the observation 


TABLE 3 


v 
$ son Osservation Apmissions ror Two 
ISCAL YEars ENDING JUNE 30, 1954 


(Total 203) 


Tuly-September ..... 6... Bees Tai 
“tober-December |.” 30 a 
Antaty-Ma ARA we ree 19 x 
Pme. 80% 32 E 

Totals 108 95 


108 95 


cases in the go-day period. Initial psychiatric 
work-up, consisting of psychiatric examina- 
tion, the compiling of extensive social service 
data and psychological testing, was in most 
cases completed by the end of the first month, 
and the patient was seen in medical staff con- 
ference at the mid-point of his observation 
period, about the sixth week of his stay, The 
hospital was able to discharge about 25 obser- 
vation cases every 3 months, thus stabilizing 
its annual admissions and discharges in the 
observation phase of the program. An opti- 
mal figure for a resident population load for 
observation cases was about 25. 

One of every 2 cases sent in by the courts 
with the preliminary diagnosis of “sexual 
psychopath” was, as a result of the observa- 
tion period, not recommended for recommit- 
ment. The hospital rejections fall into 2 cate- 
gories: (1) The staff fails to concur with 
the initial diagnostic finding of sexual psy- 
chopathy ; and (2) it concurs with the diag- 
nosis but rejects the sex offender because he 
is a very poor candidate for psychiatric treat- 
ment in a state hospital(3). 

During the 2-year period ending June 30, 
1954, Mendocino diagnosed as ‘sexual psy- 
chopaths” amenable to treatment 96 out of 
203 admissions. This finding of almost 50% 
coincides with the experience of the southern 
California facility, where slightly more than 
half of those who had been on observation 
were recommended for recommitment on an 
indeterminate status for treatment(4) ; 70 
of the 107 rejected were found not to be 
“sexual psychopaths.” The remaining KA 
were found to be “sexual psychopaths z 
not amenable to treatment and returned 
the court for legal disposition (see Table 4). 

Table 4 supports the value of the go-day 
observation period ; a longer period of obor 
vation and a staff that has expert know! e 
are 2 important advantages at the dispo: i 
of the hospital. When there is doubt as 


TABLE 4 


Disposition oF 203 ADMISSIONS Duri Two 
FrscAL YEARS, ENDING JUNE 30, 1954 


Found to be “sexual psychopaths” 


y Į psychopaths” ..-+++++ 70 
Found not to be gh EERDE 


“Sencual porch PREN TEIN AE, 37 
treatment seeeeereennen tn a4 
Deer ance E EN ENEN a Ness. 203 
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whether a patient diagnosed as a “sexual psy- 
chopath” will benefit from the treatment, the 
hospital usually recommends commitment so 
that a trial period of treatment can be insti- 
tuted. However, an offender who is an incor- 
rigible “psychopath” with a long history of 
criminality and sex deviation can be consid- 
ered as not amenable to treatment. It will be 
recalled that the psychotic and the mental de- 
fective is also excluded from the program 
by the legal definition of sexual psychopathy. 
At present, more effective screening at the 
court level is resulting in a lesser number of 
rejections by the hospital. 
What sort of psychiatric diagnostic cate- 
gory does the sex offender fall into? For 
comparative purposes, we used the schema 
outlined by Guttmacher, Since his categories 
departed somewhat from the 1952 APA no- 
menclature, which was in use at the hospital, 
the authors carefully reviewed the previously 
mentioned series of 284 cases. These cases 
represented all of the offenders received or 
disposed of in the 2-year period ending June 
30, 1954. 

The 284 cases were classified as follows: 
(1) The Normal Group—(a) 1 was consid- 
ered healthy and well adjusted ; (b) 2 were 
considered healthy but adjusted to a cultur- 
ally substandard level; (c) 5 were instances 
of sexually confused adolescents. (2) The 
Constitutionally Abnormal Group—(a) 2 
were considered individuals whose sexual 
maladjustment was associated with a geneti- 
cally determined disorder ; (b) 13 were indi- 
viduals whose sexual maladjustment was as- 
sociated with serious mental deficiency ; (c) 
14 were individuals who were in every re- 
spect inadequate and seemed incapable of 
making a good heterosexual adjustment in 

a competitive society. (3) The Neurotic 
Group.—(a) Neurotic character disorder-— 
117; (b) anxiety neuroses—3q ; (c) psycho- 
pathic personality—34; (d) schizoid psycho- 
path—13. (4) The Group with Deteriorated 
Ego Control—(a) Senile deterioration—25 ; 
(b) posttraumatic deterioration—2; (c 
postencephalitic—3 ; (d) alcoholic deteriora- 
tion—3; (e) schizophrenia—ts ; (f) manic 
psychosis—1, 
As in Guttmacher’s series, most of the 
cases fall into the “neurotic” group which in- 
cludes both the neuroses and some of the per- 
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sonality disorders. Our series contains 70% 
of this group whereas his series has 55%. 
This is the group which, because of its new- 
rotic character, is therapeutically accessible 
and offers the best prognosis for treatment, 
Many of the personality disorders are too 
rigid to permit working through of basic con- 
flicts, but relatively speaking, this is the 
group most likely to respond favorably to 
treatment. 

The reason for the divergence in percent- 
ages (55% to 70% ) is not that the psychiatric 
composition of Baltimore’s sex offenders dif- 
fers considerably from that of the northern 
half of California, but that Guttmacher’s 
work occurs at the arrest level and corre- 
sponds to the group of individuals examined 
by the court-appointed psychiatrists in Cali- 
fornia. This hospital should, however, have 
a higher percentage in the “neurotic” cate- 
gory because many of the offenders not fit 
ting the defined “sexual psychopath” category 
would have been screened out by the court 
procedure. Actually, the number of schizo- 
phrenics in our series (15) and mental de- 
fectives (13) would suggest that the diag- 
nostic screening at court did not work effec- 
tively. Another considerable segment of our 
284 cases—about 20%—are therapeutically 
accessible to only limited improvement 
These are the physically handicapped, the 
socially defective who suffer only mild E 
tal retardation, the aging individual eae 
arteriosclerotic or senile but not mentally : 
These are cases that represent aged, ailing a 
inadequate individuals who have been E 
rested for sex offenses, sometimes ae J : 

Another interesting observation is thes = 
number of adolescents in the Mendocino ere 
ties. Most of the 5 adolescents vane 
committed to the hospital appeared in ian 
day observation period only. An ado more 
who is sexually confused, we believe, 18 7 
suitably treated on an outpatient basis. 
admission of a youngster in certat heightens 
precipitates and in other cases te ado- 
homosexual tendencies and desires- A 
lescent himself is subject to home 
seduction. 

Another interesting obse ps 
but 2 of the observation patients wee 2 
Two female patients were admitted a t 
year period but were returned to 


rvation is that all 
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with the diagnosis of not being “sexual psy- 
chopaths.” This is discussed below. 


TREATMENT PHASE 


Tt will be recalled that Mendocino, during 
the 2-year period, received on the average of 
4 treatment patients per month. In this pe- 
riod 96 of 203 observation cases were found 
to be “sexual psychopaths” amenable to 
treatment; the courts, however, returned 
only 91 for treatment. These were all male 
patients. 

At Mendocino 1 male ward with an actual 
bed number of 124 was set aside for the ob- 
Servation and treatment cases. It contained 
offices for the unit’s psychiatric team, the 
Psychiatrist in charge, a clinical psycholo- 
gist, psychiatric social worker and stenogra- 
pher. The ward had no registered nurse on 
duty; any patient who required major medi- 
cal or surgical attention and nursing was tem- 
porarily transferred to a ward that provided 
that need. The nursing staff, maintained on 
24-hour basis, consisted of attendants who 
Were not subject to rotation and, therefore, 
Were able to know their patients well. The 
ratio of attendant to patient was approxi- 

i I to 17 not including relief, which in- 
dicated that supervision on the ward was no 
grave problem. Three of the 7 regularly em- 

yed during the three 8-hour shifts were 
Women. It is possible to provide care and 

ment for sex offenders with ordinary su- 
Petvision and the usual “closed ward” nurs- 
mg service, 
ay least 2 factors are equally responsible 
this observation: (1) Careful clinical 
E hei of patients for treatment, and 

J Pasic personality of the sex offender. 
Sy few cases of physical sex violence, such 

s Sie Tape, or sadism, are admitted to 

a Spital for the go-day observation pe- 
iene few that were admitted were sub- 
tba, rejected for treatment at the hospi- 
jt staff or the court. This course of 
yaon sa not imply that this type of indi- 
as not a psychiatrically deviated sex 
e but indicated that the. state hospital 
‘tenn, Was not structured to aceept him for 

i ee The second reason was the fact 
Were arge majority of the treatment cases 

essentially passive personality types, as 


previously indicated in the psychiatric classi- 
fication of cases, personality disorders of the 
passive type, neurotics, and aging individuals, 
The princpial form of treatment for the 
sex offender was psychotherapy. Carbon 
dioxide therapy and Amytal interviews were 
used on occasion but not systematically, Be- 
cause of the heavy work-load and limited 
staff, intensive individual psychotherapy was 
limited ; group therapy was the favored tech- 
nique. The aim was to have each patient in 
a small group for at least 1 hour per week 
with individual therapy as an adjunct. About 
one-half could be provided with this treat- 
ment during the bulk of the 2-year period. 
In addition to the number of small therapy 
groups, all the treatment patients met once a 
week for an hour in what was described as 
the “big class.” About 70-80 patients con- 
vened regularly to hear discussions on men- 
tal hygiene, to listen to guest speakers, and 
to ventilate their feelings. This large group 
could be described as an “inspirational” type 
of group therapy, but frequent use of psy- 
chodrama made it on occasion significantly 
dynamic. eae 
Extensive use was also made of adjunctive 
aids such as occupational and recreational 
therapy both on and off the ward; they put 
on plays and musicales, helped run the pa- 
tient newspaper, assisted in the parties on the 
mentally ill wards. As a group they were en- 
thusiastic, zealous, and eager to please. While 
they participated in hospital industries, a 
mum use was not made of their vocational 
skills because of security PR neces- 
sary to satisfy public demands. — 
eed of sex offenders in the ape 
ment phase of te progam eel 
Section 5517 of the California ae 
Institutions Code. The 3 types of di (a), 
authorized under this section are SrA yy 
(b),and (c). The (a) discharge, wht 
ar used, states that the patient has recov- 
ene aa chopathy. The (b) 
ered from his sexual psychopathy: vil 
discharge, which bears a favorable at $ 
tion, advises the court to which the pa 
returned that he has been benefited by ter 
ment, dip pee ee a ac 
health and satety Hiers, : 
to society. The (c) discharge SS cet 
the patient has derived no or 4 
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from treatment and is still a menace to the 
health and safety of others. 

In our selected biennial period, 91 patients 

were discharged from the treatment program 
at Mendocino; 91 patients were received for 
treatment in the same period, which indicates 
that Mendocino attained a stabilization be- 
tween rates of admission and discharge. Dur- 
ing the biennial period, the average length of 
hospitalization for the “sexual psychopath” 
who was discharged was about 18 to 20 
months. Most patients with good prognosis 
and other favorable factors should be able to 
look forward to a return to court after a stay 
of about 12 months in an intensive treatment 
program. On the other hand, the program 
contained a number of patients who were 
long-term cases. 

A very important question arises: Is the 
concept of intensive psychiatric treatment for 
the sex offender worthwhile? The acid test 
from a scientific point of view would be a 
long-term follow-up of sex offenders after 
they have been returned to society. This has 
not been done anywhere as yet and this re- 
port contains no information that bears di- 
rectly on this question. Any contemplated 
experimental study on this topic would be 
faced with formidable problems in coping 
with complex and intangible variables, How- 
ever, there are statistics that tend to shed 
some light on this question, and from which 
we can draw certain inferences regarding the 
efficacy of treatment. 

We can compare the types of discharges 
recommended at Mendocino in the year end- 
ing June 30, 1952—the year prior to our se- 
lected biennial period—with those given our 
91 patients. By a unique set of circumstances, 
the treatment program during this earlier 
year had been substantialy curtailed, 

Our statistics show that of 41 patients dis- 
charged during the year ending June 30, 
1952, 17 were discharged as improved, or 

41%; 78% were discharged as improved 
during the year ending June 30, 1953, when 
the treatment program was expanded, and 
77% in the following year (See Tables). 

These data tend to establish the value of a 
treatment program. The figures cited, re- 
vealing a significant increase in the rate of 
clinical improvement and favorable dis- 
charges, support the assumption that there is 
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TABLE 5 


Disposition oF TREATMENT Case DISCHARGES 
Durc Turke Fiscar Years, Enpine 
JUNE 30, 1954 


Total 


is- Unim- Percent 

Year charged Improved proved Improved 
1951-1952 ..... 41 17 24 41 
1952-1053 ....- 27 21 6 78 
1953-1954 ..... 64 49 15 77 


a positive relationship between psychiatric 
treatment for sex offenders and an increase 
in patient improvement. 


SUMMARY 


This paper reports a program for sex of- 
fenders at a state hospital in California dur- 
ing the 2 fiscal years July 1, 1952, to June 30, 
1954. The elements of the California law are 
outlined, including the determination of “sex- 
ual psychopathy,” the basis of jurisdiction, 
the court medical examination and qualifica- 
tion of examiners, the disposition of the sex 
offender, the procedure for release from ve 
hospital, and the voluntary commitment 
procedure, E 

The California “sexual psychopath ia 
gram is administered by the state hospitals, 
and is divided into 2 major phases: G 
commitment for a go-day observation oe 
and (2) commitment for an inde 
period of treatment. The first phase re 
mines if the sex offender is a “sexual Pe 4 H 
path” as defined by law. If he is es 
qualify and if he is likely to benefit ee 
ment he enters the hospital on an 1 tient. 
minate basis and becomes a treatment He pa 

Of the sex crimes perpetrated by ? a S 
tients studied during this 2-year pet!© of 14 
50% involved children under the ag° ctivity 
For the most part, this pedophiliac 2 ring 
did not include sexual intercourse. rely one- 
the period of observation approxima y 
half of the patients were selected t “naindet 
treatment in the hospital. The te t being 
were returned to court as either ee the 
amenable to treatment or not ful al 
criteria of a “sexual psychopath. 
incidence of sex offenders was 
with decreased admissions during t 
months, The 284 cases were classiie 
ing to 4 groups: (1) The a ‘neurotic: 
constitutionally abnormal; (3) t®e 


he winter 
d accord- 
e 


and (4) the group with deteriorated ego con- 

mol. About 70% of the cases fall into the 
neurotic group, which includes both the neu- 
roses and some of the personality disorders. 
The details of the treatment program are 
outlined, and our data indicate that intensive 
“psychiatric treatment for the sex offender is 
justified. The program was structured with 
‘emphasis on group psychotherapy with ex- 
"tensive adjunctive aid, such as occupational 
and recreational therapy. During the period 
of intensive treatment approximately three- 
quarters of the patients were discharged as 
‘improved. During the early part of the pro- 
gtam, before intensive treatment was insti- 
tuted, fewer than 50% were discharged as 
proved. 
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For this study to be complete, it will be 
necessary to follow closely for a prolonged 
period patients who have been released as im- 
proved. Preliminary studies indicate a low 
percentage of recidivism. 
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THE LONG-TERM COMPARATIVE RESULTS OF THREE DIFFERENT 
LOBOTOMY PROCEDURES: 
NORMAN L. PAUL, M. D, EDWARD FITZGERALD, M. S. 


anp MILTON GREENBLATT, M.D.2.2 
Boston, Mass. 


The discovery of bilateral prefrontal lo- 
botomy as an effective means of treating 
chronic intractable psychotic patients by 
Egas Moniz and his colleagues in 1935 was 
followed by numerous reports describing the 
presence of untoward side-effects such as 
“blunted” affect, low initiative, and convul- 
sions. The frequency of these side-effects 
prompted a search for restricted and modi- 
fied lobotomy procedures which, while cut- 
ting less brain matter, could nevertheless 
secure more desirable results with fewer per- 
sonality liabilities. 

During the early years, while the full bi- 
lateral prefrontal operation was the pro- 
cedure of choice, there were studies even 
prior to 1946, which strongly suggested that 


either unilateral or bimedial operation could 
achieve desirable i i 
cit in a vement with less defi- 


ientally ill patients. Worchel 
and Lyerly(r) in 1941 and Lyerly(2) again 


upon the studies of Smith in 
and Ward(4) in 1948 wherein ee nine 
i ae enh were rendered more 
= ate rtd o €, and free of shyness 
The Second Lobotom Project 
ton Psychopathic Hospital eo pit Gs 


= bilateral, and unilateral or 

study, whose rationale 

described in Frontal emp a 

Phrenia (5) by Greenblatt and Solomon, s 

dicated the superiority of the bimedial opeis: 

tion at the 1-year follow-up period, 
This report presents the long-term clinical 


1 Read at the 112th annual meetin i 
it the g of The Ameri- 
can Psychiatric Associatio Chicag 
May 4, 1956. X Ea 
2 From the department of chia arvard 
Medical School, and the Boston Paychesassie Hos. 
pital, 74 F moeg Rd., Boston 15, Mass. 3 
# We are indebted to the Harri 
their support of this study, ee 
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results in the 116 chronic mentally ill patients 
who were the subjects of the Second Lobot- 
omy Project. These were patients whose 
mental illness had been unremitting for at 
Teast 24 to 3 years prior to lobotomy, having 
failed to respond to all previous treatment, 
including insulin coma, electroshock, and 
intensive psychotherapy. These patients had 
been originally divided into 3 groups at ran- 
dom, each differing from the others essen- 
tially in the type of surgical procedure em- 
ployed, ie., full bilateral, bimedial, and uni- 
lateral operations (carried out by Dr. James 
Poppen and his associates of the Lahey 
Clinic). 

Figure 1 illustrates diagrammatically the 
three different lobotomy procedures. Each 
of these three operations is carried out in 
the frontal or coronal plane. In the bilateral 
lobotomy the surgeon cuts all the white mat- 
ter in both frontal lobes. The bimedial opera- 
tion is restricted to cutting only the medial 
half of the white matter in each frontal lobe, 


A 
( 
| PLANE OF 
SECTION 


BILATERAL 


UNILATERAL 
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TABLE 1 


Duacnosts or 116 Patients SUBJECTED To THREE 
DIFFERENT LOBOTOMY PROCEDURES 


£8 83 83 88 
Diagnosis a” RY Ste 
D. P.paranoid ...... 10 13 10  33(28%) 
D. P.hebephrenia ... 8 6 10 24(21%) 
D. P. catatonia ...... 6 II 6 23 (20%) 
D. P.other types .... 4 4 I 9 (8%) 
D. P. simple Beas o I I 2 (2%) 
Paranoid condition .. x 2 2 5 (4%) 
Tnvolutional ........ 2 0! Np 2 (2%) 
Organic”... 2 I 8 11 (9%) 
Psychopathic 
Personality ... I o I 2 (2 
Psychoneurotic ..... I I 3 5 Ge 


while in the unilateral lobotomy all the white 
matter in only one frontal lobe is cut. De- 
struction of grey matter occurs at the site of 
entrance of the surgical instrument into the 
cerebral hemisphere in each operation, 
ea diagnostic distribution of the cases 
or this study followed up at 5 years is pre- 
sented in Table 1. It is to be noted that gr 
ot 79% of the cases were diagnosed dementia 
praecox or schizophrenia. 
a 2 presents the distribution of the 
ion of mental illness: 89 or 779% of 
© patients had been mentally ill for over 5 
Years; 56 or 48% of the total number had 
7 Ty for over To years. Only 19 or 16% 
re the subjects were ill for less than 5 
el These patients were studied 5 years 
ay ‘to obtain both a cross sec- 
and longitudinal picture of their ad- 
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TABLE 2 


Duration OF ILLNESS IN 116 Patients SUBJECTED 
TO THREE DIFFERENT Lopotomy PROCEDURES 


aad a., 

3.38 33 #5 

Years LE a~ 53 e~ 
Under EANET 7 7 5  19(16%) 
a TS ee 10 12 WW  33(29%) 
Over. 20,0; aides see. 177 16 23  56(48%) 
Not known ......... cia We 8 (7%) 


justment. The cross sectional survey paid 
particular attention to their present mental 
state, including thought content, level of 
anxiety-tension, impulsivity, level of disor- 
ganization, as well as intellectual functions. 
The longitudinal survey was concerned with 
the patients’ level of adaptation during the 
5-year interval since surgery, focusing upon 
the level of personal and social effectiveness, 
work adjustment, presence of seizures, and 
problems of adjustment. The 5-year post- 
operative evaluation was determined by in- 
terviewing the individual patients and their 
families, consulting with their postoperative 
hospital records, and interviewing hospital 
staff in the case of hospitalized patients. Pa- 
tients living out of state were followed up 
by letter and questionnaire or by interview- 
ing available close relatives. It was possible 
to get pertinent follow-up information on 
every patient at 5 years. 


OVER-ALL IMPROVEMENT 


Table 3 gives the changes in the levels 
of improvement in each of the 3 surgical 


TABLE 3 
Fouow-ur or 116 PATIENTS SUBJECTED TO THREE DIFFERENT Lonotomy PROCEDURES 
a arked i 
ias rap, S E a L 
I year... : (11%) 1(3%) 
ne 3 (37% 8 26%) 4 
ay i 234%" (2) 0 far Gas í) ia) EUIS i 26%) 
Tal 
1 year, 8(20%) 1(3%) 
aibes 9(23%) A 12(319%) 
z E. 7(18%) Basis 12(309%6)* (1) — 10(26%) (0%) 
eel %) 
year... . (20%) 4(10 
Pests sy 9(21%) 3(7%) 14(33%) ie 
ae me 6( 14%) 7(179%)* (1) 14(34%) 14(33%)* 0) 1(2%) 
1 Year 6(5%) 
Soe : . (30%) 24 (2170) 
: ae z Gk 0) Bae" (2) Saya) BW 302%) 
umh 


xr in parentheses refers to deceased patients showing this rating shortly before (sie 
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groups from the 1- to the 5-year follow-up 
periods. A “marked” improvement rating 
was given to those patients who showed dra- 
matic relief of all mental symptoms includ- 
ing disorganization of thought and feeling, 
inappropriate speech and behavior, severe 
anxiety and tension, delusions, and so forth. 
“Moderately” improved patients were those 
who showed considerable gains in most areas. 
“Slight” improvement rating was assigned 
to patients whose relief of many mental 
symptoms was slight or who showed dra- 
matic relief of only a few mental symptoms, 
e.g., a psychotic patient who would show only 
complete disappearance of violent aggressive 
behavior after lobotomy so as to be less of a 
hospital management problem. “Unim- 
proved” patients were those who showed no 
significant changes over preoperative be- 
havior. “Worse” rating applied to those pa- 
tients whose postoperative psychotic be- 
havior was more severe than that observed 
prior to surgery. 

Table 3 shows that at 5 years, 12 or 34% 
of the bimedial patients were found to be 
markedly improved, contrasted with 7 or 
18% marked improvement of the bilateral 
group and 6 or 14% of the patients sub- 
jected to the unilateral procedure. “Moder- 
ate” improvement was observed in 11 or 
31% of the bimedial cases, in to or 26% 
of the bilateral cases, and in 7 or 17% of 
the unilateral group. “Slight” improvement 
rating was given to 4 or 12% of the bimedial 
group, 12 or 30% of the bilateral cases, and 
14 or 34% of the unilateral group; 6 or 
17% of the bimedial group were unimproved 
as were 10 or 26% of the bilateral cases and 
14 or 33% of the unilateral group. Only 
3 patients were worse, 2 of whom had a bi- 
medial operation and the third a unilateral 
lobotomy. 

In general, comparing the 5- with the 
I-year follow up, the changes are not strik- 

ing. In the bimedial group “significant” im- 
provement (percentage showing marked im- 
provement plus percentage showing moderate 
improvement) was 65% at 5 years compared 
with 60% at 1 year; in the bilateral group 
44% compared with 46% ; and in the unie 
lateral group, 31% as compared with 28%. 
In the total series of 116 patients, moderate 
or marked improvement occurred in 46% of 
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the patients at 5 years as compared with 44% 
at the 1-year follow-up. 

It would appear, therefore, that the im- 
provement evident at I year is essentially 
unchanged at 5 years. Furthermore, the 
superiority of bimedial lobotomy over the 
other two procedures is maintained at 5 years 
with no significant change in the relative 
degree of superiority manifested. Five-year 
follow-up, in addition, establishes that opera- 
tions done on both frontal lobes, i.¢., either 
bimedial or bilateral, gives results superior to 
operations done on only one frontal lobe. 
Finally, it is clear that even with unilateral 
operations, 31% of the chronic patients may 
be significantly benefited. 


WORK ADJUSTMENT 


Each patient was rated as to his work ad- 
justment before surgery, and at both the 1- 
and 5-year follow-up periods after surgery. 
“Good” work adjustment ratings were given 
to patients who were employed full time and 
productively, either at home in the case of 
housewives or in industry, in which case they 
were earning regular salaries. In some 1n- 
stances a “good” work adjustment rating 
was assigned to hospitalized patients who 
were working productively and full time on 
some industrial project. 

“Fair” work adjustment indicated that 
the patient worked intermittently, that pro- 
ductivity was not up to expectations, or that 
performance was partially satisfactory. The 
housewife would get her work done with 
assistance or prodding. A hospital worker 
would be given less complicated tasks where 
volume or output, speed or precision were 
not expected of him. A community worker 
would make intermittent attempts to work, of 
would often be relieved from a job because 
of inadequate performance, “Poor” work 
adjustment indicated that the patient was 
unemployed either in the hospital, home, Of 
community, or was totally inadequate for 
the job. 4 

Table 4 illustrates that there was definite 
improvement in work performance in the 
Postoperative period, contrasted with pre 
Operative work adjustment, This was most 
striking in the bimedial group in which 2 
(549%) were rated as showing “good” wor 
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TABLE 4 
Worx ADJUSTMENT IN THREE DIFFERENT Groups oF LOBOTOMY PATIENTS 
Type of lobotomy Good Fair Poor ’ 
Say Don’t know 
Preop. . . 2(6%) 8(23% 
1year . . 12(34%) Pera Gen) Ce 
5 yEArS ss eeeee ens 19(54%)* (2) 4(12%) 12(34% )* (1) o 
Bilateral 
EOE sali pa 3(8%) 4(10%) 
E eann 10(26%) 10(26%) a pee eee 
ETAB aioe sees ses 13(33%) 5(13%)* (1) 21(54%) o 
og 
EEE eeoa sa 2(5%) 7(17%) 
Tir eisen s 8(19%) 11 (26%) ees o 
a NEA 12(29%) 5(12%)* (1) 25(50%)* (1) (o 
ag (116 cases) 
ee 7(6%) 19 (16%) 88 (76%) 2% 
PRN Sas i ama oe 30(26%) 33 (28 ; HEA 
IEE ioios as 44(38%)* (2) eee (2) son (2) got 


*N 
umber in parentheses refers to number of patients showing this rating shortly before death. 


of at 5 years, compared with 13 
ne m) rated in the bilateral group and 
la o) in the unilateral group. Further- 
“Siang of the total figures at 5 
ie on i ose at I year shows an increase 
ee mber rated “good” and a decrease 

number rated “fair” at 5 years. This 


Suggests further i 
er im > s 
ine, provement in work per- 


RESIDENCE 


Tal 
ien ats a comparison of the resi- 
: e 3 patient groups in the preopera- 


contrasted with 3 or 7% before operation. 
A significant favorable change in residence 
was observed at the 1-year period for all 
three lobotomy groups when compared with 
preoperative residence figures. In general, 
there were no striking changes in residence 
between the 5- and 1-year follow-up periods. 
Furthermore, at 5 years, 41 of 35% of the 
total 116 patients were living in the com- 
munity as compared with 6 or 5% before 


surgery. 


CHANGES IN CLINICAL PSYCHIATRIC EVALU- 


tiv ‘ s 
Baan with their residence at both the = 
Po 5-year follow-up periods. At 5 years, _ Table 6 compares the percentage change 
siding pa of the bimedial group were re- between T and 5 years with the prelobotomy 
2 or 6 the community as contrasted with findings for each operative group in the 
followup o Peratively. Also at the 5-year clinical areas studied. These areas included 
Were led 319% of the bilateral group “marked” anxiety, “marked hostility, 
3% pr the community compared with 1 or “marked” disorganization, “marked tension, 
12 or operatively ; in the unilateral group, “good” initiative, “good” object cathexis, 
29% were living in the community as “good” impulse control, good” work ad- 
TABLE 5 
Resivence m Timex Dirrexaxt Grours or Losovosy PATIENTS 

Type of g years 
lobotom: 1 year tial) 
Bime, Communi S aa Community Hospital 
Bae E E SPD Beag) 170%)" 0) 18(51%)* ©) 
Unten Jn 3%) 38(07%) 11(28%)  28(72%) 12(31%)* (D) poena z 

a b. „er 

"tal * 30%) Hio) o(ar%) —-33(79%) 12(29%)* (1) 30077 

116 cases). ¢ (65%)* (2) 

- 6(5%) g(s) (4) 7505 
i 110(95%) 33(8%) 83 (72%) icine 
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TABLE 6 


Curnicat Psycutataic EVALUATION 
AFTER Losoromy 


(Based on 116 Cases) 


Type of operation 
| 2 = 7 
sig g g ž 
Heid 4 
B“ a a p 
Percent of cases with 
“marked” over-all 
improvement ...... I 37 23 2I 
5 34 18 14 
Percent change in 
residence at home.. 1 +31 +25 +24 
5 +43 +28 +22 
Percent change 
in “good” work 
adjustment ........ 1 +28 +18 +14 
> s +48 +25 +24 
Percent change in 
“good” initiative ... 1 i —5 Ho 
5 37. >) 2 12 
Percent change ii 
in “good” object 
cathexis .......... 1 +34 416 Fis 
5 +40 +10 I 
Percent change eg 
in “good” impulse 
control ........ oot Ia +8 +33 
5 1 
Percent change in : Sy Hia 
anxiety.. I —48 41 —34 
| ttle —51 
P angela 39 5 —20 
“marked” tension.. r —77 —y4 —57 
P s A ae Al a er 
marked” hostility.. 1 —63  —s4 35 
=i —59 —45 
Percent change 
in “marked” 
disorganization .... r  —35 23-17 
55754 4 Fo 34 


justment, residence at home, and “marked” 
over-all improvement, 
“Marked” anxiety was defined as con- 
tinuous intense concern, worry, or uncom- 
fortable apprehension, accompanied by pal- 
pitations, nausea, abdominal pain, tremu- 
lousness, headaches, etc. “Marked” hostility 
rating was assigned to patients who showed 
an almost constant state of aggression against 
the environment. “Marked” tension referred 
to a continuous intense level of motor Test- 
lessness, overactivity, shakiness, or jitteri- 
ness. “Marked” disorganization was defined 
as gross constant ideational and/or emotional 
incoherence, irrelevance, and inappropriate- 
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ness. “Good” initiative indicated that a pa- 
tient was essentially self-motivated and spon- 
taneous in the pursuit of his everyday ac- 
tivities, requiring no prodding or pushing. 
“Good” object cathexis rating was given 
those patients whose emotional response ap- 
peared appropriate and adequate and who 
were able to relate positively to significant 
persons and objects in their environment. A 
patient with “good” impulse control was one 
who showed very little or no evidence of 
outbursts of rage and vituperation. 

Table 6 shows that the most striking 
changes in the 3 groups taken together both 
at I and 5 years were in relief of “marked” 
tension and “marked” hostility. The superi- 
ority of the bimedial operation over the other 
two procedures at 1 year was most evident 
in the areas: “marked” over-all improve- 
ment, “good” initiative, and “good” object 
cathexis. At 5 years, bimedial operation was 
found to be significantly superior with re- 
spect to improvement in the following areas: 
impulsivity, work adjustment, residence at 
home, initiative, object cathexis, and over-all 
improvement, Striking gains between the 
first and fifth year were observed in the bi- 
medial group for “good” work adjustment 
and residence at home when compared with 
the other 2 operative groups. The outstand- 
ing superiority of the bimedial operation in 
the areas “initiative” and “object cathexis” 
observed at 1 year was maintained at 5 years. 


CONVULSIVE SEIZURES 


Table 7 presents the incidence of post- 
operative convulsive seizures in the 3 lo- 
botomy groups, These statistics apply only to 
cases who developed seizures for the first 
time in the postoperative period. They ex- 
clude patients who had seizures before opera- 


TABLE 7 


Inctpence or Conyutstve Seizures IN 116 CASES 
FOLLOWED up ror 5 YEARS 


T f A 
labetomy 2 yrs, postoperative 5 yrs. postoperative 
Bimedial 
35 cases ... § cases (15%) 8 cases (24%) 
Bilateral x 
39 cases ... 6cases (16%) 8 cases (21%) 
Unilateral 
42 cases ... 4cases (10%) 8 cases (21%) 
Totals ...... 15 cases (13%) 24 cases (21%) 
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of which there were 7 or 6% of the 
series, The statistics, therefore, repre- 
he true effects of operative brain trauma 
population studied. At 5 years, 8 or 
of the bimedial group had reported 
es compared with 8 or 21% of the bi- 
I group and 8 or 21% of the unilateral 
| Note that at 2 years, 15 or 13% of 
otal 116 cases had reported seizures ; 
pat 5 years, 24 or 21% of the total 
er presented a history of seizures. 
€ appeared to be an increase in the inci- 
seizures at 5 years over that ob- 
dat the 2-year period with no signifi- 
differences noted for the three operative 
ps at 5 years; whereas, at 2 years, the 
tal cases showed the lowest seizure 


general, the seizures, usually grand mal, 
and were readily controlled by anti- 

ve medication, Of the 2 patients in 
medial group who died following status 
is, one had a history of repeated 
3 prior to operation and the other de- 
ast seizures postoperatively. 


were 6 deaths in the original 116 
by the 5-year follow-up period. 
e of these could be related to the 
n. It occurred in a woman who, after 
stating marked improvement for 2 
i after bimedial lobotomy, developed 
epilepticus, d ying 24 hours after onset. 
apparently developed seizures 8 
following lobotomy, No data were 
regarding use of anticonvulsive 
Mon in this case, The other 5 patients 
i either the second (1 case), third (1 
A Or fourth (3 cases) years following 
ENY of causes unrelated to operation. 


PERT: 
TENCE WITH CHLORPROMAZINE 


ai. Patients, each of whom was rated 
3 Oved” in terms of his clinical re- 
i a lobotomy because of continued 
io and behavioral disorganiza- 

fh case dened with chlorpromazine. In 
: dramatic disappearance of com- 
lvi, Vth emergence of more normal 
i Pea observed. This suggests that 
“sirable clinical features unchanged 
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by lobotomy can be benefited by chlorpro- 
mazine medication. 


Discussion 


This 5-year follow-up study was made to 
establish more conclusively the relative thera- 
peutic effectiveness of three different lobot- 
omy procedures. At 5 years after psycho- 
surgery improvement was evident in a large 
number of the original 116 cases and this was 
particularly seen in the bimedial patient 
group. The greater effectiveness of bimedial 
operation at 5 years was emphasized by the 
19 or 54% of patients in that group who 
demonstrated “good” work adjustment and 
by the gain in work performance over that 
observed at 1 year. The “significant” over- 
all improvement (23 or 659%) noted in the 
bimedial series at 5 years strongly under- 
scores the clinical superiority of this re- 
stricted operative procedure. 

In terms of the clinical Pen goes the 
bimedial group at 5 years more 
gains in persia” than either of the other 
2 operative series. This is best illustrated by 
the marked increase in favorable percentage 
change over preoperative Jevels in good 
object cathexis, “good” initiative, “good” im- 
pulse control, “good” work adjustment and 
residence at home. The superiority of bi- 
medial operation at 5 years 1s further re- 


flected in the areas of “good” initiative, 
“good” object cathexis, and “good” impulse 
control where the gains are almost twice as 
great or better than observed in the other 2 
Oups. f 
e Residence-in-hospital figures in ae 
may be misleading insofar as some = 
talized patients, 10 in our series | of 116, 
showed either marked or moderate awe 
ment but were unable to return to the com 


i i lack of 
munity because of lack of family or S p 


patients into community 
ive participation O r 
Nae agencies. Many patients band 
ked or moderate x ceo 
i 1y postoperative months creats 
pina turmoil in the family 


i f the sudden, unexpected per- 
pis haps Preparation of families by 
the psychiatrist and social worker for such 


3 operative groups. Seizures were not a 
major complaint of patients as a rule, were 
few in number, and were readily controlled 
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Summary 
A par follow-up of 116 chronic men- 
tally j divided into 3 groups each 
of which was subjected to a different lo- 


botomy procedure (¢.g., full bilateral, bi- 
medial, and unilateral operations) disclosed 
that bimedial lobotomy was superior to either 
of the other 2 procedures in the treatment of 
chronic mentally ill patients. “Significant” 
improvement at 5 years was found in 21 of 
65% of the bimedial group, compared with 
lesser frequencies in the other 2 groups. Also, 
at 5 years, there was an improvement in 
work adjustment over that observed at 1 
year which was most evident in the bimedial 

The greater relief of anxiety, tension, 
Roetility, and disorganization at 5 years after 
bimedial operation emphasizes its therapeutic 


The number of cases who had one or more 
convulsive seizures was greater at 5 years 
than at 1 year. However, only 1 person had 
status epilepticus and this proved to be fatal. 
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“multiple therapy” we mean an inte- 
of various therapies, psychic 
fatic, planned and carried on by two 
¢ therapists working in close liaison 
individual case, The present paper 
on our experience with 29 cases that 
treated jointly in this manner dur- 
t three years. 
t attempts in this field came about 
ne of us (Therapist M) consulted the 
Therapist A) about carrying out 
Main physical-treatment procedures on 
Of his patients, who he had hoped 
‘thus be made more accessible to psy- 
by. (Therapist M customarily en- 
only in psychotherapy, while A also 
ed physical-treatment measures when- 
thought them indicated.) 
;* Mist an attempt was made to keep the 
of Psychotherapist and psychiatric 
“an quite separate in the eyes of the 
ough there was close cooperation 
n the two therapists. It soon devel- 
ever, that in most cases such clear- 
tion of therapeutic roles was not 
‘feasible. The physical-treatment pro- 
dure itself brought about new psychody- 
z constellations that unavoidably estab- 
t certain psychotherapeutic bonds be- 
Patient and the physician carrying out 
ysical treatment, to which the latter 
© respond in understanding collabora- 
h the original psychotherapist. In 
3 y, a true multiple psychotherapy 
bec which in part confirmed existing 
and in part revealed certain new 
a we consider worth reporting. 
a that our experience with joint 
Proved so successful may be due 
n differences in training, technique, 
and personality (to say nothing of 
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long friendship) between the two therapists, 
so that one often served to complement the 
other, For instance, the approach of Thera- 
pist M, who uses only psychotherapeutic 
measures, is characterized by a certain 
amount of psychoanalytic passivity and per- 
missiveness with encouragement of verbali- 
zation of hitherto unconscious tendencies, 
plus a constructive rehabilitation-centered 
conception of the extratherapeutic relation- 
ship between psychiatrist and patient, includ- 
ing a great interest in helping the patient find 
sublimatory activities. Therapist A, on the 
other hand, tends in his psychotherapeutic 
work to favor somewhat more active tech- 
niques more akin to the physical ones, such 
as suggestion, persuasion, and certain acts 
resembling those of the leader or the re- 
ligious revivalist, favoring rapid denounce- 
ments and a more forceful facing of reality 
problems, as well as limited or absent extra- 
office contacts with the patient. 

Because the selection of these patients was 
generally founded on their need for physical- 
treatment, they tend to fall mainly into the 
diagnostic categories of severe mood dis- 
orders, with or without schizophrenic fea- 
tures, although a few had depressive reac- 
tions to neurologic illnesses. But in subse- 
quent work with these patients—particularly 
as they were given complete freedom in 
selecting which therapist they would prefer 
to work with after completion of physical 
treatment—other pertinent indications for 
multiple therapy emerged. ae 

Especially impressive was the patients 
from the therapist who had 
e conflict- 


1 figures in 
aed members (see Cases I, 3» 6, 12, 24, 
26), or who reminded them more 2 
such feared or hated figures (case I 3). Con- 
versely, if one therapist more closely re- 
sembled a loved or respected figure (¢.9-, 
father), this often seemed to influence his 
choice of that therapist (see Case 10). 

When family or patient became distressed 


about choice of treatment, the fact that they 
could turn to two physicians for opinions 
815 
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and judgment seemed to have an especially 
reassuring and rapport-enhancing effect (see 
Case 25). Similarly, where marital conflict 
was a presenting problem, considerable prog- 
ress seemed to be made by each spouse hav- 
ing his own therapist, even though in ensu- 
ing joint meetings or round tables, both psy- 
chiatrists openly joined forces in working 
toward establishing the reality features of 
the marital situation and toward encourag- 
ing mutual understanding and gratification 
(see Cases 6, 12). 

Table 1 gives the salient features about 
the diagnosis, treatment and outcome on the 
29 patients who form the basis of this paper. 
A few cases are then described briefly to il- 
lustrate some of the dynamics that emerged 
in the multiple-therapy situation. 


Case 1—Female, aged 43. Diagnosis: Schizo- 
affective psychosis, with depressive features, para- 
noid trends, and obsessive-compulsive manifesta- 
tions, including compulsive-addictive overindulgence 
in alcoholic beverages; chronic, severe. 

Gare the § years this patient was seen by 
ona M, she had formed a strong, though often 
Hah lent, transference to him, and was usually 
fon e and cooperative in accepting the condi- 
isi reatment, including the final initiation of 

am Scape Accordingly, when Therapist 
treatment od to Therapist A for electroconyulsive 
sttagty she accepted the situation and remained 
jecting rai to M but was sarcastically re- 
treativent ppccactive toward A, until the 22nd 
altered o when her attitude toward A suddenly 

b ppreciably, 

é oarntiy A became the therapist she wanted 
on ial ea whose approval she actively sought. 
eis ough A came to represent the defensive 
vated Te that the physical treatment had acti- 
“ad SN her old self remained in a close trans- 
Physical eetonship with M, who throughout the 
"i preatment continued to be available when 
neither tg relationship with M was disrupted by 
> Mey) clectroconvulsive treatment, nor the 
me insulin coma series, nor even the lobot- 
followed ong to when both former treatments were 
sought early relapse, After lobotomy, in fact, 

About Am M and began to see A less often. 
defensive ree months after lobotomy, however, 
Promina reorganization again began to play 3 
initia. „Psychodynamic role, and on her own 
Ment to ME yon more turned to A as a supple- 

hp his was a crucial phase in her treat- 
Quent trie Outed much to the patient's subse- 
chances of ki toward recovery, increasing her 
issue in rel Teed by her husband, a vital 
farther ent between patient and therapists was 
husband nced at this time by the fact that ber 
tion, We Ee brourht hack into the therapeutic 

lieve that the fact that in 


the husband established a better relationship with A 
while he had rather rejected M, served to reinforce 
the patient’s bond with M, Both therapists have 
good relationships with the patient’s parents, but 
since her husband is the most important factor in 
her conflict situation, her preferred therapist is the 
one who has a poor relationship with the husband. 
Nevertheless, when M left the country for some 
months, she remained in contact with A at more 
widely spaced intervals till M returned, when she 
again resumed that relationship with undiminished 
rapport and interest. 

Case 2—Female, age 27. Diagnosis: Schizo- 
affective reaction, with depressive and paranoid 
features and with gastrointestinal somatization re- 
actions; severe. 

This patient’s father deserted the family when she 
was a few weeks old. During patient’s puberty, her 
mother remarried and her stepfather later at- 
tempted to become intimate with the patient. She 
felt rejected by her mother, afraid of her step- 
father, and sensed (correctly) that the mother pre- 
ferred her younger sister. 

During an acute breakdown, she developed a 
fairly strong transference to Therapist M and was 
willing to be transferred to Therapist A for electro- 
convulsive treatment. Multiple therapy continued 
for 6 weeks, in that Therapist M saw the patient 
regularly while A administered shock therapy and 
had some supportive and encouraging contacts with 
her. A’s contacts and the shock therapy in no way 
altered or diminished the excellent transference re- 
lationship with M; so that immediately after com- 
pletion of the physical-treatment she continued 
working with M. à 

She was, however, seen sporadically by A during 
M's absence, It became clear during these contacts 
that she represented herself to A in terms of re- 
gained defenses and reality attempts, while with M 
she continued catharsis as developed a oi 
i ic feelings and motivations. She 
into her basic feelings cy a aoe! 

achieved the status recovery. 

a - in that M Te the 
n better and more abiding re- 
therapist who had a an thle relation 
ip di include the stepfather, who was the 
+ Ee figure in her life, but was instead 
with relatives who had befriended the girl and 
kindly in her confused, disorganized 


me: Diagonsis: Schizo- 
Case 4—Female, age “= phobic, paranoid, and 


addiction ; severe. 
ve features, and with drug to Therapist M 


begin e peat aah 
setting and cont 

therapy ee in a home — pasem iee 

ambivalent, transf to M. 

E oE midia) fell in her 
concussion resulted. A period 
oetregression then set in, and multiple therapy with 
A 


: 
$s 
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Patient's ambivalence to M turned into a strong 
negative reaction, while she showed a positive trans- 
ference to A, who was soon displaced, however, by 
another physician after patient was hospitalized 
and reserpine therapy instituted. At present, the 
third therapist continues to treat the patient in 
strong positive transference, although she and her 
family still request periodic check-ups and consul- 
tations with A and/or M. 


affectivity. 


Case 6.—Female, age 27. Diagnosis: (1) Consti- 
tutional psychopathic state, with emotional instabil- 


Case 8.—Female, age 30. Diagnosis: Agitat 
depression, severe, Siy 25 eg 

The crucial issue in this patient’s illness seems 
to have been perfectionism in terms of tee own 
health and the health of those dear to her, illness in 


an early age with the idea that any expression of 
sexual feeling was evil. An i esting episode in 
this direction was that when she was persuaded to 
resume sex relations after encouraging Progress 
toward apparent recovery, in the course of follow-up 
psychotherapy two months after completion of the 
electroshock series, she vomited for two days. She 
has made great strides in psychotherapy since then, 
Although originally in psychotherapy with Thera- 
pist M, following electroshock procedure she seemed 
to have equally good relationships with both thera- 
pists, but stayed in psychotherapy with Therapist A, 
largely for reasons of convenience. It is striking 


[ Mar, 


that although she has worked well in psychotherapy 
improvement has so far fallen short of social re- 
covery. Accordingly, we plan to reintroduce 
multiple psychotherapy. 

Case 9—Female, age 35. Diagnosis: Paranoid 
psychosis, with anger, hostility, and depressive fea- 
tures, and with symptomatic overindulgence in 
alcoholic beverages. 

Therapist M at first believed this patient's illness 
would require electroshock treatment before ade- 
quate psychotherapy could be given. Upon evalua- 
tion of the patient’s condition, however, Therapist 
A decided against electroshock because of the pa- 
tient’s domestic situation. The patient’s relationship 
with her husband was a key problem in her illness 
since the husband, although a second-generation 
American, had assumed much the same cruel and 
overbearing attitude toward her that she had so 
resented and feared from her immigrant father. It 
was believed that electroshock treatment would add 
an element of confusion to her already sorry plight 
and might thus give the patient’s husband too much 
of the upper hand in his bullying behavior. 

Therefore reserpine was administered concur- 
rently while Therapist A undertook psychotherapy 
aimed at restoring in the patient a feeling of mastery 
and control. Meanwhile her husband was given a 
constructive interpretation of his wife’s needs. He 
was actually a rather passive-dependent person who 
had felt he had to conform to the cultural stereo- 
type of the powerful male role handed down in his 
ethnic group. His wife's illness and her temporarily 
leaving him gave him insight into his own depend- 
ent needs, which, with help, he accepted. All of 
which made it possible for him to relax his earlier, 
socially conditioned domineering and sadistic at- 
titudes. 

CASE 10—Male, age 50. Diagnosis: Manic re- 
action, with paranoid features. 

In this patient the good psychotherapeutic rap- 
port established by Therapist M enabled the pa- 
tient to accept his need for physical treatment. 
After electroshock, he made a superb transference 
reaction to Therapist A. This patient had had a 
good though ambivalent relationship with his own 

ther, and we believe he accepted Therapist A be- 
cause he represented to him the defenses that the 
Physical treatment had enabled him to reassert, and 
of which his father would have strongly approved. 

He became less and less able to reveal persona 
feelings and less inclined to resume the therapeutic 
relationship with M, which would have required 
further unveiling of himself. This reluctance to 
gain insight (which is so characteristic of the 
manic’s resort to denial), however, undoubtedly laid 
the groundwork for his relapse a year later, at 
which time he spontaneously returned to Therapist 
A. But after two months’ treatment, including an- 
other series of 8 electroshocks, he again withdrew 
Prematurely, 5 

Case 12,—Female, age 34. Diagnosis : Depressive 
reaction, 

This patient presented complaints of a depressive 
reaction in which frigidity was particularly distress- 
ing to her. The depression had developed in some 


l 
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aasure as a reaction to cruel and sadistic treat- 
met on the part of her husband. Two months’ 
psychotherapy with Therapist M convinced him 
that physical-treatment measures might be helpful. 

In view of the concurrent treatment needs of her 
husband because of his character problem, it was 
thought advisable not to overwhelm the patient by 
catapulting her into a recovered state (especially 
as she was not suicidal), since the change would 
confirm the husband’s idea that his wife was “crazy” 
and he himself quite blameless. 

Accordingly, the husband was referred to a third 
psychiatrist for treatment, and the only physical- 
treatment measures used with the patient were 
io rey and methandren linguets. 
Mite rhe o D E paei decided against 
al “an : who 20 years previously 
“soli r for severe alcoholism, Obvi- 
Beno inthe patient's life, ‘The patient formulated 
Rises si oe Thea ate me 

7 i y s makes me 
feel like a little girl” (a feeling T irea based 
TE id remembered situation, as well as on 

Tea i ice i i 
Bar e iraso a the patient tes 
to avoid the therapist who h i ol ee Et 
with members of the family with ee it pair 

Co have been in serious conflict pars 
„Case 16—Mal FA h 
Bees ok Seen eae 
neuritis; (3) Charcot-Marie-" S% EEE 

his nate 12 rie-Tooth’s disease. 

ed eet with whom Therapist M had main- 
retionship “seg friendship and semitherapeutic 
associated Say ered from increasing depression 
a H ‘tke severe progressive neurologic 
neglect his ag n e drink excessively and to 
viamins and I i ke. He was then treated with 
instituted 4 rmones, and multiple therapy was 

a in which ‘Therapist A assumed a more 
Use of eben stand toward the patient's 
ated as a ners xplaining that in his case alcohol 
to Tartotize hic e poison; he was encouraged not 
a striking info good brain—formulations that had 

habitual el on the patient's perception of 
Rs » and concurrent =r 4 we es wens sero. 
disease Fat cle n reatment ot his neuro- 

th DY has’ „depression cleared. Follow-up 
check-ups a of occasional visits and 
the patlent eina M and A, with both 
aet a maintained good relations, 
nefits in ut complementary therapeutic 

each over a period of years. 


ASE 17. — 

Periodic fae, age 52. Diagnosis: Depression, 
es, prbatiso 
€s, this pati 

apid G8 gr 


n with his previous depressive epi- 
p made a more thorough-going and 
Provemen A recovery, together with a true im- 
multiple peyeho arital relations, as a result of 
ment by a re Combined intensive treat- 
Bie sat Nerapists together with the wife's 
MOtement in an, brought about a dramatic de- 
tet : Joint session just preceding his final 
sion of F airo nent, a denouement involving con- 
“ty on the patient's part, acceptance 


of her responsibility for driving him to it by stand- 
offishness and rejection on the wife's part, and 
ending in a dramatic reconciliation followed later 
the same afternoon by reestablishment of intensely 
gratifying sexual relations after a lapse of seven 
years during which they had been abandoned. 
The interesting aspect of this case in reference 
to multiple therapy is that during the many years 
of therapy with one psychiatrist, this patient had 
never been able to mention his adultery, but in the 
presence of the two therapists and his wife, in a 
revivalist-like emotional setting apparently induced 
by the feeling of complete acceptance by the group 
and with his defenses somewhat altered by the 
course of convulsive treatment, he was able to make 
his confession with great emotional catharsis, and 
his wife in the same setting was able to react with 
deep emotion and acceptance. We believe that 
multiple therapy provided a setting so flexible and 
understanding that the patient and his wife both 
were able to benefit without fear of rejections and 
misunderstanding. Perhaps an additional factor in 
this improved performance in multiple therapy may 
be associated with the pluralistic assumption in all 
folklore that a jury is fairer than a single judge; 
each spouse felt he could get a fair and i 
hearing, and yet at the same time the atmosphere 
was a highly charged, emotional-cathartic one. j 
Case 24—Male, age 19. Diagnosis: Schizo- 
phrenia, paranoid. k 
The patient's marked aggression and, hostility 
had been particularly directed against his father. 
Although the father was never seen aes i 
when the patient was present, rapport, tei 
pins could not be established because the 
patient was sure the doctor (Therapist A) was 
interested only in accommodating the father. It 
was therefore decided to refer the patient to 


ment in that the patient came to a 
and his assistants at the hospital as 


is now continuing to work l 
at M and has been able to make his first 
cupational adjustment. } - 
ay ging age 68. Diagnosis: Depression, 

i ith obsessive features. À 
pie a originally consulted Therapist y 
During an early phase of electrocom lee th 3 
ment when his previously good ALN ee 
fora m n wile wes in the role of a second 

ist M. Bringt , 
el ing re-established tipor mi ge 
per ially effective in confirming the wife : aT 
i rtainty that she was doing the right me 
M wi able to persuade the patient to accept further 
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treatment, and served for the patient and his wife 
as a further point of reference in the ork 
of reality. 

Multiple therapy acted to allay the anxiety that 
had broken through the original rapport with the 
single therapist. Perhaps the idea that a jury is 
more impartial and reliable than one judge may 
have been the deciding factor here also. 

Case 26.—Female, age 31. Diagnosis: Reactive 
depression to multiple sclerosis. 

Treatment of this patient started with Therapist 
A. He concentrated on treating the multiple sclero- 
sis by physical methods but recognized that other 
factors in the patient’s life situation were also in- 
fluencing her depression, particularly a kind of 
rivalry between her father and husband for first 
place in her affections, Therapist A decided, how- 
ever, that because of his close relationship to the 

patient’s father he could not cope with this prob- 
lem effectively with the husband, and he therefore 
referred both patient and husband to Therapist M 
for joint psychotherapy aimed at clarifying and 
simplifying their emotional situation. The husband 
was able to accept Therapist M because he had no 
relationship with the patient’s father. Therapist M 
in turn was able to reassure the husband of his 
proper position in the domestic scene, and, with 

simple psychotherapy, was able to alleviate the 

pose depression and tension over these variable 

‘actors. 


SUMMARY AND Discussion 


This paper is based on our experiences in 
cong forces to treat certain of our 
private patients (N=29) in individually- 
planned therapeutic programs, generally TA 
sisting of an integration of psychotherapy 
and physical-treatment procedures, one thera- 
pist devoting himself exclusively to psycho- 
therapy; a other to far ist treatments and 
supplementary psychotherapy as new psy- 
chodynamic constellations eae ioe 
the treatment. On the whole, these 29 pa- 
tients comprised a particularly treatment- 
resistant group of severe mood disorders. 
The fact that nevertheless 75% of them 
achieved either full or social recov a 
figure statistically not significantly different 
from that of 61% for a group of 201 un- 
selected psychotic and borderline states 
treated by a single therapist with physical 
treatment methods and/or psychotherapy. 
suggests that the particular difficulties en- 
countered in the present group of patients 
were adequately met by the treament method 
described. 
We were interested to find that where 


MULTIPLE THERAPY IN PRIVATE PSYCHIATRIC PRACTICE 


— Ma. 


the relation between referring therapist and 
patient was strong and positively toned, it 
was in no way disrupted or diminished either 
by any form of physical treatment (ECT, 
insulin coma, even lobotomy) or by the sub- 
sequent relationship with the second thera- 
pist. This became particularly striking when 
after some progress in physical treatment, as 
the patient’s ego became able to assert more 
effective controls and defenses, the patient 
frequently thrust the second therapist into 
a sort of combined ego-superego role, at- 
tempting to impress him with an increased 
grasp of reality and improved mastery in 
many situations, all the while retaining an 
unchanged relationship vis a vis the first 
therapist, with whom the patient remained 
more concerned with id derivatives and incli- 
nations. This was not due to deliberate role 
playing or areas of special interest on the 
part of the therapists but rather to a shift 
in the role in which the patient cast one of 
the therapists, usually the one carrying out 
the physical treatment, in response to the pa- 
tient’s own treatment needs arising out of 
the reawakening of his ego strength in re- 
sponse to the physical treatment. This also 
comes quite strikingly to the fore when one 
therapist alone carries the patient from psy- 
chotherapy through a series of physical treat- 
ments,* thus often obscuring the fact that the 
original more primary way of relating to the 
therapist remains at all times an open avenue 
of additional communication; this perhaps 
adds particular strength and effectiveness to 
the multiple therapy described here. s 

Choice of psychotherapist, following physi- 
cal treatment, was left entirely to the patient, 
and aside from the usual influences arising 
from transference and countertransference 
factors, it was noted that patients frequently 
turned away from that therapist who had the 
better relationship with the more conflictful 
figures in their lives. It was as though they 
felt that under these circumstances the thera- 
pist could not really sympathize with their 
point of view, but would remain an ally 
of the hated or ambivalently regarded figure- 
Frequently, however, patients seemed able 


83 See Alexander, L. The Influence of Physical 
Treatment Methods in Mental Disease upon the 
Defensive Operations of the Ego, Pp. 210-224 " 
Hoch, P., and Zubin, J., (eds). Depression. New 
York: Grune & Stratton, 1954. 


erate continued combined treatment 
he two therapists, deriving different 
nplementary benefits from each. 

great flexibility of the multiple-ther- 
ion proved especially useful in 
‘cases where marital conflict was a 
ent issue. Each spouse could have his 
herapist, and yet there was a joint 
z and confrontation on their prob- 
n atmosphere often charged with an 
evivalist emotionalism and permis- 
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siveness. Not only did patients often seem 
to derive special benefit from the small-group 
emotional dynamics, but they seemed to feel 
that, as before a jury, they would obtain fair, 
impartial hearings, that their individual rights 
would be protected. This feeling was also 
evident in relatives who had become anxious 
and doubtful during a patient's treatment, 
but who were considerably reassured by 
being able to confer with both therapists in 
a roundtable discussion. 


FAILURES IN PSYCHIATRY: THE CHRONIC HOSPITAL PATIENT* 
NORMAN C. MORGAN, M.D., ann NELSON A. JOHNSON, M.S. W.,2 Warren, Pa. 


In this study we define as failures or as 
“chronic” all patients who have resided in 
the hospital continuously for more than two 
years as of July 1, 1955. This arbitrary 
dividing line is based on earlier studies(r1, 2, 
3) of 20,000 consecutive first admissions 
to Warren State Hospital over a 40-year 
period which have demonstrated that the pa- 
tient who does not leave the hospital within 
two years after admission has an almost 
negligible prospect of leaving thereafter. 
Currently, the studies at Warren State 
Hospital show that about 75% of all new 
admissions under age 60 go home within the 
first year, an additional 5% during the 
second year, and only 3% in all later years. 
In other words, though the discharge rate 
for all new patients under age 60 is a final 
figure of some 83%, all but 3% of this total 
has been achieved during the first two years 
after admission. 


METHOD 


This Paper reports some of the findings 
regarding 2,166 (1,031 males and 1,135 fe- 
males) patients who had resided continuously 
in this hospital for more than two years on 
July 1, 1955. (Because of clerical dificul- 
ties 184 cases were omitted from the original 
calculations, but inclusion of these cases does 
not change the proportions or conclusions, ) 

Records of these 2,166 patients were re- 
viewed to determine some basic character- 
istics of the group which are discussed in de- 
tail. Factors were tabulated in order to learn 
something about the make-up of the 
“chronic” patient and to estimate whether 
forces other than his mental illness by itself 

have operated to keep him in hospital, The 
paper is limited to some basic, elemen 

descriptions of the chronic patient. We þe- 
lieve that these descriptive features must be 
learned so that the chronic patient can be 
accurately identified before any further at- 
tack on the more basic problems of etiology 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 Warren State Hospital, Warren, Pa. 
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and management can be successfully under- 
taken. 

To compare some of these factors with 
those in nonchronic patients, a group of pa- 
tients who had been out of the hospital for at 
least one full year was studied. In securing 
this sample only patients who had suffered 
from psychosis or psychoneurosis were se- 
lected. This consecutive study of discharges 
was continued until 200 male and 200 female 
cases had been secured. 

Originally we intended to obtain the data 
concerning family relationships accurate up 
to the time of the study. However, review 
of our charts revealed that information about 
the family status recorded at time of patient's 
first admission was not subsequently kept up 
to date. It became apparent that the only 
uniform method was tabulation of the fol- 
lowing factors as recorded at the time of 
first admission: marital status, parents, sib- 
lings, children, education, work record. Obvi- 
ously in patients who have been at the hospi- 
tal a long time many changes in the family 
situation will have occurred, usually in the 
direction of a reduction of the patient’s con- 
tact with family members. 

In cases where information is unknown, 
it is usually because there was no one to 
give an adequate social history and in gen- 
eral these cases would fall into the less fav- 
orable group. 


FINDINGS 


Table 1 presents the diagnostic distribu- 
tion of the 2,166 “chronic” patients. It will 
be observed at once that schizophrenia ac- 
counts for two-thirds of all patients defined 


„as chronic, Organic psychoses account for 


about one-half of the balance and the m 
mainder is composed of patients suffering 
from functional psychoses other than schizo- 
phrenia. l 

Table 2 summarizes the age distribution 
of the patients studied. 

The current median age (in 1955) for the 
chronic male patient was 53, and for the 
chronic female patient, 57. Obviously this 
age was attained in the hospital and not at 
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TABLE 1 
DiacNostic DISTRIBUTION or ALL MALE AND FEMALE PATIENTS CONTINUOUSLY HosPIraLIzeD For Morg 
THAN Two YEArs 
Number and percent 
Diagnoses Female 
Eoss With syphilis. .........4002 arao aneen 42 (3.7) 
Psychoses with epidemic encephalitis... . 8 (07) 
Psychoses with other infectious disease. 3 (03) 
Psychoses due to alcohol..............c.ee5 5 (0.4) 
Psychoses due to drugs.... i I (.09) 
Psychoses due to trauma............0..00+ 
Psychoses with cerebral arteriosclerosis 35 (3.1) 
Psychoses with disturbance of circulation r (.09) 
es due to convulsive disorder 39 (3.4) 
Psychoses due to metabolic disorders o 1 (.09) 
Psychoses with organic change. ...:seiie soe nen ne ane 9 (08) 
o AA CT 29 (25) 
Totals—Organic psychoses 173 (15.17) 
Tivolutional psychosis 13 (1.1) 
anie-depressive psychosis 50 (4.4) 
tia praecox ......., 756 (66.6) 
asid condition E EES 
sychoses with psychopathic pers J 09. 
Sychoses with mental deficiency, -souar eee 52 (4.6) 
Be Pimctional psychoses... .¢ss!yi eee. ON g12 (80.3) 
Psychoneurosis TES cieiee sees vey ene LONTE E 6 (05) 
Pri psychosis ...) 00...) eae 15 (13) 
BGG havior dorea 
Without mental disorder 39 (25) 
Totals— A11 other categories s (43) 
Totals—A1] categories 1,135 (100%) 
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Incidenta] notati 


on was made of the first 
n g aion to this 


hospital but length of sta: 
is dat pital but length of stay 
this A from the last actual entry, whether 

a new commitment or the last re- 


A TABLE 2 
CE Distemution fi 


OF 2,166 “Crroxnic” * PATIENTS 
IN 1955, BY Sex 


Percent 
Female 


cones na 
y S patient, ™ this and all subsequent tables 
Daor mone’ continuously hospitalized for two 


turn from leave of absence. The number of 
passages in and out and the years of fa 
dence prior to the last return were no 
counted. The actual hospital years accumu- 
lated by this group are considerably more 
than represented by our median figure. fhe 
Study of the detailed records on ee 1 
Table 3 is based reveals that the c oh 
male had a median hospital stay of 11 year 


TABLE 3 


“Cyronic” PATIENTS IN 
ee GTH OF HOSPITAL STAY 


Percent 


DISTRIBUTION OF 2, 
1955 BY SEX AND BY 
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and the female 14 years. A total of 28 
patients have been at the hosiptal since before 
1911, the year in which Bleuler published 
his famous monograph. All of these long- 
term patients fall into the schizophrenic 
category except two, who were apparently 
incorrectly labeled paranoid condition. The 
oldest male was admitted in 1894 at which 
time he was 24 years old. The oldest female 
was admitted in 1897 at the age of 28. 

On the basis of this life expectancy and 
treatment-failure expectancy, we may expect 
that some of the patients admitted today in 
1956 will still be at the hospital to celebrate 
the arrival of the year 2000. 

Table 4 shows the distribution of patients 
according to educational level. This demon- 
strates that only 13% of the males and 22% 
of the females had completed high school or 
more. It thus appears that the “chronic” 
group has relatively few members whose 
educational background would make them 
sought-after workers in many fields of em- 
ployment. 

Similarly the occupational experience of 
the chronic group as shown in Table 5 has 
not been exceptional. The percentages in 
the “unknown” category were probably un- 
skilled laborers, bringing this group to a 
full two-thirds, with an additional 8.4% who 
had no occupation at all. It might also be 
noted that professional workers were almost 
nonexistent among the chronic males, ac- 
counting for only a fraction of 1% of the 
total. The female patients were tabulated 
according to their highest occupational 
achievement at any time that lasted longer 
than a few weeks. The 21% listed under 
the category of housewife includes only those 
who have had no other occupational ex- 
perience. Those listed as having no occupa- 

tion had not even been a housewife. The 
relatively large figure of 7.3% of the pro- 


TABLE 4 


DISTRIBUTION OF 2,166 “CHRONIC” PATIENTS py 
Years oF SCHOOL COMPLETED BY SEX 


Percent 

Years of 

school Male Female 
4 or less: mar NANE 19.3 14.7 
5-8 ; 40.7 
9-1 14.8 

2 13.5 

13 or more 8. .4 
Unknown corsi. ereseccscnee 10.9 78 
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TABLE 5 


OccurationaL Distawution oF 2,166 “Curonic”™ 
PATIENTS By SEX 


Percent 


Occupation Male Female 
a T S E 7.0 38 
O as 8.4 18.4 
BRINE hese segs. sco. ceccee 1.2 o8 
PIQUSEWHIG: osc cesccccc we ecse 21.0 
RRC eet ames chins sce ee 4.3 
Unskilled labor ...........-- 50.3 31.2 
Skilled labor ............... 13.1 39 
White-collar work ......... 5.9 13.6 
Professional ........-...++- 08 73 


fessional category is accounted for chiefly by 
schoolteachers. We can see that in both the 
male and female chronic patients 75% have 
never developed any special occupational 
skills. 

Table 6, presenting the same groups ac- 


TABLE 6 


MARITAL DISTRIBUTION at TIME oF ADMISSION OF 
2,166 “Curonic’ PATIENTS, BY SEX 


cording to their marital status, shows that 
only 1 in 4 of the males and 1 in 3 of the 
females who became chronic had a marital 
partner interested in helping the patient 
get well or in soliciting his return to the 
community life, During the years of hospital 
stay some of these “married” patients have 
become separated, divorced, or widowed. 
Table 7 shows that over two-thirds of 
the males and over half the females had no 
living children at the time of admission- 
Children listed in hospital records were tabu- 


TABLE 7 


DISTRIBUTION or CHILDREN AT TIME or ADMISSION 
AMONG 2,166 “Curonic”? Patients, BY SEX 


Percent 


: ——— ya 
Children Male Female 
REM aon ca ly ve vss c's te 2.5 ud 
None te A cores cee as «ls 68.0 54-4 
OE eta A s 7.2 13:3 
a A EEA 6.3 po 
Three ug aa E 9.5 136 
Hivevor more oole est sauros 6.4 78 
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lated even though they were infants, dis- 
abled, or apparently not interested in the 


patient. 

Table 8 demonstrates that only 23% of 
the chronic males and 27% of the chronic 
female patients had both parents living at 
the time of their admission to the hospital. 
Since the median age of the males is 53 and 
that of females 57, it can be presumed that 
many of these parents have died since the 
patients were hospitalized. 

Only 9% of the chronic patients had no 
siblings, although in 10.5% of the females 
and 14.3% of the males the number of sib- 
lings was unknown. The number of siblings 
is obviously a poor index, since usually only 
one or two show any specific interest in the 
Patient. The records make no clear distinc- 
tion between those siblings that have been 
close to the patient and may be potentially 
helpful and those that are not interested. 

In the preceding discussion we have 
Pointed out that few of the chronic group 
^re married, that only a minority have both 
+r living, that 6 out of 10 have no 
othe This poverty of what may be called 
tind ee nly relationships does not ex- 
om 3 ings, Only 9% of the group were 

o have no siblings at all and some 

/” had two or more. To determine some- 
in Ate the interest shown by relatives 
Ei we the patient’s release from the 

ithe i peed were studied to tabu- 
ceived by e e of letters of inquiry re- 
tente dou sain about these 2,166 pa- 
esting E e last two years. The inter- 

ha see are shown in Table Ona 
only aen of letters is intended to in- 
Patient’. = ‘a express an interest in 
f some hich « are. Inadvertent counting 

Bs the a refer only to business matters 

ormation pertaining to letters 


dud 


D TABLE 8 
STRIBUTION op p 


AMO PARENTS AT TIME OF ADMISSION 
NG 2,166 Curone” Paranas, av. Se 
P, Percent 
a 
pown ea Female 
Ont dogg Theses eee ees 2.5 
Peg rs ws cc. 
Gilde ai 
nt Iing .. |. i 
Both Mother livin 126 
livin g. 18.3 


TABLE 9 


Proportion oF 2,166 “Cuxontc’ PATIENTS ABOUT 
WHOM Hosrrrar Receten Letters or INguiry 
Durine THE 2-YEAR Peron Enpinc JULY 1955 


Number of hae 
letters le Female 
None 5 Sea 65.1 56.1 
I oases’ 15.3 142 
z 6.3 8&7 
ETEA 45 5.9 
More than 3 . 88 14.7 


appear somewhat more favorable than it 
actually is. 

This inquiry into expression of interest 
by relatives was pursued further by tabu- 
lating office records of the number of pa- 
tients with personal spending money. Only 
8.1% had more than 20 dollars, while 22.9% 
had only from 1 to 20 dollars in their spend- 
ing acounts. A total of 69% had no per- 
sonal funds at all at the hospital. Among the 
319% who did have funds, an undetermined 
number derived their funds from their own 
savings, from Social Security, and other 
benefits rather than from interested relatives. 
About 10% of the chronic patients have 
relatives who are actively interested and 
visit often, while one-third never receive 
visitors. 

From all of the material presented we 
must conclude that the chronic patient has a 
severe poverty of resources available to moti- 
vate him to return to community life and to 
help him do so. 

The factor of duration of symptoms has 
not yet been tabulated for the males. Table 
to shows that 40% of the chronic female 
patients exhibited gross symptoms reco zed 
by their families for more than 4 years prior 
to their first admission. ) 

Description of the chronic male patient 
may be summarized in the following way: 


TABLE 10 


perore First HOSPITAL 


Duration oF SYMPTONS CHRONIC” FEMALES 


ADMISSION AMONG 1,135 


Duration of 


No. Percent 
331 aga 
150 13.2 

. 8 Ae 
vane 69 63 
. 456 40.2 
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He has a median age of 53, a median dura- 
tion of hospital stay of 11 years, is probably 
unmarried and without children, has less 
than one probability in 5 of having both 
parents living, has lower than a high school 
education, has no more occupational ex- 
perience than that of the unskilled laborer. 
If he has any living relatives they show 
scant interest; they do not visit him, send 
him spending money, or write to the hospital 
about his welfare. 

Almost exactly the same profile could be 
outlined for the chronic female patient ex- 
cept that her median age is 57 and that her 
educational level is slightly higher than that 
of the male. 

Thus far we have described the group of 
patients who have already reached a level of 
chronic hospital residence and have observed 
that at this stage in their lives it would be 
most difficult to effect any change in the di- 
rection of a return to community life, This 
observation has been based so far on the 
social handicaps of the patients studied, 

All patients included in the organic disease 
categories were reviewed and it was con- 
sidered that very few could leave the hospi- 
tal at all, and these few patients would re- 
quire a substitute type of supervision. None 
was considered able to lead an independent 
life in the community. The patients in the 
diagnostic categories other than schizo- 
phrenia were also reviewed, and likewise 
very few were considered good prospects 
for leave of absence. For example, of the 
64 patients diagnosed as Without Mental 
Disorder, 59 were mental defectives who 
could not be placed elsewhere because of lack 
of facilities. Of the 9 cases of psychoneu- 
rosis, 4 should be considered schizophrenic 
reactions and the other 5 showed marked 
life-long inadequacy. The 1,403 schizo- 
phrenic patients will be described in a subse- 

quent paper in considerably more detail, 


COMPARISON WITH PATIENTS WHO HAVE 
SUCCEEDED IN LEAVING THE HOSPITAL 


Table 11 summarizes the difference þe- 
tween the 400 patients who have successfully 
remained out of the hospital for 1 year and 
the chronic group discussed above. For con- 
venience these 400 patients are called “dis- 
charged” in the following discussion. 


The discharged male had a median age 
of 42, which is 10 years younger than that of 
the chronic male. The discharged female had 
a median age of 43 as compared with 57 for 
the chronic female. 

Where less than 1 in 4 (22.8%) of the 
chronic males and only r in 3 (33.8%) of 
the chronic females were married, 56% of 
the discharged males and 65% of the dis- 
charged females were married. 

More than half of the discharged males 
were unskilled laborers, just as in the case 
of the chronic males. However, 34% of the 
discharged males were skilled laborers, pro- 
fessional persons, or engaged in other white- 
collar work compared with only 20% of 
the chronic males in these 3 categories, Simi- 
larly, 33% of the discharged females were 
in these higher occupational levels compared 
with 25% of the chronic females. 

Only 48% of the discharged males had 8 
grades or less of school contrasted with 6376 
of the chronic group. Among the discharged 
males 28% had a high school education or 
better, compared with only 13% of the 
chronic males. Only 40% of the discharged 
females had 8 grades or less compared with 
55% of the chronic females, with 34% of 
the discharged females having completed 
high school education or better compared 
with 22% of the chronic females. 

In brief, the discharged patients had a 
much higher rate of marriage than the 
chronic group, a higher educational level, a 
greater proportion of persons in the occupa- 
tional group above that of unskilled labor. 


Discussion 
It should be pointed out that all of the 
foregoing analyses relate to 2,166 hospital 
TABLE 11 


COMPARISON TABLE 


Percent 


Male Female 

y 3 

EA Ed 

2 e 4 a 

aS 

Factor ő a BAe 
Ui ee 228 56.0 338 65.0 
Occupational skills .... 20.0 34.0 25.0 330 
Education (8th or less). 63.0 48.0 550 40° 
High school or better... 13.0 28.0 22.0 340 


y 
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patients who have already become chronic 
hospital residents. Identification of these pa- 
tients will provide some basis for recogniz- 
ing a group of characteristics which predict 
chronicity in newly admitted patients. In 
other words, if the characteristics which ac- 
company chronicity are known, the new pa- 
tient who is going to become a chronic can 
be spotted earlier. 

With the group of patients who are al- 
teady chronic the task of treatment and 
placement in the community is extremely 
dificult, It is important to make the distinc- 
tion that this difficulty would be much less 
marked in planning the treatment and place- 
ment of new patients, 

This may Suggest a new emphasis on the 
tole of the social worker, who works largely 
with family relationships. Perhaps a social 
worker should deliberately select those pa- 
tients without families for special case work, 

e same development toward a new attitude 
may apply as well to the psychiatrist. He 
may now spend a disproportionate amount of 
time with patients who have demanding 
families and unwittingly neglect the patient 
without such advocates. In the same way 
int doctor and social worker may find more 
eos and attractive the patient with 
a educational and occupational back- 
i ee actually they should be spend- 
out aay more time with patients with- 
may oo. In brief, the patient who 
ik “ed chronic because of social liabili- 
Worker ad hs the doctor and social 

hire » et an any other patient. 3 
esearch is needed in three major 
and i quiry: (1) The question of cause 
“lect in the relationship of mental dis- 
etd the sociologient f it 
, sociological factors described 
i (2) methods of treatment and 
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or more were studied to identify the nature 
of the mental disease itself and to tabulate 
certain sociological resources which might 
play a part in the patient’s failure to recover 
and return to the community, 

2. Schizophrenics comprise 63% of the 
males and 67% of the females. Organic psy- 
choses account for 20% of the males and 
18% of the females, while functional psy- 
choses other than schizophrenia make up 
the remaining 17% of the males and 15% of 
the females. 

3. Median age of the males is 53 years 
and of the females 57 years, 

4. At the time of admission only 22% of 
the males and 34% of the females were mar- 
tied. This proportion is now smaller, since 
some patients have been divorced or widowed 
since admission. 

5. At the time of admission only 23% 
of the males and 27% of the females had 
both parents living; many of these parents 
have since died. 

6. Most of the chronic patients had a poor 
educational background. Eight grades of 
school or less represented the educational 
achievement of 74% of the males and 63% 
of the females. Only 13% of the males and 
22% of the females had completed high 
school or more. 

7. Occupational level is essentially that of 
unskilled labor—68% of the males and 70% 
of the females having no occupation or being 
unskilled laborers. Professional workers 
were almost nonexistent among the chronic 
rn wa ties aie? of living rela- 
tives, most of the chronic patients seem to 
have few interested relatives. Over the n 
two years the hospital received more y je 
three letters of inquiry in only 9% : eo 
male cases and in only 15% of the female 
cases, Only 8% of the total have more hes 
20 dollars while Aa have no per: 

i t all. we 
Te ren dis compared with similar m 
formation obtained on 400 discharged pa 
ients, K. 
pe Distinction is made canoe ie 
tients who have become chronic an rae ae 
cribed in this paper and the be: a 
rently entering the hospital w tax aR 
dates for chronicity. Awareness 8 
factors may facilitate manage 
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ment of these cases and help prevent chroni- 


city. 
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DISCUSSION 


J. W. Karman, M.D. (Chicago, IlL).—The 
authors have so clearly stated the salient charac- 
teristics of the chronic hospital patient as to give 
rise to many questions about the purposes and func- 
tions of hospitalization itself. Perhaps more im- 
mediately one question might be raised about these 
findings, namely the size of the sampling. I am 
fully convinced that the same kind of data will be 
uncovered in any large mental hospital with a com- 
parable group of chronic patients. 

Tabulated discretely, although it is the traditional 
scientific method, these characteristics of the chronic 
patients do not tell the whole story, nor even the 
most significant part of it. I may sound heretical 
when I suggest that more of the “field theory” will 
have to be incorporated in our study and methods 
of therapy if we are to gather the true significance 
of what we observe about patients. Seen in the 
framework of a kind of field theory the various 
characteristics of the chronic patient are significant 
points in a chain of reactions. 

Of course, the chronic organic type of psychiatric 
patient constitutes a problem in a different config- 
uration of significant points. We have in mind, 
however, the chronic functional group of psychotics. 

If, as only one example, we start with the first 

characteristic tabulated by the authors, that of low 
educational attainment, from a dynamic point of 
view there is far more than meets the eye. Educa- 
tion in its true and biological significance means an 
orientation to the world as a whole, with a deriva- 
tive pattern of significances. A human being docs 
not directly respond to a stimulus, or rather a great 
many stimuli; he responds to the meanings of stim- 
uli, A psyche poorly stocked with meanings will 
find it difficult to adjust to reality. Academic levels 
of education and the kind of conditioning which true 
education implies are only roughly correlated, but 
even so we see that the tabulation of academic 
educational levels attained and the incidence of 
chronic schizophrenia have a rather high corre- 
spondence. 

In the case of the poorly-stocked psyche of these 
chronic schizophrenics I am persuaded even such 
an apparent artifact as semantic difficulties leads the 
individual far beyond the scope of good adjustment. 
Simple logical errors are likewise instrumental 
in the etiology of these functional psychoses. The 
evidence of these difficulties abounds in patients 
and even so-called “normals” and many examples 
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can be cited. Clinically, these things are usually 
attributed to the results of the psychoses, but I am 
persuaded they are often causative. Naturally, there 
are many other factors which often enter into the 
resultant we call a psychosis. The concept of 


process schizophrenia may still be a useful one. _ 


Nevertheless, ruling out organic psychoses, possibly 
process schizophrenia and other unusual stresses, 
bearing in mind that everyone has a psychic tendon 
Achilles, we could start with an individual who, 
for many reasons, in his psychic make-up is de- 
flected from the acquisition of genuine meanings 
and significances, and acquires a narrow, poverty- 
stricken frame of reference. It is not surprising 
that he will derive many delusion-tinged hypotheses 
to explain the contradictions he necessarily encoun- 
ters because of his biased apperceptions, From there 
he spirals or plummets down to a state and situa- 
tion where he cannot afford a wife and children, 
even if he did have any considerable desire left. 
He provokes very little warm response from rela- 
tives and friends because of the lustreless, poorly- 
stocked personality. Because he is a bore and only 
a responsibility, friends and relatives tend to avoid 
him. Being thus constituted, with a paucity of 
significances in his outlook, he has no strong con- 
victions and therefore not enough stick-to-it-iveness 
to become a skilled craftsman. The end result may 
turn out to by a psychosis, most often schizophrenia. 

It is a curious finding that in most mental hospi- 
tals a peculiar difficulty in classification often arises. 
A patient is given a very apt classification, such 
as psychoneurosis, manic-depressive psychosis ot 
even simple adult maladjustment. Some time later, 
from several months to several years, someone will 
be greatly surprised to discover that the same pa- 
tient turns out to be garden variety of schizophrenia. 
Tf we insist that the designations we give to func- 
tional psychic disorders are absolute entities, the 
surprise can well be understood; but if we recog- 
nize that schizophrenia is a kind of end result of 
most functional psychic disorders there will be 
nothing very remarkable in that finding. 

Psychiatry at present is in the process of re- 
evaluating the role of hospitalization in the treat- 
ment of the functional psychoses. If hospitalization 
is only a matter of safe-keeping that need not 0C- 
casion a great deal of concern, but if we seek to 
make hospitalization truly therapeutic we shall not 
overlook to what extent hospitalization itself, as it 
is now so often constituted, conspires with the pa- 
tient to produce a state which robs him of all i 
centive. By reason of the regimentation, dull, drab, 
monotonous routines and intellectual vacuum it $0 
often provides, it conspires with the chronic pa- 
tient to reaffirm the conclusions he has already 
reached. Future studies may yet confirm a suspicion 
already voiced by some investigators that some 0 
the characteristics to be found in the hospitalizee 
chronic schizophrenics are to a considerable exten 
artifacts fostered by the hospitalization itself. 

The authors of this paper have rendered a pote- 
worthy service to psychiatry in so carefully and i - 
jectively describing the significant characteristic 
of the chronic mental hospital patient. 
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_ At the Atlantic City meeting of the APA 
in 1955 we presented a preliminary report 
ona community study of mental health being 
conducted by the department of psychiatry 
in the Cornell University Medical College.’ 

The purposes of the investigation, as sug- 
gested in its epidemiological approach, are 
three; (1) To establish the prevalence in the 
study population of various forms of mental 
health and illness across the entire mental 
health spectrum; (2) to determine the dif- 
ferential distribution of these variants of 


Mental health among the many cross-cutting 


demographic subgroups in the study popula- 
tion; (3) to trace factors etiologically sig- 
eae for mental disturbance to their 
tees in specific socio-cultural conditions. 
he in engaged on this project four 
ine p full-time and 19 part-time re- 
partici A anh have at one time or another 
ie in the project, representing the 
Ti S of psychiatry, sociology, anthro- 
By, Psychiatric social work, and statistics. 
in ds, ee methods were of three 
atthtopologiant an intensive sociological- 
è ed and demographic analysis of 
instituti y itself, its organization, its 
ons, and its patterns of life. 
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lation covers an extreme range in socio- 
economic status, from great wealth to 
poverty. In race it is 99% white. About - 
one-third of this population are born New 
Yorkers, approximately one-third are Ameri- 
can-born migrants to New York, and the 
remaining one-third are foreign-born im- 
migrants, principally German, Irish, Czech, 
Hungarian, Italian, and British. 

In these respects, as in extreme popula- 
tion density (roughly 140,000 per square 
mile), the area has characteristics resembling 
those of “gold coast and slum” residential 
sections immediately adjoining the central 
business district in several other of the larg- 
est cities of the country’s northeastern and 
midwestern regions. 

The second method, designated as our 
“case-finding operation,” was directed to the 
search of records for the identification of 
all Midtown residents who were “open case” 
patients on May 1, 1953, of mental hospitals, 
both private and public, of clinics and of 
private therapists. By this method we estab- 
lished for the Midtown population the mag- 
nitude of treated psychopathology on a one- 
day prevalence basis. . 

We were aware, re that the pee 
tude of treated psychopathology is analogous 
to the visible virion of an iceberg, that gives 
no basis whatever for judging the depth of 
the submerged portion, which for us was 
the mass of untreated psychopathology 1n 

ulation. 
praes and measure this unknown and 
submerged mass required large scale re- 
search of extreme complexity and sient 
This third phase of our study we designat ' 
the “sample survey operation. On technica! 
elaborate here, we nar- 
grounds we need not SURAN 
rowed our focus, for pu of this Ere 
tion, to that segment of the study pop 
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ion that fell in the age range 20-59. 
i coved people who, in relation to the 
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vanced methods developed for the purpose 
by the U.S. Bureau of the Census, we took 
a large random sample of our population 
universe. On the mathematical laws of 
chance we could be confident that within a 
relatively small margin of error this sample 
would be a true and representative cross 
section of the population from which it was 
drawn. Therefore, what we learned about 
this sample would hold true for the popula- 
tion it represented on a reduced or miniature 
scale. 

With the sample numbering many hun- 

dreds of individuals, all, of course, com- 
pletely unknown to us previously, each had 
to be screened in order to assess his mental 
health condition. This could not be practic- 
ably accomplished on a mass basis by the 
usual extended clinical methods of diagnosis. 
The method of choice was a single interview 
of about two hours with each individual. 
This interview was structured by a question- 
naire incorporating some 400 items of infor- 
mation on physical health history, person- 
ality symptoms and functioning, childhood 
history, parental socio-economic and cultural 
background, work history, interpersonal as- 
sociations, and other areas of current life 
adjustment. 

The large staff of interviewers, all with 
professional training and experience in in- 
terviewing, consisted of psychiatric social 
workers, case-workers, clinical psychologists, 
sociologists, and anthropologists. 

The symptom questions had the general 
character of items in such widely used per- 
sonality inventories as the Army’s Neuro- 
psychiatric Adjunct and the Minnesota Mul- 
tiphasic Inventory, In fact, the core of our 
IIO symptom questions was adapted from 
items in these two validated instruments, 
Others were newly derived on the basis of 

extensive clinical experience, 

Our interviewers recorded other informa- 
tion volunteered by the sample respondent, 
as well as their own observations and im- 

pressions of the respondent. From these 
data, and the rest of the two-hour interview 
protocol, two staff psychiatrists made inde- 
pendent mental health evaluations of each 
respondent. 
Obviously the psychiatrists’ goal in as- 
sessing the interview information was a gross 
evaluation. For each respondent their evalu- 
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ations took the form of three different kinds 
of classification, The first, designated the 
“Mental Health Rating,” was a classification 
of degree of disturbance, including as cate- 
gories, Severe, Moderate, and Mild disturb- 
ance, and Symptom-free or Well. The 
second classification, that we call “Gross 
Typology,” involved more conventional but 
broad nosological categories, such as Psy- 
chotic, Neurotic, Personality Trait Type, 
each of which was qualified by the term 
“Probable.” The third classification, desig- 
nated “Symptom Constellations,” included 
such familiar categories as Depressive, Para- 
noid, Schizoid, and Compulsive. 

When we report that we interviewed 1,660 
individuals, representing a random, cross 
section sample of a community population 
numbering 110,000, the magnitude of our 
psychiatric screening and evaluation pro- 
cedures can perhaps be appreciated. We 
shall not report the many painstaking pre- 
cautions we took at every point in this 
Sample Survey Operation, including con- 
struction and pretesting of the questionnaire, 
selection of the sample, our approach in 
arranging the interview, selecting and train- 
ing the interviewing staff, checking and proc- 
essing the protocols, preparing the evaluat- 
ing psychiatrists for their special and 
independently performed tasks, etc. 

Having briefly indicated our methods and 
goals, and the nature of our study popula- 
tion, we devote the remainder of this discus- 
sion to one special segment of our Sample 
Survey data. À 

As indicated earlier, our ultimate objec- 
tives, beyond measuring the volume of both 
treated and untreated psychopathology 1 
the study population, included the determina- 
tion of differential concentrations of menta 
disorder in the various socio-cultural sub- 
groups, and finally, tracing the life conditions 
contributing to these subgroup variations 11 
frequencies of psychopathology. $ 

One of the dominant axes of social dif- 
ferentiation in our society, and particularly 
conspicuous in our study population, is that 
of socio-economic status. 

Social scientists define social status Ot 
social class as a stratified system of grade 
tanks, culturally evaluated in terms of differ- 
ences in the intangibles of position, prestige 
prerogatives and privileges and in the tang 
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bles ‘of material rewards, consumption and 
possessions. The graded rank order of mili- 
tary organizations provides an illustration 
of a specialized system of social status in 
extreme and classically developed form. 
Anthropologists have established that in 
societies the world over, the greater the com- 
plexity of an economy, i.e., the greater the 
differentiations or specializations of work 
roles, the greater is the elaboration in the 
social class system, Historians have fully 
documented thi iti i 
umen s proposition for earlier 
sea in what we call Western civilization. 
eh, ‘ia npes of social status system 
n identified. The first is referred to 
as the “closed” type and is characterized by 
three main features : i i i 
Bete ae id G) the lines differenti- 
i several social class strata, and re- 
stricti ial i i 
ea social intercourse, are sharply 
aloe ©) Status, as acquired from parents, 
er e and (3) rinses 
a person of the same 
soci 
The feudal system of medieval 
an excellent example of the type. 
iin it and “open” type of social class 
em, : . . 
o i ag contemporary America, is 
features! (4) y the following contrasting 
is thane Status as acquired from parents 
wangeable ; (2) marria i i 
atl ea i larriage outside of one’s 
ass is possible: 1 
status ch ssible; and (3) because 
a fairly tae or mobility actually occurs on 
"| 2 ade 
hah rigid eo the system is fluid rather 
diferentiaticn nsequently the lines of status 
les ot be blurred, and resemble the 
iii: e chromatic spectrum. 
society Mites a It is possible to discern in our 
the wealthy he status categories, namely 
y iar qP“ class,” the middle or 
Š ‘lass, and si 
a class, And in connuniey pA 
have distin on Phenomena social scientists 
è Nguished in each of th i 
and a bott ach ot these categories 
on substratum. Thus, the 
s sar upper class consists 
¢, whereas the top stratum 
and int amilies” having long-estab- 
Ower clase ar ierited wealth. Within the 
wo ù thn top stratum consists of skilled 
a selfe are usually above the line of 
y; minimum stane D iv- 
T. ime num standard of liv 
1 illed tratum consists of the 
t borers with ti 
often nat ith unsteady employment 
Standard of wy them below a minimum 
ing and into relief agencies. 
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_ This is not merely an economic classifica- 
pa based on differences in occupation, in- 

e, and standard of living, although these 
are important determinants of status. By 
way of concrete illustration, suppose that we 
were able to conduct this hypothetical experi- 
ment: take normally and identically en- 
dowed, newly born male triplets of an aver- 
age middle-class family of Anglo-Saxon and 
Protestant extraction, place one for perma- 
nent adoption in another average middle- 
class family, place the second similarly in an 
average upper-class family, and the third in 
an average lower-class family, all three of 
these families likewise of Anglo-Saxon and 
Protestant extraction. Then observe them 
on a participant basis regularly over a period 
of years well into their adulthood. 

From current knowledge, far from com- 
plete as yet, as gathered by students of 
American social class phenomena, what could 
we expect to observe as to the differences 
first in the conditioning and life experiences 
of the three boys? From the very beginning 
we would find differences, some subtle and 
some gross, in patterns of feeding, training, 
rewarding and punishing, in modes of ex- 
tending and withholding affection, in patterns 
of reaction to impulsive, aggressive and other 
forms of unacceptable behavior. As the boys 
grew toward school age there would be dif- 
ferences in the behavioral standards, life 
values and goal expectations defined for 
them, in the manner or emphasis of these 
definitions, and in the kinds of examples 
presented them as goal models. Moreover, 
there would be Saptari Oy ait: 
the patterns of intrafamily interactions, Ci! 
fareni of paternal and maternal role per- 
formances, in sibling roles, in the qualities of 
family integration and mutual support, in 
the pressures of needs and wants against 
financial means, in the ns of flexibility 
and balance in the face of such life crises as 
illness, incapacitation, and death. 
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in patterns of recreation during leisure 
hours, in their attitudes and outlook toward 
immediate and distant social settings, toward 
themselves and toward life itself. 

As the boys grew toward the point of 
considering choices of career there would 
likely not only be different kinds of interests, 
aspirations and evaluations of self-adequacy 
among them but also different ranges of op- 
portunity to be considered realistically in 
relation to their circumstances. 

Thus, the social worlds that would have 
conditioned the three boys are regarded by 
social scientists as representing three rela- 
tively distinct variants or subcultures of the 
larger and generalized American culture. 

Would these differences in their socio- 
cultural worlds be sufficiently weighty to 
have observable consequences for their per- 
sonalities? Unfortunately there have been 
few personality studies made as yet of dif- 
ferent social class groups. But those that 
have been made, usually involving compari- 

sons of lower-class and middle-class children, 
are consistent in indicating that the answer 
is yes. 

We have attempted to define and concret- 
ize the phenomena of social class status in 
order to specify the basis for our hypothesis 
that the variations in the cultural and eco- 
nomic conditions associated with such status 
are highly relevant to mental health. 

Before presenting the evidence bearing 
on this hypothesis, we point out that we clas- 
sified our respondents by ranking and scoring 
them in terms of the combination of four 
objective Status components, namely, educa- 
tion, occupation, income, and rent as an in- 
dex of standard of living. We then cut the 
composite score distribution into three more- 
or-less equally populated categories that we 

designated Lower, Middle, and Upper class, 

One of the schemas applied by the staff 
psychiatrists in evaluating the respondents’ 
interview record was referred to as “Symp- 
tom Constellations.” In the interest of brev- 
ity we shall indicate the general direction of 
the social class trend only in the frequencies 
of the principal symptom constellations, 

In the sample as a whole 75% were found 
by the staff psychiatrists to manifest signifi- 
cant symptoms of anxiety. The proportions 
exhibiting such symptoms in the lower, 

middle, and upper classes were 76.3%, 74.1% 
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and 75.5% respectively, representing sta- 
tistical identity. Hence, anxiety is not only 
highly prevalent in our study population, but 
given that it is completely independent of 
so important a factor as socio-economic 
status, it must be regarded as a highly gen- 
eralized psychological phenomenon as well. 

We hasten to add that among the various 
constellations anxiety is decidedly the ex- 
ception in its independence of the status fac- 
tor. All other constellations found in suf- 
ficient numbers in our sample not only vary 
with social class, but vary in the same direc- 
tion, That is, they are most prevalent in the 
lower class and least prevalent in the upper 
class. Among the constellations varying in- 
versely with status are the following: (1) 
Rigidity, (2) Suspiciousness, or latent para- 
noid tendency, (3) Depression, (4) Hypo- 
chondriasis, (5) Alcoholism, (6) Immatur- 
ity, (7) Neurasthenia, (8) Withdrawal or 
latent schizoid tendency, (9) Passive depend- 
ency. 

We emphasize that these types of symp- 
toms occur most often by far in the lower 
class, less often in the middle class, and least 
often in the upper class. y 

The second classificatory schema applied 
to all respondents by the staff psychiatrists 
was that referred to as Gross Typology. 
One and only one category varied directly 
with status and that was the Simple Neurotic 
Type, which is one of several neurotic types 
and is characterized by anxiety symptoms 
uncomplicated by somatization or person- 
ality trait formation. The type was found in 
25% of the lower-class and in 43% of the 
upper-class respondents, a statistically sig- 
nificant difference, fi 

All other types varied inversely with 
status, ie., were most characteristic of the 
lower class and least characteristic of the 
upper class, These included: (1) Probable 
Psychotic Type: found in 13% of the bottom 
stratum and in 3.6% of the top stratum, a 
ratio of more than 3 to 1; (2) Probable 
Neurotic Trait Type: found in 20% of the 
lower class and 11% of the upper class, a 
ratio of about 2 to 1; (3) Probable Person- 
ality Trait Type: found in 15% of the lower 
class and in 5% of the upper class, a ratio © 
3 tor. 

The final classification applied to the 
sample respondents by the staff psychiatrists 
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was the Mental Health Rating. This repre- 
sented a ranking of respondents according 
to the degree of disturbance as manifested 
in the extent and gravity of current intra- 
psychic symptoms formation. The catego- 
ties of disturbance were Severe, Moderate, 
Mild, and Symptom-free, or Well. It should 
be added that in making this rating the staff 
psychiatrists did not have available to them 
information on the socio-economic status of 
the respondent. Accordingly, there is no pos- 
sibility that a social class bias operated in 
the assignment of these ratings. 

We would first note that among the three 
social classes there is no significant difference 
in the proportions of respondents with 
Moderate and Mild forms of disturbance, the 
two intermediate categories in this classifica- 
tory schema, But there are decided differ- 
ences in their proportions at the extremes of 
the disturbance range, 

Specifically, cases of Severe disturbance 
are found among 28% of the lower class, 
18% of the middle class, and 9% of the 
ad class. On the other hand, we find a 
1 p. Web reversed set of proportions for 
is cll or symptom-free respondents, 
ate, 11% of the lower class, 19% of the 

e class, and 26% of the upper class. 
in. T words, the ratio of severely 
rough 4 symptom-free respondents is 
fan ip 4 ree times larger in the lower class 
NE he middle class, and approximately 

imes larger in the middle class than in 

€ upper class, 

mit this evidence in support of our 
o A that the variations in the cultural 
E on corollaries of social class status 
evident y relevant to mental health. The 
chision ‘gg farther in compelling the con- 
seale then downward on the social class 
weighty A corollaries carry increasingly 

Tä : chor athogenic consequences. 
Stttility of ee has to do with the ac- 
turbed ia Psychotherapy to severely dis- 
nomic gage differing in SOCIO-CCO- 
judgment ia We emphasize that in our 

, ese severely disturbed respond- 
are in need sve 
< ai of psychotherapy. 
in each = of the severely disturbed 
at the ti us group who were in therapy 

me h Š 

the Sam jle S they were interviewed for 
Ple Survey Operation is as follows: 
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Lower class, 1% ; middle class, 4%; upper 
class, 20%. 

Accordingly we must conclude that pro- 
gressively lower socio-economic status not 
only carries progressively heavier pathogenic 
weight, but also carries with it progressively 
greater inaccessibility of remedial therapy. 
This discrepancy is by no means the least of 
the disadvantages of lesser status in our 
population. 

An open type of social class system, such 
as we have in highly developed form in 
American society, is characterized by status 
change, with some individuals achieving a 
status either higher or lower than that of 
their parents. Sociologists refer to such 
change as upward mobility and downward 
mobility respectively. 

We hypothesized that status mobility is 
related to mental health. To test this hy- 
pothesis we used occupation as the index of 
status. We arranged the occupational 
hierarchy into six ranked categories, or 
levels, consisting of the white-collar occupa- 
tions—divided into high, middle, and low, 
and the blue-collar occupations, similarly di- 
vided into high, middle, and low. Focusing 
on the sample males alone, and having in- 
formation on the respondent’s father’s occu- 
pation when the father was in his forties, 
we could compare respondents and their 
fathers according to their respective occupa- 
tional levels. We could accordingly differ- 
entiate whether or not a respondent hac 
changed in occupation relative to his father’s 
level, and whether the change was upward 
or downward. 

The distribution of 
this scale of occupation 
lows: Upward, 31%; 


the sample males on 
change was as fol- 
no change, 35%; 


of severely disturbed 
ups as our criterion, 


y i wnward mobility group 
prays aa in the non- 
i ion declines to 

ile group this proportion : 
mb and in the upward group the propor 
declines further to 12%. Thus, the 

ile males have the highest rate 


ce and the upward mobile 


i ds 

i ts that mental disorder ten 
ain only eel upward occupational mo- 
bility, but also to precipitate downward mo- 
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bility. It is therefore one of the factors con- 
tributing to the fluidity or movements of 
status in the social class system. 

In summary, our main purposes in this 
paper have been: 

1. To describe the Midtown study, its 
focus, objectives and methods. 

2. To convey the results of social science 
thinking and research on a central aspect of 
American. society, namely, the differentiating 
phenomena of socio-economic status. 

3. To suggest the relevance of these phe- 
nomena to psychiatric thinking and methods, 
by testing the hypotheses that prevalence of 
psychopathology varies inversely with socio- 
economic status and accessibility of psycho- 
therapy varies directly with such status. 

With one exception, the evidence pre- 
sented fully supports these two hypotheses, 
We have also found support for the hypothe- 
sis that status mobility is related to mental 
health. 

In the on-going analysis of our data we 
hope to uncover some of the factors con- 
tributing to these relationships, In the mean- 
time, we believe certain of these findings 
carry important implications both for di- 
rections of preventive psychiatry and for 
strategy of public policy in planning thera- 
peutic services, 


DISCUSSION 


BENJAMIN PASAMANICK, M.D. Baltimore, 
Md.) —-Menial Health epidemiologists (have tone 
eagerly awaiting another installment of the Mid- 
town studies of Dr. Rennie and his co-workers and 
ae am happy to have this opportunity to hear and 
discuss this exceedingly important piece of work. 

I am selfish enough to have wished that Dr. 
Rennie had utilized the time he devoted to his 
theoretical formulations, with which few would 
disagree, to a more detailed account of his method- 
ology and survey instruments. Since these are given 
only in outline I find it impossible to evaluate them 
critically except for a few minor points, 

First, it is unfortunate that the Cornell workers 
confined their survey to one limited geographic area 
of New York, eliminating Negroes and Puerto 
Ricans, making it impossible, by adjusting rates 
to obtain prevalence data on an entire urban popu- 
lation. This forces them to study internal associa- 
tions. 

Secondly, I am happy to note that Dr, Rennie 
states that their psychiatrists performed their eyaly- 
ations of the protocols independently. My notes of 
his paper last year contained a remark that evalua- 
tion was achieved by consensus, I believe this to be 

a quite dangerous method since in our well-known 


tolerance of each others opinions we tend to accept 
another’s opinion if he accepts ours, and this may 
lead to inordinately high rates. In addition it 
eliminates the possibility of testing reliability of 
psychiatric judgment. 

Thirdly, I think it would be more accurate for 
the authors to speak of upper, middle, and lower 
socio-economic thirds rather than classes. The 
method of division used in this study is frequently 
a neater statistical device and avoids definition of 
social classes but does not coincide with the actual 
class distribution numerically. There must obvi- 
ously be some overlap of class membership. 

It is difficult to leave methodology incompletely 
discussed since it is obvious that the findings are 
dependent upon this factor. However, no matter 
what the method, I find the study results stagger- 
ing. Three-quarters of this sample of an urban 
population has pathological anxiety. I presume 
pathological is meant since I am sure we must all 
agree that some anxiety should be part of all hu- 
man activity. Of the lower third 13% is probably 
psychotic, 43% of the upper third probably neu- 
rotic, When I add the diagnostic categories, unless 
they overlap, 73% of the lower third and 62% of 
the upper third have mental illnesses, with 287% 
of the lower third severely disturbed. This is simply 
incomprehensible to me. How can any society 
function under such conditions? While the re- 
mainder of the country has facetiously made such 
comments about New York, as New York bred I 
do not believe the city is that much different from 
other urban centers. I might point out that in our 
own recent Baltimore survey done by the Com- 
mission on Chronic Illness, where a random sample 
of the entire urban population was examined by 
physicians, our prevalence of psychiatric entities, 
excluding personality disorders, was well under 
10%. Obviously our criteria must have differed 
from those in the Midtown study. 

The class differences in rates of total illness are 
in accord with expectation and are similar to most 
morbidity surveys. Our own studies of socio-eco- 
nomic status and some precursors of neuropsychi- 
atric disorder indicate what some of the etiologic 
factors might be. oe 

Dr. Rennie very properly forced psychiatric 
judgment blind to socio-economic status. However, 
a more important consideration is the possible bias 
during the gathering of the data. What bias 1 
observation and reporting was involved in the fact 
that the interviewers did not come from the same 
class as the respondents—or that the total configura- 
tion and context of the interview had different 
meanings for members of different classes? Coul 
this have influenced judgments of rigidity, sus?! 
ciousness, immaturity, passive dependency, ete.’ 
Incidentally, I hope that when this paper is Pu?” 
lished, numbers of the various characteristics studie 
as well as rates will be included so that we can 
make independent evaluation of the significance 
of the differences found. 

It is a tribute to the importance of this stud 
there are innumerable further points which cou 
be raised. There is one more and I have done 


ly that 
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The authors report an association of increased dis- 
turbance with downward social mobility. This is 
in contrast to the New Haven studies of Redlich 
and Hollingshead, who found their schizophrenics 
and neurotics to be upwardly mobile; and to the 
Buffalo studies of Lapouse, Terris and Monk, who 
fond no particular gradient in either direction in 
schizophrenics. We now have all three possible 
directions of movement, and the dilemma will have 
to be resolved in some fashion. 

I would like to thank Dr. Rennie and his associ- 
ates for the opportunity to read their extremely 
interesting paper and to inform them that we are 
all eagerly looking forward to the details of his 
methods and findings. 


REPLY TO THE FOREGOING 


Leo SRoLE, Pu.D. (New York City).—Dr. 
Pasamanick calls for a more detailed account of 
our research “methodology and survey instruments” 
and also of our countermeasures against “bias in 
observation and reporting” on the part of inter- 
viewers. Of course, we completely support the 
pertinence of Dr, Pasamanick’s call. As proof, we 
Pont in evidence to the fact that the first volume 
of the monographic report of our study, now in 
Preparation, will have two full chapters and several 
appendixes focused on the highly specialized and 
=e details of our research design, But the 
a our paper had available on the program was 
od minutes, Moreover, with the study ap- 
of oe its fourth anniversary, it was the sense 
aps "ae and his colleagues that the interest 
direct PA membership would be more in the 
te on of our general approach and a sample of 

Substantive findings. 

ather than focus on one “limited geographic area 
out as we did, Dr, Pasamanick would 
facti ‘pian the entire population of the city. 

‘ee Considerations aside, it should be clear 
tending alternatives are equally defensible, de- 

in ped the investigator's purpose. As speci- 
of Eirene cote our purpose was to study a species 
Population A anim such as is found in the white 
largest IN Manhattan and in other of America’s 
New ak Cs Thus our focus was fixed not on 
phenomenon AR as a whole, but on an American 
ized, Our ni ib more specific and more general- 

There is udy area fits this purpose. NA 
1955 paper no contradiction between Dr. Rennie’s 
by ich saod the 1956 paper, as to the method 

; a staff Psychiatrists evaluated the men- 
be an onte our sample population. Consensus may 
ind oops face-to-face interaction or of 

x De pakos On his question, he would 
- Pasamanick that our psychiatrists 


made the mental health evaluations independently of 
one another, 

I can comment only briefly on a number of 
points in Dr. Pasamanick’s discussion of the study’s 
“staggering” results. The prevalence of anxiety 
in the study population was based on the judg- 
ments of the staff psychiatrists applied to the in- 
terview protocols and involved the criterion of 
“multiple, significant symptoms of anxiety.” They 
did not consider such as necessarily pathological 
in the clinical sense, as Dr. Pasamanick seems to do. 
But they were clear that it involved more than 
“some anxiety [that] should be part of all human 
activity.” 

A similar consideration applies to his discussion 
of the study findings on the diagnostic categories. 
Our sample is based on a community rather than 
a clinical population. Accordingly, the neurotics, 
by way of illustration, range from the “mil 1" 
variety, who function exceedingly well despite their 
intrapsychic symptoms and will never require psy- 
chotherapy, to the “severe” who are in certain be- 
havioral respects incapacitated and urgently require 
therapy. In short, the diagnostic categories, ex- 
cept for the “probable psychotics,” include clinical, 
subclinical, and presumptively nonclincal shades of 
disturbance, 

Equally important is the fact that the ques- 
tionnaire devised to structure the interview with 
sample respondents covered a wide range of in- 
formation beyond symptoms of a frankly psy- 
chopathological kind. As one illustration, sys- 
tematic information was secured on a ed o 
somatic disorders that have come to be regard as 
probably psychogenic in nature or m which psy- 
chological factors might play a role. Taken in con- 
junction with information on intrapsychic spares 
ing, such disorders were given appropriate weig 4 
by the staff psychiatrists in making their i a 
health evaluations. Thus, disorders of the En 
somatic type, as well of the emaa p 

hological type, figure in our 
7 a rs Ùe 

differentially influ 
rin te mene a 
variables, Dr. foal prob: 
taken. This is a many ee oe us ae 
prvi we took to minimize such pos- 
— on that such precau- 
sibilities, but give reassurance 


Dr. Pasamanick’s 
We are grateful indeed for Tt sophisticated 


gean J yp pee won the study’s 
three-volume report, publication beginning “a ar, 
to be scientifically more rewarding than was 

minute report on the APA program. 


CLINICAL NOTES 


PACATAL 
MANFRED BRAUN, M.D.,1 Cuevetanp, Orio 


Pacatal which is 10-(N-Methyl-3-piperi- 
dylmethyl)-phenothiazine, is one of the 
newer, very interesting ataraxics, Warner- 
Chilcott Laboratories, producers of Pacatal, 
gave me an opportunity to evaluate this 
ataraxic on a small, selected group of pa- 
tients in the Cleveland State Hospital. I 
selected patients who had been very resistant 
to any kind of therapy. 


Case 1.—N, B, 60 years old, diagnosed chronic 
brain syndrome associated with cerebral arterio- 

sclerosis, with psychotic reaction, had been mentally 
disturbed for several years; poor results with vari- 
ous ataraxics, very excited most of the time, con- 
fused, and difficult to control. ECT was not applied 
because of poor condition of cardiovascular system, 
I put patient on Pacatal therapy, 50 mg. b.i.d. in- 
creasing dosage gradually to 50 mg. qi.d. and then 
gradually reducing it to a maintenance dose of 50 
mg. b.i.d. until the present time. Patient has com- 
pletely changed. He is placid, easily manageable, 
and less confused although, of course, the organic 
signs remain unchanged, 

Case 2.—W, B. J., a 30-year-old man, psychotic 
symptoms for 3 years, diagnosed schizophrenic re- 
action, chronic undifferentiated type, had many 
courses with various ataraxics, ECT and insulin 
coma with poor results, In August 1956 patient was 
put on Pacatal 50 mg. b.id., increased it gradually 
to 100 mg. qid. Already after the first week of 
therapy patient improved remarkably, with fewer 
paranoid ideas, less restlessness; patient became 
more cooperative, more manageable, and was able 
to establish better relationship with his environ- 
ment. For a few days, I increased the dose of 
Pacatal 200 mg. qid., but after 3 days reduced it 
because of patient's fainting spells which disap- 
peared entirely after reducing dosage to 100 mg. 
q.id. Gradually I was able to decrease the dose 
to 50 mg. bid, and maintenance dose has been 
continued for a few months without any untoward 
effect; patient maintains good relationship, is able 
to go home on short passes, and might go home 
on trial visit in the near future, 

Case 3.—J. W. a 15-year-old boy, diagnosed 
juvenile schizophrenic reaction with a history of 
psychotic breakdown a few months prior to ad- 
mission, because of poor family circumstances and 
poor insight on the part of the divorced parents, 
was admitted to the State Hospital only after the 
neighbors started to complain about his behavior. 
He was put or Thorazine in May 1956 right after 
ee eee 


1 Cleveland State Hospital, Cleveland, Ohio. 
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his admission with apparently good results but 
showed frequent relapses although the dosage was 
as high as 800 mg. a day. I dared not go higher 
because of occasional fainting spells and palpitation. 
In August 1956 I combined Pacatal with Thora- 
zine— 50 mg. Pacatal b.i.d. and Thorazine 50 mg. 
q.id.; patient showed no untoward effect. I gradually 
increased the dosage of Pacatal 5o mg. q.id., and 
Thorazine 50 mg. q.i.d. combined ; then gradually to 
Thorazine 100 mg. q.id. and Pacatal 100 mg. qi.d. 
with no untoward effect. Gradually patients im- 
provement became stabilized with no relapses. Now 
patient has been on Pacatal 50 mg. bid. and 
Thorazine 50 mg. bid. for 2 months. He is able 
to go home on extended visits and is scheduled for 
trial visit within a few weeks. 

Case 4.—J. Y., a 15-year-old boy, admitted July 
21, 1956, to the State Hospital with a diagnosis of 
juvenile schizophrenic reaction, had been mute for 
one month and continued so after admission. Thora- 
zine was tried in combination with Serpasil ; patient 
became more cooperative on this medication but 
did not start to talk, but followed verbal or written 
instructions. Finally he received 4 ECT with the 
result that he started to talk, but remained shy and 
withdrawn. In August 1956 I started him on a 
combination of Thorazine and Pacatal, increasing 
gradually to a dose of 100 mg. Thorazine q.i.d. and 
Pacatal 100 mg. qid., after a few weeks gradually 
decreasing the dosage to 50 mg. Thorazine bid. 
and 50 mg. Pacatal b.id. He has been on this 
maintenance dose for 24 months, with no untoward 
side-effects. Patient is much more interested in his 
environment, is very cooperative; his relationship 
with his environment is much better. He is able 
to go home on short passes and now receives in- 
tensive individual and group psychotherapy and 
takes part in group activities. 


Recently I have started Pacatal medica- 
tion either alone or in combination w! 
Thorazine on 4 other patients who had been 
very resistant to any other therapy. There 
has been encouraging progress with these 
patients, but the observation period is 10° 
short for conclusions. , 

The combination of Pacatal and Thorazine 
appears to be very advantageous because 
they seem to neutralize their individual side- 
effects, as Canadian sources have indicated 
before. The drop in blood pressure is muc 
less if these ataraxics are used in combina- 
tion; the somewhat depressive reaction © 


W oo ENS 


Thorazine seems to be neutralized by the ac- 
tion of Pacatal. I have not noticed any 
untoward effect on the granulocytes. Further 
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investigation and evaluation of Pacatal is 
ea warranted and should be encour- 
aged. 


A TWO-STAGE HAND LEVITATION TECHNIQUE FOR THE 
INDUCTION OF HYPNOSIS 


JEROME M. SCHNECK, M.D, New York Crry 


pe tstion technique for inducing 
A ea aA of attention 
eae one of his hands with ob- 
CRA goor. finger movements and 
AOA pensions are given that such 
ised wi become more pronounced, 
aes H automatic lifting of the hand 
Kel pr ae continuation of movement 
touching: th a with the hand ultimately 
Bible’ ne when a trance state has 
aa a and levitation is preferred 
a E eha erapists and experimenters. 
ied ape induction is more widely 
ot subject a generally faster and easier 
o Erickson hp ules Pattie(r) ascribes 
nin A introduction of hand levita- 
f : 

Ea ating induction methods re- 
ection iih two-stage hand levitation in- 
sults, Thes rth ate with gratifying re- 
nd very iie beet is requested to raise his 
it While oy and deliberately into the 
sensations se the movement and his 
0 him if Brea movement is demonstrated 
Sireni =y to establish the desired 
Vett the delih, ons are then given which con- 
ovement f erate movement to an automatic 
first tage or standard follow-through. The 
i hers 1$ intended to eliminate completely 
Wise. 2 of the hand at hich other- 
še may not | rest which other 
Pace of ies w overcome. The slow initial 
Version to a ion is necessary preceding con- 
automatic levitation to insure ade- 


a 


Chi : 

—tNical assi 

versity hry professor of Psychiatry, State 

w York City a York College of Medicine at 
ity, 26 West oth Street, New York 


quate time for pertinent suggestions before 
the hand touches the face. With the two- 
stage method I have found the rapidity and 
ease of induction to approximate, and at 
times surpass, that of ocular fixation. The 
admitted disadvantage of greater operator 
effort and endurance is circumvented. 
Effective inductions with the two-stage 
hand levitation technique were achieved in 
16 successive patients seeking hypnotherapy. 
It has been used satisfactorily as well for in- 
ductions with patients who have already en- 
tered hypnotic states with other methods. 
This method may be substituted for the 
standard levitation technique without dis- 
advantage. For routine therapeutic practice 


with limitations on time devoted to each ses- 


sion the two-stage approach possesses an 


obvious advantage. Modifications of the 
hand levitation technique, usually more 
lengthy and complex, based on special pa- 
tient requirements, have been described by 
Erickson(3) and others. Dynamics of hyp- 
notic induction and of hypnotherapy are re- 


corded elsewhere (4, 5). 
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A COMPARATIVE STUDY OF TWO CENTRAL NERVOUS SYSTEM 
STIMULANTS, MER-22 AND S.K.F. #5, ON CHRONIC, BLOCKED 
AND WITHDRAWN PSYCHOTIC PATIENTS 


F. HAGENAUER, M.D, L. H. RUDY, M.D., anv H. E. HIMWICH, M. D.1 
GALESBURG, ILL. 


MER-22 and S.K.F. 45 are the tempor- 

ary names applied to 1,2-diphenyl-1-(4 
piperidyl)-ethanol by the Wm. S. Merrell 
Company and to (3,4-methylene-dioxyphenyl 
iso-propylemine HC1) by the Smith, Kline 
and French Laboratories respectively. The 
first of these two drugs is related closely by 
chemical structure to azacyclonol (Frenquel) 
and pipradrol (Meratran). As indicated in 
recent observations, azacyclonol has a tran- 
quilizing effect on hallucinatory patients as 
well as on human subjects and laboratory 
animals under the influence of mescaline and 
LSD. MER-2a, unlike azacyclonol, but simi- 
lar in some ways to pipradrol, is a central 
nervous system stimulant. S.K.F. #5 is in- 
cluded in the group of central nervous system 
stimulants because of its structural relation- 
ship to the sympathomimetic amines and its 
excitant effect on animals, 

In the present research, an attempt has 
been made to evaluate the effects of MER-22 
and S.K.F. #5 on withdrawn, blocked and 
retarded patients with chronic, psychotic re- 
actions. The main purpose was to determine 
whether or not the behavior of these patients 
could be rendered more out-going and their 
withdrawal and blocking favorably influenced 
by the central nervous system stimulating 
action of these drugs. These drugs were 
given to 19 patients who exhibited different 


1 Galesburg State Research Hosp., Galesburg, Ill. 


behavioral aberrations, but who had in com- 
mon retardation, blocking, profound with- 
drawal and hypoactivity. 

In the study of the effect of MER-22 on 
chronic, blocked and withdrawn psychotic 
patients there was ample evidence that MER- 
22 has a certain stimulating influence upon 
behavior. The improvements were not of a 
sudden and dramatic nature and the basic 
psychotic processes remained untouched. 
Eight of 19 patients became less inactive, less 
withdrawn, more alert and communicative 
and therefore made better ward adjustments 
while under the influence of the drug. After 
the drug was stopped there was an obvious 
regression to their former levels of behavior. 
Another 6 patients revealed temporary 1m- 
provements which were not sustained despite 
the continuance of medication. No toxic re- 
actions were noted although there was a rela- 
tive increase in the blood NPN which re- 
mained within the upper normal limits. Tak- 
ing into account the long-standing nature of 
the psychotic reactions of these deteriorated 
patients and the negligible effects of other 
forms of therapy, we conclude that the re- 
sults obtained with MER-22, though modest, 
are stifficient to encourage further clinical 
trials and particularly with larger doses. 
S.K.F. #5 did not exhibit any changes that 
would seem to warrant further clinical trial, 
at least not with the dosage level used in our 
evaluations. 


FAILURE OF AZACYCLONOL (FRENQUEL) TO RELIEVE NON-EX- 
PERIMENTAL MENTAL CONFUSION AND HALLUCINATIONS 


FREDERICK LEMERE, M.D, Seattie, Wass. 


Azacyclonol hydrochloride (Frenquel)? is 
being advocated as an anti-confusion and 
anti-hallucinatory drug. The basis for the 
assumption that it might be of value in com- 


1 From the Department of Psychiatry, University 
of Washington School of Medicine, Seattle, Wash- 
ington. 

2 Azacyclonol was supplied by the Wm. S. Mer- 
rell Co., under the name of Frenquel. 


bating clinical mental confusion and hallu- 
cinations is its ability to reverse the tempo- 
rary mental dissociations of experimentally 
produced LSD-25 and mescaline psychoses 
(1). ' 

Preliminary investigations suggest that it 
is about 50% effective in stopping the hal- 
lucinations of acute schizophrenia (2). Two 
recent studies, however, cast some doubt 0n 
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its value in clinical practice(3, 4). My ex- 
periences with azacyclonol during the past 
year in 61 unselected private patients mani- 
festing confusion, delusions, and hallucina- 
tions, therefore, seem pertinent. 

The diagnoses were as follows: acute 
schizophrenia, 22 ; chronic schizophrenia, 13 ; 
psychotic depression, 9; involutional psycho- 
sis, 6; senile psychosis, 4; delirium tremens, 
3; bromide psychosis, 2; delirium (pneu- 
monia), 1; delirium (cortisone), I. 

Dosage ranged from 80 to 160 mg. daily 
and was given for 1-8 weeks. Except for the 
organic and toxic cases, most of these pa- 
tients were also treated with insulin and/or 
electroshock, usually after waiting 4 to 10 
days to determine the effectiveness of azacy- 
clonol. Chlorpromazine, reserpine, and 
meprobamate, either singly or in combination, 
were often added to the treatment when it 
became evident that the patient was not re- 
sponding to azacyclonol. No side-effects were 
noted except in one case of skin rash due to 
azacyclonol medication, 
ee the progress of the azacyclonol 

patients was compared with that of 


patients identically treated, except for aza- 
cyclonol, there was no difference in either 
the rate of recovery or the recovery rate. 
Although this is not an extensive series, the 
failure of azacyclonol to help any of these 
patients leads me to conclude that it is 
clinically ineffective, and I have discontinued 
its use, 

The fact that azacyclonol reverses LSD-25 
and mescaline psychoses while apparently 
having little or no effect on nonexperimental 
psychoses suggests that these two types of 
psychoses are not as analogous as has been 
supposed, The results of this study tend to 
refute any theory, based on the action of aza- 
cyclonol, that LSD-25 or mescaline psycho- 
ses are related to schizophrenia. 
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CASE REPORTS 


FATAL AGRANULOCYTOSIS DURING TREATMENT WITH 
PACATAL + 


PAUL E. FELDMAN, M.D., JAMES BERTONE, M.D., anp HILDEGART PANTHEL, M.D2 
TOPEKA, Kan. 


Agranulocytosis is a relatively rare compli- 
cation in ataraxis therapy. Pollack(1) has 
reviewed all available literature regarding 
agranulocytosis occurring during treatment 
with chlorpromazine and estimates that about 
50 cases have been reported, 

Bowes (2) and others have reported fluctu- 
ating leukopenia during Pacatal treatment, 
but other than for a single case reported by 
Werenberg(3), there have been no fatalities 
due to agranulocytosis. As far as the authors 
have been able to ascertain, this is the first 

reported case of fatal agranulocytosis due to 
Pacatal in this country. It is being reported 
to alert others as to its possible occurrence 
as well as to raise a question regarding the 

feasibility and reliability of our present diag- 
nostic procedures as they are now employed 
to forewarn us of its impending occurrence, 

Our standard operative procedure has been 
to do routine blood studies prior to therapy 
with any phenothiazine compound and if these 
studies were normal, routine blood studies 
were then repeated every 3-4 weeks during 
the course of therapy. When phenothiazine 
therapy was introduced several years ago, 
routine blood studies were made at least 
weekly, but inasmuch as agranulocytosis did 
not appear in approximately 1,500 cases, 


weekly counts were abandoned in favor of 
monthly counts, 


The case here reported is that of a single, white, 
female, age 73 years, who was admitted to the 
Topeka State Hospital in 1941. She was di 
as schizophrenia, catatonic type and her illness was 
characterized by progressive withdrawal, halluci- 
nations and bizarre behavior. Hospitalization was 
uninterrupted and the clinical picture remained un- 


1 N-methyl-piperidyl- (3)-methy1 phenothiazine, 

2 Data of the clinical course, laboratory findings, 
treatment regime and autopsy findings, though not 
pertinent to the purpose of this report are available 
upon request. Address inquiries to Paul E, Feld- 
man, M. D., Director of Research and Education, 
Topeka State Hospital, Topeka, Kansas. 
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changed other than for some poorly described “sei- 
zures” occurring at night over a period of years 
during the 1930's. There were no acute illnesses 
or operations and her physical condition remained 
unchanged except for the usual findings associated 
with aging. In 1953, the patient developed stasis 
edema and dermatitis of both lower extremities 
which responded to Digitoxin, elastic bandages and 
lanoline ointment. Digitoxin was discontinued 6 
months prior to death. 

Early in October 1956, the patient became hyper- 
active and combative and on 10/12/56 was precribed 
Pacatal, 100 mg., bid. There were no dosage 
changes. The patient responded to the extent that 
she became less hyperactive and more amenable 
to ward management. On 11/8/56 the routine blood 
study revealed a normal blood picture. 

Nineteen days later the patient was noted to have 
a fever and appeared acutely ill. Examination re- 
vealed the following pertinent findings: Tempera- 
ture 104°(R); skin dry; muscous membranes and 
nail beds pale, mouth dry, pharynx injected; thick, 
yellow exudate over posterior pharynx and soft 
palate; pulse 110; B.P, 120/70; cardiovascular sys- 
tem normal other than for distant heart sounds; 
respirations 24; no rales, diminished breath sounds; 
abdomen distended and tympanitic; bowel sounds 
present; generalized tenderness on deep aioe 
no palpable masses; no adenopathy, neurological 
examination essentially negative. TEN 

Blood studies on 11/27/56 revealed: 3.76 million 
RBC; 350 WBC with 96% lymphocytes and 4% 
basophils ; hematocrit 36; sedimentation rate 42 mm. 
NPN—37 mg. percent; blood sugar 107 mg. percent. 

On 11/30/56 the WBC was 550 (97% iom 
cytes, 2% basophils, 1% monocytes). On 12/4/5 
the WBC was 900 (07% lymphocytes, 3% a 
cytes). On 12/6/56 the WBC was 180 (987% 
lymphocytes, 2% monocytes). Patient died on 
12/7/56. : 

Postmortem diagnosis: Bilateral epee 
monia ; agranulocytosis; pleural effusion, gg ence 
fibrous pleuresy; mild arteriosclerosis; gastri 
ulcer; ulcerations of colon, 


This case of agranulocytosis conforms tO 
the general character of similar cases follow- 
ing chlorpromazine treatment as noted by 
Pollack(1). Agranulocytosis appeared within 
the first 2 months of medication (46 days) i 
incidence—-1 case among 1,500 patients. 
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Routine blood studies (monthly) were not 
effective in detecting the presence of agranu- 
locytosis prior to the onset of the full-blown 
clinical picture. Such infrequent laboratory 
studies may be detrimental to the extent that 
they may lull the clinician into a false sense 
of security regarding this dreaded compli- 
cation, If it is not feasible to consider rou- 
tine blood studies as often as twice weekly 
(or oftener), such studies at infrequent in- 
tervals are of doubtful value. 

Greater emphasis should be placed upon 
the clinical aspects of a course of treatment 
with less reliance upon infrequent laboratory 


data. Fever of undetermined origin, sore 
throat, or lesions of mucous membranes 
should be viewed with grave suspicion when 
they occur during the course of phenothia- 
zine treatment. Patients who exhibit any or 
all symptoms of this triad should be con- 
sidered and treated as cases of agranulocyto- 
sis until proven otherwise. 
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THE ACADEMIC LECTURE 


Editor, THE American Journat or Psy- 
CHIATRY: 


Sır: Having encountered my name as a 

supporting source in P, Bailey’s polemic 
against psychoanalysis, “The Academic Lec- 
ture,” I was more than chagrined, and found 
myself imagining how Secretary Dulles must 
have felt on the recent occasion when his 
Middle East policy finally led him to vote 
in the U.N. with the Soviet Union and 
against the world’s great democracies, Dr. 
Bailey quoted the following question from 
my book, The Need to Believe: “Granting 
that psychoanalysis can rid us of unconscious 
guilt and so usurp the old office of religion, 
what is there in psychoanalysis to inspire 
optimism and morality ?” May I explain 
that the intent of this question was to empha- 
size a common abuse of psychoanalysis ; 
namely, the claim that psychoanalysis makes 
religion unnecessary, rather than to demon- 
strate a defect in psychoanalysis, 

Were it not for the importance given to 
this speech in the lay press when it was de- 
livered, the prominent position assigned to 
it in the Journal, and Bailey’s prestige as 
neurosurgeon and anatomist, one would be 
inclined to ignore this series of hostile and 
unfair judgments and misinterpretations, 
Many, many such attacks have been written 
in the past and will be written in the future 
by articulate and bitter critics who deny the 
validity of inferences drawn from a method 
they have never used. Such diatribes are 
usually more tevealing of the critic than of 
his target. Moreover, they have been and 
will continue to be published by editors whose 
elastic standards of scientific rigor exclude 

clinical and theoretical studies made by the 
psychoanalytic method, but admit unsyste- 
matic and mistaken carping against analysis 
by men who have had no personal experience 
using the technic itself. It would be foolish 
and useless therefore to reply to the petulant 
observation that Freud failed to give Bailey’s 
teacher, Janet, due credit; to Bailey’s deri- 
sion of the term master as applied to Freud, 
though Bailey himself applies it to Cushing ; 
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to the inconsistency in the assertions that 
psychoanalysis has no specific power to cure 
but that it is highly potent as a hazard; to 
the curious position that a man’s honest state- 
ments about the limitations of his work are 
proof that the work is invalid—in other 
words confusing faults and virtues in the 
easy manner reminiscent of the speeches of 
Arab diplomats in the U.N.; to the state- 
ment that Freud merely sat and pondered 
and scribbled, no note being taken of the 
long hours and years of listening to patients 
and accumulating the data that formed the 
basis of the pondering, whereas it is Bailey 
himself who eloquently preaches ex cathedra, 
innocent of experience in the use of the psy- 
choanalytic method; to the undiscriminating 
teliance upon a hodgepodge of quotations 
from responsible and irresponsible, repre- 
sentative and unrepresentative authors; to 
the careless mixture of ad hominem and ad 
rem arguments; to the badly substantiated 
and premature announcements of the demise 
of the theories of dream interpretation, in- 
fantile sexuality, castration complex and 
Oedipus complex—and so on and so on and 
so on. 

On the other hand, it seems useful to clar- 
ify in explicit terms the relation of psycho- 
analysis to scientific method. Scientific 
method is essentially a device for achieving 
objectivity in man’s study of the universe. 
The fact that such a method is needed and 
was not developed until after millenia of hu- 
man cultural development demonstrates the 
power of the distorting, subjective forces of 
human unconscious tendencies. The use o 
controls in observation, the design of crucial 
experiments, the technic of blind testing, the 
description of variation by numerical meas- 
urement, the calculation of measures of sta- 
tistical significance, these are all special tech- 
nics for the achievement of objectivity— 
none of them can properly be designated as 
the essential scientific principle. However, 
every analyst—and indeed every scientist 
knows that no matter how ingenious an 1n- 
vestigator’s precautions against the admis- 


of subjective bias, it will probably in- 
fluence the outcome of the investigation. 
er, the very fact that a man has de- 
a hypothesis makes him biased in his 
efort to ascertain whether the hypothesis 
a is correct. The actual achievement of scien- 
tific objectivity is not a commonplace ; it is an 
of a rare intellectual honesty and a re- 
kind of devotion. 
it is difficult enough to achieve ob- 
ity in the study of the basic sciences. 
e study of the sciences of human behavior 
et by its own pecular and serious haz- 
namely, no man can be indifferent to its 
ions. Let us assume that the out- 
of a particular investigation will be a 
on such as ; “Every man has a tend- 
enjoy a physical, sexual relation with 
mother,” or “Every man possesses along- 
is masculine tendencies, certain femi- 
tendencies.” (The nonanalyst may con- 
hese merely as hypothetical possibili- 
How many men could entertain such 
ons with real objectivity? And if 
cannot, how can they pretend to be dis- 
nate students of human behavior? 
q proposed that by undertaking per- 
analysis an investigator would be con- 
„with those of his subjective needs 
judices that he conceals from himself ; 
ee by tracing back and reconstructing 
story of these unconscious forces, the 
is would attenuate them and so bring 
under the conscious control of the in- 
tor. Only after such a preparatory 
ence can any scientist study human be- 
E objectively and dispassionately. The 
“ait are an elite, not in the sense that 
nave successfully endured an initiation 
, but in the sense that they have had 
filters removed from their visual 
atus so that they can now see clearly 
‘ld Previously could not see at all, or 
= only with serious distortion. The 
ence of psychoanalysis is a necessary 
i ba nt of scientific method for the study 
Auman behavior. I hardly need add that 
of th only of authentic psychoanalysis, not 
= the shoddy perversions and dilutions that 
‘ usurp is = ‘sions anc a t 
Eak A ame, although Bailey does not 
f ize the difference. i 
in the other hand, some who have never 
experience of having been analyzed 
en studying patients intensively an 


mp 
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meticulously (who, besides the analyst, stud- 
ies an individual human being so closely, in- 
tensively and over such a long period?) pre- 
fer to regard the whole system as a mass 
delusion, and like Bailey, compare it with 
phrenology. The validity of psychoanalysis 
as technic and theory will not be established 
by the opinion of any one man but by the 
cumulative experience of many analysts, 
many patients, and many investigators. It 
will be determined by whether or not ana- 
lysts really help their patients (anyone who 
believes that 72% of psychoneurotics re- 
cover within two years without psychiatric 
help plainly does not understand what a neu- 
rosis is and confuses symptom with disease), 
by whether the theory is really useful in un- 
derstanding the phenomena of normal human 
behavior and mental illness, by whether the 
insights of analysis helpfully pertain to 
cognate areas of the study of mankind in- 
cluding history, art, anthropology, and re- 
ligion. Interestingly, it is my impression that 
the current revival of interest in religion is 
to some extent encouraged by Freud’s re- 
discovery of the over-riding importance 0 
nonrational factors in the determination of 
human behavior—a fact known with cer- 
tainty and utilized by the architects of relig- 
ion centuries and millenia in the past, and 
scoffed at to this day in many places, low and 
high. The validity of any theory in science 
is established by a historical process. A valid 
scientific theory is a principle which permits 
one to predict new information from old; a 
merely useful scientific theory 15 A principle 


which permits one to organize the data al- 


ready available into a reasonable and con- 


sistent system. Thus, both validity and use- 
fulness can be ascertained only by repeatedly 
confronting the theory with new data and 
new problems. Inconsistencies may not 1n- 
validate the whole theory, but may point out 
where the theory needs correction. | Even 
a crucial experiment can only invalidate a 
theory or part of a theory—it can never 
validate a theory as the only possible organ- 
izing principle. The continual eg 
of any scientific theory with new facts a 
tests over & period either refines an 

it or demonstrates it to be merely 
of ad hoc assumptions— 
required for each 


tion bein e 
eon Ti of psychoanalysis, I 


new fact. In the case 0 
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believe that the outcome of the validation 
testing becomes more clearly affirmative 
every day. The evidence for this statement 
is abundantly available to those who are look- 
ing for information ; to those who are eager 
to justify a prejudice, this evidence is in- 
visible, 

All psychiatrists, analysts included, must 
be grateful to Dr. Bailey for his interest in, 
and encouragement of, teaching and research 
in the cause and cure of mental illness. Bio- 
chemistry and physiology, are certainly key 
disciplines in unravelling the secret of the 
homunculus. However, an analyst who fol- 
lows the work of chemists and physiologists 
in their study of the mind-brain problem 
is consistently impressed by the fact that 
most of these fine people are seriously handi- 
capped by their ignorance of the ultimate 
variables of human behavior and psychic 
function. They do not know what their or- 
ganic variables are to be correlated with. 
They talk as if they believe that if one 

squeezes the organic data hard enough, a 
theory of psychology will emerge. This 
strange attitude is manifest, for example, in 
the program of the 1956 meeting of the As- 
sociation for Research in Nervous and Men- 
tal Disease: the subject is “The Brain and 

Human Behavior,” but not a single analyst 

is included among the speakers. The organic 

substratum of psychic function will not be 
identified until those who look for it first 
acquaint themselves with the nature of psy- 
chic function. I remember a class in mathe- 
matical statistics taught by the distinguished 
Professor Felix Bernstein. A student one 
day taunted him, “Professor Bernstein, Dr, 
Q. told us that a physicist need only set up 
his equations because he can always hire 
a mathematician to solve them for him.” 
Bernstein replied, “You tell Dr. Q. that when 
he gets his results, he’ll then have to hire 
another mathematician to interpret them to 
him!” Similarly, I believe that anyone who 
would discover the Greek fire with oscillo- 
scope and syringe must first ask the analyst 
what to look for, and ultimately, what he has 
found. I doubt that a man who dreams of 
wandering through a dense, pathless forest 
without arriving anywhere, and whose vine 
can find support nowhere but on its own base 


is likely to recognize the secret of the Greek 
fire when he encounters it. 
Mortimer Ostow, M.D, 
New York City. 


Editor, THE AMERICAN JouRNAL or Psy- 
CHIATRY: 

Sr: I would like to add yet another 
voice (or point of view) to the controversy 
with regard to psychoanalysis aroused by 
Doctors Johnson and Bailey. Principally I 
would like to address myself to Doctor Bailey 
who, it seems to me, has been guilty of com- 
mitting sins in the name of good historical 
scholarship in proportion to the emphasis that 
he places on the importance of history. To 
begin with, I would point out that to attack 
Freud’s originality and to show (as Jones 
and Boring among others already i: that 
he was not without predecessors, comes close 
to using the kind of argumentum ad hominum 
Pm sure Doctor Bailey deplores. After all, 
most people would readily agree that Har- 
vey Cushing is the father of modern neuro- 
surgery even though we are all aware of Sir 
Victor Horseley of a generation earlier. 
Neither the Berggasse nor the Brigham tra- 
dition sprang fully formed from some Zeus- 
like brow, 

What Freud achieved, like what Doctor 
Bailey’s master did, was the synthesis and 
explicit statement of much which had been 
fermenting in many persons’ minds for many 
years, American neurosurgery, again, is in 
the Cushing tradition rather than in the Els- 
berg or Frazier because of the superior force 
and quality of the former, and the articulate 
ability of his disciples (including Doctor 
Bailey). Why else, to mention a relatively 
unimportant matter, do we speak today of 
glioblastomas rather than spongioblastomas? 

To press this analogy a little further, if we 
are to use therapeutic effectiveness as a 
measure of the acceptability of analysis as a 
technique, we are justified, I think, in apply $ 
ing the same criterion to other disciplines like 
neurosurgery, I ask Doctor Bailey whether 
he wishes to discard both specialties. My 
suspicion is that he will concede that in some 
instances surgery is appropriate ; in others it 
isn’t. We all know that despite considerable 
understanding (to which he has contributed 
so very much) of the pathogenesis of 
gliomas, their treatment by modern methods 


1957] 


has not been adequate. Yet we all concede 
that there is much that a neurosurgeon can 
do (in properly selected cases), both on an 
empirical basis and on the basis of a rational 
understanding of mechanisms, pathology, 
and genesis—even if the treatment of most 
gliomatous lesions does not constitute a case 
in point. 

By the same token, all we know, or think 
we know, about psychopathology and psycho- 
genesis is not necessarily immediately useful 
in the treatment of some clinical problems. 
Inneither the surgical nor the analytic situa- 
tion does the failure to be therapeutically ef- 
fective at this time vitiate the importance of 
the understanding we have. I am sure Doc- 
tor Bailey does not consider the time the 
embryo surgeon spends in the pathology 
laboratory wasted. 

A more serious criticism, one applicable to 
both authors, is their tendency to criticize 
that which they know little about. For both, 
I infer, the evolution of psychoanalysis 
stopped with Freud’s death. Yet many prob- 
lems (¢.g., ego psychology and the matter 
of carly oral relations) which occupy much 
of the time and attention of modern analysts 
had hardly been recognized in 1939. I do 
not think many of us would be inclined to 
Sm modern neurosurgery on the basis that 

ushing is said to have been dubious about 
Pheumoencephalography and actively op- 
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posed to the irradiation of chromophobe 
adenomas, 

Finally, and this is admittedly a minor 
matter, I would point out that Doctor 
Bailey’s quotation from Boring hardly repre- 
sents the latter’s last word on the matter of 
psychoanalysis. (I was gratified incidentally 
to note that he passed over Carney Landis’s 
dreary statistical study in the same sympos- 
ium.) While in the 1929 edition of his his- 
tory Boring hardly mentions Freud, in the 
1950 edition he states “The principal source 
of dynamic psychology is, of course, Freud. 
Those who deny Freud is psychology’s great- 
est figure are usually those who read Freud 
out of psychology without overthrowing his 
claim to the attributes of greatness.” 

In conclusion let me say that I doubt 
whether any analyst is satisfied with the cur- 
rent status of his therapeutic techniques. To 
dismiss them, however, together with their 
theoretical backgorund would be to toss out 
the well-known baby ensconced in his bath. 
Finally, I cannot help wondering whether the 
hope for a panacea is not reflected both in 
Doctor Bailey’s chagrin that psychoanalysis 
is not one and in his current faith in the 
“psychochemists” who, of course, also have 
something to offer. 

Davi A. FreepMan, M. D, 
New Orleans, La. 


REPLY TO THE FOREGOING 


Editor, Tue American JourNAL oF Psy- 
CHIATRY : 
oo An adequate answer to these letters 
Mine Py more space than my Academic 
Me T I shall, therefore, not attempt the 
e pasvering these and hundreds of 
thet the ave received, They all convince me 
cholona e Te a lot of people, including psy- 
w m, psychiatrists, and psychoanalysts, 
tied hd as bewildered as I. I am not wor- 
ing an ut revealing myself to others, includ- 
alysts, One analyst called me an angry 
not aen. I am persuaded that anger was 
= Prevailing mood of my Lecture. 
one's fade aware that emotion may pervert 
shoul sement, but I cannot believe that we 
Tive toward a condition of pure in- 


tell x 
Milly. lity. I agree with Edna St. Vincent 


If fro 
m all taint of indignation free 


ust b n 
* my art, and therefore fugitive 


From all that threatens it—why—let me give 
To moles my dubious immortality. 


If my Lecture has disturbed anyone, I 
regret it; if it makes others reexamine some 
of their most cherished beliefs, I am content. 
The latter attitude is profitable to anyone, 
either before or after analysis. j 

A series of accidents placed me in a posi- 
tion to influence teaching and research in the 
field of mental illness in my home state. I 
have tried, and shall continue to try, to find 
some fruitful Leitmotif in the cacophony 0 
psychiatric theorizing. It should be suffi- 
ciently evident that I do not believe the way 
to find this theme is to subject myself to an 
analysis which is just as apt to arei cid 
prejudices in my mind as to release = ca 
the old ones. If that be heresy then make the 


most of it. iaai Das M.D. 


Chicago, Ill. 
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PSYCHIATRIC ETHICS 


Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY ; 


Sır: I would like to comment on the pro- 
vocative article by Dr. Little and Dr, 
Strecker on “Moot Questions in Psychiatric 
Ethics” in your November issue. 

It strikes me that the ethical theme was 
something more than moot. It bordered, 
rather, on one of the fundamentals of the 
patient-therapist relationship; namely, the 
role of the therapist. The authors seem cor- 
rect in their comments that the questions 
they posed imply the dual role of duty to 
patient vs. duty to society. This particular 
dichotomy has been of personal interest to 
me in that I find myself currently in the 
often mutually exclusive roles of psychiatrist 

for the Air Force and therapist to Air Force 
personnel, but many of the “ethical values” 
in this paper seemed, in the words of Dr. 
Szasz in his article on malingering, to tell 
more about the psychiatrist than the doctor- 


ips and 

tic ones. In the first instance, there 

of the profession vis-a-vis 

and this very definitely 

c 3 of the profes- 

sional ethical board that Dr. Strecker recom- 

: the questions involvi 

‘lationship between the patient and hig 

psychiatrist seem to include the implicit role 
of psychiatrist as therapist. 

As I understand it, the patient voluntarily 
seeks psychiatric help so that the Psychiatrist 
can evaluate the patient's productions in such 
a way as to aid him psychologically. As soon 
as the psychiatrist steps out of this con- 
tractual relationship and reacts to these com- 
munications in a way that he sees consistent 
with his “loyalty as an American citizen,” 

he loses his effectiveness as a therapist, vio- 
lates the trust of his patient, and degrades 
the profession. It may be true that the psy- 
chiatrist, in his zeal as self-appointed magis- 
trate, may save an insurance company in- 
demnity on suicide, help root out subversives 
from essential industry, or gain evaded taxes 
for the government, but it would be his swan 


song as a psychiatrist, and his sources of in- 
formation would dry up, to say the least, If 
the psychiatrist does not wish to hear of such 


antisocial behavior without punishing the 
culprit via legal channels, he should become 
a policeman. 


Does this mean, then, that the psychiatrist 
should not reflect the cultural standards of 
his environment? Does he not have a duty 
to interpret the limitations and rules of so- 
ciety to the patient much as Talcot Parsons 
suggests that lawyers do for their clients? 
My contention is yes, but only within the 
confines of his implied contractual relation- 
ship. In therapy limit setting is possible in 

ing antisocial behavior up to and in- 
cluding (but, I think, going no further than) 
breaking off therapy. I do not mean that the 
psychotic and the incompetent should not 
be protected from society and society from 
them. There are laws for this purpose, and 
the psychiatrist, in following them, behaves 
as an agent for both the patient and the com- 
munity without violating his duty to either. 
The antisocial character disorder, the habit- 
ual criminal and even the murderer are 
all innocent of crimes until proven guilty in 
a court of law upon other evidence than the 
free associations given in confidence to a 
privately solicited and trustworthy therapist. 

I think the best illustration of my conten- 
tion that the psychiatrist must not jeopardize 
his role by allowing his superego to rule his 
therapeutic ego is illustrated in the marked 
difference between the questionnaire Te- 
Sponses between the revelations of adult 
murder and the abortion. The “justice” the 
patient would receive in the latter case de- 
pends upon the psychiatrist’s personal and 
arbitrary appraisal of what constitutes muf- 
der. We begin to tread heavily on the princi- 
pal of due process, 

It would seem to me that the psychiatrist 

a duty to his community in the role of 
Psychiatrist when he is hired by that com- 
munity for that particular role, such as work- 
ing for a state mental institution, court work, 
or military service, It is here indeed that 
moot points in psychiatric ethics might arise, 
when conflicting loyalties are between the 
welfare of the organization and the violation 


ithe special (more than “privileged”) com- 
fications between patient and psychiatrist, 
therapist loses his unique posi- 
when he abdicates his role under the 


0 THE AMERICAN JOURNAL oF Psy- 


y: 


uy 
ik: Captain Shane’s comments are very 
» However, we feel that he has 
fully comprehended the object of our 
Moot Questions in Psychiatric 
“ We had no intention to frame a 
ethics for psychiatrists to follow, nor 
sé any personal opinions we might 
‘The Object of our paper was one of 
that is, to find out how these various 
problems were viewed by our col- 


$ there are certain situations in 
claims and rights of society should 
shi the sanctity of confidential infor- 
‘on. An instance would be, when a pa- 
Who was also a Communist, was en- 
an attempt to overthrow the Gov- 
and could not be dissuaded from 
Then it would seem to us that 


| THE AMERICAN JOURNAL oF Psy- 


S article, “Fear and Anxiety of 
Treatment” (November 1956), 
Sives an account of heterogene- 
encountered in patients before, 
after the course of therapy. Ob- 
and interviewing led to his dif- 
e presence of marked fear 
of marked fear, After scru- 
Tesults of treatment in several 
PS Categories and relating these re- 
€ Presence or absence of marked 
Concludes that the fear of treatment 
A help nor hindrance to recovery. 
A Tepeatedly pointed out that the 
E ‘ommunication in interviewing by 
dip estioning does not approach that 
Prolonged intensive psychother- 
that patients, previously exposed 
mock, discuss the shock therapy 


ti 
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guise of doing what is “ethical,” 
Morton Suane, Capt, U.S.A.F. (MC), 


Neuropsychiatric Section, 
Francis E. Warren A.F.B., Wyo. 


REPLY TO THE FOREGOING 


the security of the Government and the 
people becomes the paramount issue. Perhaps 
another situation would be in the case of a 
patient who was also a murderer, and would 
be likely to commit another murder, It is 
assumed that he cannot be dissuaded from his 
purpose and, therefore, again for the protec- 
tion of society, it would be necessary to bring 
about the restraining action. 

I think too, that as Captain Shane would 
know, there are certain situations in the 
Armed Services in which the confidential 
nature of a communication cannot be recog- 
nized and a report must be made to superior 
officers. We do not say that we are in favor 
of this, but I think it a oes to be ne 

Again, we repeat, that the purpose of our 
paper, which has attracted a good deal of 
favorable attention, was to bring about help- 
ful thinking in this particularly moot area. 

Epwarp A, Strecker, M. D., 
Philadelphia, Pa. 


FEAR AND ANXIETY IN ELECTROSHOCK 


often quite differently in intensive psycho- 
eee from the way in which they reply to 
questions before, during, and shortly after 
the course of hte from 
this very important as of the 
even pat basis of his own findings, Dr. 
Gallinek’s conclusion is not justified for he 
differentiates marked fear from its p 
and he could logically state only that mas 
fear (as observed and/or admitted un ea 
questioning) could not be found to relate ‘ 
rectly to recovery. More intensive prolone 
psychotherapy results in different S + 
sions (Abse, J. Ment. Sci. 1940, sped ; 
Med. Psychol. 1942 and 1944; orde 
Brit. J. Med. Psychol. 1945; Good, J. aent 
Sci. 1940; Abse and Ewing, J. Nerv. ‘a a 
Dis., 1956). It is found that anxiety ee 
extricably interwoven with the dynam 


A NOE acknowledges “apprehension” 
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as being normally associated with this as with 
other forms of vigorous therapy and then 
goes on to account for basic anxiety in 
existentialist philosophical terms. He gives 
an interesting phenomenological account of 
the consequences of the temporary annihila- 
tion of the sense of familiarity. However, 
it is amazing to read (p. 433) that the view- 
point of anxiety as “a basic and fundamental 
characteristic of human existence . . . of 
course, differs sharply and _irreconcilably 
from the one prevailing in our so-called dy- 
namic psychiatry, in which anxiety in all its 
modifications is considered to be a psycho- 
pathological manifestation.” 

Freud, in contrast to Dr. Gallinek’s opin- 
ion of him, emphasizes anxiety as inherent 
in human nature from its very beginning. 
The ego, in dynamic concepts, reacts to 
danger from the outside world with fear, and 
experiences threats to his entity and in- 
tegrity from inner forces and conflicts as 
anxiety. The individual—and the human race 
—develops methods of fight and flight 
against the danger from without and defense 
mechanisms to cope with anxiety, inevitably 
arising in the transactions of human exist- 
ence. Freud assumes that anxiety fulfills a 
biologically indispensable function, manifest 
not only as an affect, but also as a physiologic 
Occurrence (e.g. acceleration of pulse rate 
and breathing), originating with the event 
of birth, Freud states (Inhibition, Symptom 
and Anxiety) that one might call anxiety 
an adequate concomitant of the various 
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stages of development according to the life 
situation of the individual. A readiness for 
anxiety is unmistakably present from the 
beginning and increases with psychological 
growth. For the infant separation from his 
mother is the focus of anxiety ; for the grow- 
ing child the loss of his parents’ love, a threat 
to mutilation of his body (castration fear) 
and the dread of annihilation (death) are 
the crucial sources of anxiety. 

All these modalities remain for the human 
being and can be evoked in precarious situa- 
tions. The loss of familiarity which Dr. 
Gallinek vividly and accurately describes 
in his patients’ awakening from EST would 
be regarded in “so-called dynamic psychi- 
atry” as an experience reminiscent of the 
emotions of the infant alone in a strange 
place. Because the patient in this special 
impaired condition has not the reassuring 
capacity of the adult to connect his past with 
his present, to recognize himself as an entity 
in space and time, he is helpless against the 
onslaught of this fundamental anxiety. 
Therefore, dynamically oriented psychiatrists 
have stressed the therapeutic importance of 
a warm and friendly person’s being present 
after EST. 

Dynamic psychiatry indeed confirms Jas- 
pers’ and Heidegger’s views and provides 
a biologic foundation to the existentialist 
building. 

D. WILFRED Asser, M. D., 
Lucie Jessner, M. D., 
Chapel Hill, N. C. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL or Psy- 
CHIATRY: 
Str: Doctors Abse and Jessner object to 
my statement that the fear of electroshock 
therapy is neither help nor hindrance to 
recovery. They find that anxiety is inextric- 
ably interwoven with the dynamics of re- 
covery. This contention is based on findings 
obtained in intensive psychotherapy, In one 
of the papers quoted by them (Abse and 
Ewing, J. Nerv. Ment. Dis., Jan, 1956) it 
is stated that patients in psychotherapy pro- 
duced associations saturated with anxiety 
in regard to shock therapy, also notions and 
memories concerned with punishment, phan- 
tasies of expiation and rebirth. I have in my 


patients with shock anxiety (4 of all treated 
patients) encountered and described con- 
scious ideas of punishment and expiation, 
although not of rebirth. I do deny, how- 
ever, that these ideas are “inextricably inter- 
woven with the dynamics of recovery- 
Obviously the opinions of Drs. Abse and 
Jessner are based on findings obtained by 
free associations. wi 
In regard to these free associations is it 
not true that “these associations are in prac” 
tice channeled into a definite and restrict 
range of categories and guided and give? 
value and stress by the system of preoccup@ 
tions which the analysand quickly comes 
to perceive in the mind of the analyst 
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(Johnson, H. K., Psychiat. Quart., Apr. 
1948)? Using the method of free associa- 
tions Jungians have no difficulty in demon- 
strating the anima and various other assump- 
tions of Jungian theory. Followers of Rank 
discover birth trauma, other authors “clearly 
demonstrate in dreams psychic trauma to the 
embryo or romantic affairs between fetus and 
placenta.” For detailed discussion and criti- 
cism of these “demonstrated” findings the 
reader is referred to the illuminating paper 
by Cleckley and Thigpen on the “Dy- 
namics of an Illusion,” (Am. J. Psychiat., 
Nov. 1955). In this connection I also 
like to refer to GAP report No. 31, Mar. 
1955, which indicates that the effects of psy- 
chotherapy are independent of the method 
and ideational system, Since the various 
schools obtain the same results with entirely 
different theoretical background and entirely 
different free associations or no free associa- 
tons at all, does it not mean that the free as- 
“eciations are rather meaningless? 
„A mode of thinking based on findings dis- 
tiled from “free” “associations can lead 
rather far and astray. Dr. Abse in his above- 
te Paper has in all seriousness accepted 
© opinion of an author who discovered the 
a that the medical studenť’s first patient 
ik cadaver and that this patient prototype 
i “ey be in all respects the physician’s 
fies, a patient. How much further can 
ae Sane lead us? What is to be- 
Ga i the scientific aspects of psychiatry 
S sort of reasoning? 

; d fact that in somatic therapies physio- 
Goo may occur without conscious 
conscious ton indicates to my critics that 
Necessary pena organization is not 
ate inter or the Psychic reflexions which 
covery, Woven with the dynamics of re- 
tefexions a t about the unconscious psychic 
Dpendect Ssociated with the trauma of an 

i omy? Are they also interwoven 
free -€ dynamics of recovery? What may 

ee associati . è 

lons prove in this regard? 


Convictions are more dangerous enemies of truth 


CORRESPONDENCE 
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Furthermore, Drs. Abse and Jessner take 
exception to my statement that the view- 
point of anxiety as a basic characteristic 
(Grundbefindlichkeit) of human existence 
as worked out by existentialistic philosophers 
differs from the one prevailing in our so- 
called dynamic psychiatry. They quote Freud 
who “in contrast to Dr. Gallinek’s opinion of 
him emphasizes anxiety as inherent in hu- 
man nature.” In my paper I did not quote 
Freud or express an opinion of his two con- 
cepts of anxiety. I spoke of our present-day 
dynamic psychiatry which in many aspects 
has moved rather far away from Freud, e.g. 
present attitude toward theory of death in- 
stinct, attitude toward religion, attitude to- 
ward psychoanalysis as a therapeutic tool. 

A survey of the indexes of our textbooks 
shows that references to anxiety refer almost 
exclusively to anxiety as a pathological 
phenomenon. In the most recent discus- 
sion of anxiety, Appel (Am. J. Psychiat., 
Dec. 1956) describes ego, id, and superego 
anxiety as defense mechanisms occurring 
when the individual can not cope with a con- 
flict. Freud first conceived anxiety as a Te- 
sult or derivative of repressed libidal drives. 
Later he formulated the concept of signal 
anxiety. While his anxiety is physiologically 
anchored and can be evoked in stress situa- 
tions, the existentialistic concept of anxiety 
is fundamentally different. This anxiety j 
not tied up with various developmen 
stages, birth trauma, various life anaes 
but an integral, permanent sapert aged 
the integral aspect of man’s being in 

rid. 

Be to the remark of Drs. Abse and J on 
that “dynamically oriented psychiatrists : ve 
stressed the therapeutic importance o : 
warm and friendly persons being nee 
after EST,” I consider this as self-under- 


stood with all psychiatrists. 


LFRED GALLINEK, M.D., 
= New York City. 
than lies. 
—NIETZSCHE 


PRESIDENT’S PAGE 


One writes a page like this with a great 
deal of timidity and with hope that he will 
not be thought to identify himself with the 
Oracle at Delphi. The situation is this, how- 
ever; in spite of all of the present interest in 
the problems of communication and the earn- 
est desire of psychiatrists to get their mes- 
sage across to their brethren, medical and 
lay, the writer encountered two glaring in- 
stances within the same week of how it 
should not be done. Hence this gentle word 
of caution. 

The first scene was laid at a meeting of a 
large state medical society. A local psychi- 
atrist had given a paper and had done an ex- 
cellent job. He had visibly impressed the 
audience and had gotten his ideas across, 
when in the discussion up rose a brash young 
man who aggressively and pointedly found 
fault with the practitioners of medicine and 
then interpreted freely, unreservedly and in 
his own inimitable and farfetched fashion, 
the common symptoms which were under 
discussion. As a result of his diatribe, psy- 
chiatry’s Hooper rating plunged to the lowest 
possible depths. Everyone was made angry ; 
some walked out; and I heard one fellow 
say he was going out to look up a good dog 
fight. Result: no souls were saved and psy- 
chiatry received a setback in that area, 

e second instance occurred in a state 

mental health society meeting, a group 
sophisticated in mental health problems, but 
looking for guidance. They wanted to be 
of help: they were willing to raise funds 
to help research; and they were looking for 
direction. The speaker carefully and pain- 
stakingly trotted out some tired statistics 
and overworked shibboleths and then told 
them things which were spelled out in more 
interesting fashion in the pamphlets which 
the members had before them. I note this 
with no desire to be critical; the man was 
capable but he misjudged his group and, 
like the tired parson, he pulled an old turkey 
out of his file. Net result: ne gains and some 
losses for psychiatry that day. 
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It is true; we can’t be like a variety show 
and we can’t change the bill twice weekly, but 
by the same token we can’t afford to be like 
the minor government official who used to 
brief the members of a committee that some 
of us graced a few years ago. Each time we 
went to Washington he took us into a room 
and briefed us on “secret material.” With 
a hushed tone and a conspiratorial air and 
after dire warnings, he would confide to us 
“secrets” which had either been given out 
on the radio that morning or had been in the 
Times of the previous Sunday. 

Until a few years ago anything the psy- 
chiatrist had to say to people was interest- 
ing. He stood as an emissary from an area 
which was terra incognita to most of his 
hearers. Now, however, partially because of 
his efforts and partially because of the work 
of the mental health societies—national, state, 
and local—the members have been given good 
factual data and literature, replete with up- 
to-date statistics and information. There 
are, of course, still a great many groups to 
whom the whole subject matter is entirely 
new, but they have to be carefully differenti- 
ated from those groups which have made 
mental health a cause and an avocation, for 
the latter have amassed a great deal of in- 
formation, : 

As to lectures and seminars to medical 
practitioners, these physicians have been 
called the first line of defense against mental 
illness, and undoubtedly they are. They are 
for the most part practical individuals and 
they seek solid information which they can 
use in their practices, It avails us nothing at 
all to get overtechnical with them, or worse 
still, to patronize or be belligerently interpr®- 
tive in our talks with them. To them spades 
are spades and telegraph poles are still tele- 
graph poles and people scratch only becausé 
they itch. If we are to get our ideas across 
to them, it is incumbent upon us that we keeP 
these plain facts in mind. 

Francis J. Bracetanp, M.D. 


COMMENT 


ADVANCING THE PUBLIC MENTAL HEALTH 


Beginning in 1950 an intensive effort has 
= ey out by the National Association 
m ental Health to secure for mental 

, and especially for the mentally ill, 
greater public interest and support for better 
services. This support includes both financial 
backing and the personal backing of a large 
army of citizens; for in a democracy the 
— is the ultimate political authority. 
oe t is also recognized that sound ac- 
a ehalf of the mentally ill must be 
a. pete and professional authority 
ae e average citizen cannot be the 
oh 3 el appreciated that The Ameri- 
mo e pi Association is the primary 
enh e professional standards for the 
ike. treatment of the mentally ill, and 

a anh be a close working relation 
C SA € citizen and professional author- 

Seri prime in his Own area, 

r aed mentally ill is so much more 
bles $ government than other medical 
ee at the experience of other health 
A ton $ gabe only limited guidance 
Wace “agen health field. These past six 
“eh Epereiore, been heavily explora- 
be, have paperimental. The results, how- 
Port given ¢ ie groti fying. The financial sup- 

i w ational Association for Men- 
Previous ed 1956 has exceeded that of any 

| . In addition, several new state 

ve hee ay mental health associations 
ith is ed to the National Association 
national “ky a unitary organization with 
tship h a e, and local offices and has mem- 
Health, he World Federation for Mental 


The 19 


Assoeiat o al meeting of the National 
ashingto or Mental Health was held in 

ber g, > n, D. C., November 28 to Decem- 
ormer APA rote address was given by 
biker, empha tents Dr. Winfred Over- 
"iy 'p lasizing the topic “People Are 

k ” Sather Fight Against Mental Til- 
* Mennin, è t APA President, Dr. William 
Pee gave the main address at the 

quet. Dr. William Malamud, APA 


Secretary, presented a report of the past 
year’s research conducted by the Northern 
Jurisdiction of the Scottish Rite through the 
National Association for Mental Health. Dr. 
Malamud is Director of this research pro- 
gram, Last fall the biennial conference was 
held of the principal investigators of all re- 
search projects coming under this program 
and funds were allocated for 1957. The 
amount of money available for allocation was 
increased by $13,000 in 1956, including a new 
allocation from the Southern Jurisdiction of 
the Scottish Rite. Some 25 research centers 
in the United States and Canada are now 
carrying out projects under this program. 
The highlight of the 1956 annual meeting 
was the announcement by the President, 
Barry Ryan, that the Advertising Council 
had adopted the National Association for 
Mental Health for a two-year period as a 
major beneficiary of its public service adver- 
tising. This is a support coveted by many 
national agencies and it is the first time, 
excepting for the Red Cross, that a health 
agency has been accorded this service. For 
seven or eight years the Advertising Council 
has been interested in doing something for 
the mental health of the country but wanted 
the program to be firmly designed so that its 
own efforts would be most fruitful. This 
means that millions of dollars worth of space 
for public education for mental health will 
be made available. This includes such facili- 
ties as newspaper e, car and poster 
cards. It promises that the needs of the men- 
tally ill can be prought before the citizenry 
as a reminder of their responsibility for 
meeting these needs. ; SR 
The program of the National Association 
for Mental Health is largely in the making. 
Its effort is directed to the successful return 
of patients to normal community life. A part 
of this objective is served while the patient 
s still in the hospital through the use. of 
volunteers who aid patients in a wide variety 
of ways. Aid is also provided to families who 
call upon the mental th associations for 
853 


854 


COMMENT 


[Mar. 


information to help them cooperate with the 
hospital in facilitating the return of the pa- 
tient. In a number of places the National 
Association for Mental Health, through its 
local and state offices, is making available to 
families Edith Stern’s book Mental Health: 
A Guide for the Family. It is also helping 
to maintain contact between the patient and 
his family by assisting with transportation. 
It is carrying on educational work to facili- 
tate the acceptance of patients by the com- 
munity and its agencies, and especially by po- 
tential employers. Occasionally it provides 
for the material needs of patients when no 
other resources are available. A recent article 
by E. H. Crawfis, “Discharge From State 
Hospital in Relation to Competency (Am. 
J. Psychiat., Nov., 1956) reminds us that 
mere talk against stigma and prejudice is 
futile as long as patients are routinely handi- 
capped by abrogation of civil rights and 
privileges such as voting and automobile 
driving permits. These breeders of stigma 
must be eliminated before the public will be- 
lieve our protests. 
More recently the National Association for 
Mental Health has exerted itself to find 
financial assistance for the Austrian Society 
for Mental Health which is rendering psy- 
chiatric service to Hungarian refugees, These 
refugees are generally in good condition, 
not having endured long privation in camps, 
but their dislocation is obviously seriously 
traumatic. Any assistance that can be ren- 
dered them at this time is likely to be most 
fruitful, since it may be expected that there 
will be in many of them an accumulation 
of disturbance that will, if not dealt with, 
erupt later. Since so many of these refugees 
are coming to the United States it is a matter 
of selfish interest also that we do everything 
possible to safeguard their mental health, 
Innumerable serious mental health needs 
are continually appearing and calling for ac- 


tion by an organization such as the National 
Association for Mental Health far beyond 
current resources. For example, a serious 
threat to mental health is found in the plight 
of migrant children who are being deprived 
of many of those cultural supports that we 
who are more sedentary have come to rely 
upon for our stability. One does not need 
to search for mental health projects of seri- 
ous import. The task is to find the means to 
carry them out. 

Another mental health need that is looming 
large comes from the use of tranquilizing 
drugs. Most hospitals are not adequately 
equipped to provide the desirable supervision 
to patients who are on trial visit and this 
would seem to be a time when the social 
service staff of hospitals should be augmented 
and cooperative arrangements with local fa- 
cilities worked out. Veterans hospitals espe- 
cially are in need of this arrangement for 
their patients whose disabilities are not serv- 
ice-connected, for the Veterans Administra- 
tion has no provision for outpatient service 
to these patients. Since the veterans hospi- 
tals covering the whole country are fewer 
in number than state hospitals, they are on 
the average further removed from their con- 
valescent patients. 

These are all matters of high interest to 
both the National Association for Mental 
Health and the members of The American 
Psychiatric Association. They call for con- 
tinual collaboration between the two, just 
as the National Association is now collaborat- 
ing with The American Psychiatric Associa- 
tion in the financial support of Information 
Services and in the operation of the Central 
Inspection Board. 

Grorce S. Srevenson, M.D., 

National and International Consultant, 
The National Association for 
Mental Health. 


POLITICS 


The political illusion has for its aim the well- 
socialism, its fruit: that is to say, the transit 
ness for themselves through social organizati 


being of the transitory individual, Hence 


ory individuals want to snatch their happi- 
ion, 


—NIETZSCHE 


NEWS AND NOTES 


LAFAYETTE CLINIC, Detrorr.—The first 
annual report of this Clinic, just received, 
outlines its history and nature. Under the 
direction of Dr. J. S. Gottlieb, the purpose 
has been to integrate the professional staff 
of the Clinic with that of Wayne State Uni- 
versity. Thus the psychiatrists hold appoint- 
ments in the College of Medicine, the psy- 
chologists in the department of psychology, 
and members of ancillary groups in respec- 
tive departments in the University. Simi- 
larly, certain members of staff of Wayne 
State University hold part-time appoint- 
ments at Lafayette Clinic, In addition, staff 
a of the Detroit Receiving Hospital 
o > etroit Memorial Hospital on the teach- 

g faculty of the College of Medicine serve 
as oe to the Lafayette Clinic. 
iA e Clinic building was completed in 1955 
ae total capacity of 145 beds (20 for 
pe under 12, 25 for adolescents be- 
Sete oo 16, 100 for adults). About 
“aim the total capacity is presently 
Oat outpatient department opened 
fe MMe oe 1955, the children’s outpatient 
servi ch 1, 1956, the adult inpatient 

wat 16, 1956. 
as Rad primary function of the Clinic 
itis also Study and treatment of patients, 

actively engaged in training pro- 


grams and f 
a conside e 
Programs, siderable variety of research 


yı 
eighth eee Disease SympostuM.—The 
vances jn k Symposium on Recent Ad- 
Will be held re Study of Venereal Diseases 
ment of cen auditorium of the Depart- 
as en Education, and Welfare, 

e sessi C” April 24-25, 1957. 

Physicians ara are open to all interested 
Undreds Ay workers in allied professions. 
e Country. . Participants from all parts of 
orities on including many outstanding at- 
to exchan ‘porte disease, attend annually 
pics : 5 he latest available information. 
i discussed will cover many as- 
€nereal disease control, including 


Sic a es 
Nd clinical research, serology, epidemi- 


ology, treatment, program operation, and 
professional education. 


1957 Western DivisionaL MEETING.— 
The Western Division of The American Psy- 
chiatric Association will hold its second re- 
gional meeting in Los Angeles at the Statler 
Hotel November 20-24, 1957. 

The meeting will be divided into a number 
of sections. The following are under con- 
sideration: Child Psychiatry, Experimental 
Psychiatry, Borderline States, Individual 
Psychotherapy, Group Psychotherapy, Social 
Psychiatry, Psychosomatic Medicine, De- 
linquency, Geriatrics, Drugs in Psychiatry, 
Education, and Hospital Psychiatry. 

Those interested in presenting a paper, 
please communicate with the Program Chair- 
man, Allen J. Enelow, M.D., 435 North 
Roxbury Drive, Beverly Hills, California. 


Socréré Francaise DE MÉDECINE Psy- 
CHOSOMATIQUE.—During the summer of 
1956 La Société Francaise de Médecine 
Psychosomatique was created in Paris. Its 
aim is to promote scientific research in psy- 
chosomatic medicine. 

The Bureau of the eee ahr of 
the Society is composed of: Dr. outier, 
irs Prof. Heuyer and Dr. Bolgert, 
vice-presidents ; Prof. Aboulker, secretary- 
general; Dr. Chertok and Dr. Sapir, secre- 
taries; Dr. Brisset, treasurer. Other mem- 
bers of the Executive Board are: Dr. Chene, 
Prof. Delay, Prof. Delbarre, Dr. de Graci- 
ansky, Dr. Held, Dr. Montassut and Dr. 


Nora, ; "vy Es 
The Society wishes to establish scientific 
her societies, groups 


collaboration with ot 
and individuals interested in the exchange 
of information in the field of psychosomatic 
medicine. Address all correspondence to: 
Dr. Chertok, Centre de Médecine Psychoso- 
matique, 54, Avenue de la République, Ville- 
juif (Seine), France. 
a 


Tue AMERICAN Boarp OF PSYCHIATRY 


AND NEUROLOGY, Inc—The Board an- 
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nounces that only two examinations will be 
given in 1957: New Orleans, Louisiana, on 
March 18 and 19, 1957, and New York, 
New York, on December 16 and 17, 1957. 

Beginning January 1, 1958, all unused ex- 
amination fees, or portions of examination 
fees, on deposit in the Board Office will be 
forfeited by the candidate to the Board when 
the application lapses by going out of date. 
Further, all unused examination fees, or 
partial, unused examination fees, deposited 
before January 1, 1952, will automatically 
be forfeited by the candidate to the Board 
of January 1, 1958. 


CONGRESS OF FRENCH PSYCHIATRISTS 
AND NeuroLoGists.—The Congres des Me- 
decins Alienistes et Neurologistes de France 
et des Pays de Langue Francaise will hold 
their 55th annual meeting at Lyons, France 
from September 9 to 14, 1957. 

Dr. Alliez will give a paper on “Les 
Troubles Mentaux des Phacomatoses”; Dr. 
Castaigne one on “Explorations Paracliniques 
dans les Accidents Vasculaires Cérébraux” : 
and Dr. Gayral on “Nouvelles Chimiothéra- 

pies en Psychiatrie,” Further information 
about this conference may be obtained from 
Dr. Paul Cossa, 29 Boulevard Victor-Hugo, 
Nice, France, 


CLINICAL Investicator Procram.—The 
V. A. Medical Program includes the train- 
ing of dentists and physicians interested in 
devoting three-fourths of their time to re- 
search. Any physician or dentist who has 
completed the formal residency training pe- 
riod prior to American Specialty Board cer- 
tification can apply for appointment as a 
Clinical Investigator, Starting salary for 
such an appointment $8,990, and selection 
will be made by the V. A. Central Advisory 
Committee in January and July of each year. 
With the title Veterans Administration 
Clinical Investigator, appointees will serve 
as full-time members of the V. A, hospital 
where they choose to carry out their re- 
search. Application forms for such an ap- 
pointment should be obtained from the V, A. 
hospital of the candidates choice. 


OUTPATIENT DEPARTMENT, WESTCHES- 
TER DIVISION oF THE New York Hosp- 
TAL.—The Outpatient Department of the 
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Westchester Division made possible by a 
gift of $300,000 from John D. Rockefeller, 
Jr., was officially opened December 8, 1956, 
Construction of the new, one-story brick 
building began in the autumn of 1955, and it 
will provide outpatient treatment for resi- 
dents of Westchester County whose income 
is insufficient to defray the fees of private 
psychiatrists. Facilities include soundproof 
consultation rooms, a conference room, group 
therapy and children’s play therapy rooms. 
Dr. William K. McKnight has been ap- 
pointed physician in charge of this new 
department. 


Soctery or Mepicat Group PsycHo- 
ANALYSTS.—The Society of Medical Group 
Psychoanalysts is presently being formed by 
trained psychoanalysts who do group work. 
The first scientific meeting of the Society 
will be held at the New York Academy of 
Sciences, 2 East 63rd Street, New York 
City, on Friday, March 22, 1957, at 8:30 p.m. 

The subject of the first meeting will be 
“Group Psychoanalysts Today” with Nathan 
Ackerman, M.D., Sidney Rose, M.D., 
Alexander Wolf, M. D., as members of the 
panel, and Louis Landman, M. D., as mod- 
erator. 

The Society is presently open for charter 
membership. Those interested please write 
the acting secretary, Dr. Benjamin Wassell, 
49 East 78th Street, New York 21, New 
York. 


W. H. O. Pane on Menta HEALTH. 
—Dr. Paul Hoch, New York State Com- 
missioner of Mental Health served as chair- 
man of the W.H.O. Expert Advisory 
Committee on Mental Health, which met in 
Geneva last December. The topic of the 
meeting was “The Psychiatric Hospital as 4 
Center for Preventive Work in Mental 
Health.” 


Dr. Wexeerc Dirs.—Dr. Leopold E. 
Wexberg, psychiatrist and pioneer in the 
field of rehabilitating alcoholics, died early 
in January of a heart attack at the age 0 
67. Dr. Wexberg received his early training 
at the University of Vienna, and at the time 
of his death headed the District of Columbia 
Bureau of Mental Hygiene. He was the at- 
thor of five books and numerous mono- 
graphs on alcoholism, 


WAL AND PARANATAL FACTORS IN THE DEVELOP- 
MENT OF CumpHoop BeHavior Drsorpers. By 
Martha E. Rogers, Abraham M. Lilienfeld, and 
Benjamin Pasamanick. Acta Psychiatrica et 
leurologica Scandinavica Supplementum 102. 
(Copenhagen: Ejnar Munksgaard, 1955.) 


monograph reports in extenso the results of 
atest in a series of well-conceived and painstak- 
executed epidemiologic investigations into 
sychiatric disorders by Drs. Pasamanick, 
feld, and coworkers. It provides yet another 
ce of the fruitful application of biostatistical 
thod y mental illnesses viewed as public health 
An earlier study (Am. J. Hyg., 53:262, 1951) of 
ciation of complications of pregnancy and 
fition with cerebral palsy led to the concept 
- E m of reproductive casualty” extend- 
stillbirth and neonatal death to sublethal 
p te foetus as exemplified by cerebral 
5 em studies (J.A.M.A., 155: 719, 
i ig epilepsy and mental deficiency 
: a as in paige ie) The 
aie í o the etiology oi avior 
y ers in childhood was ERRE in view of 
h uent presence of neurologic and electro- 
E ea abnormalities in this group of 
ora ee. fe the known occurrence of be- 
#6. The con ma ities as sequellae of brain dam- 
which tid el a and thorough-going fashion 
BR he ay em has been approached is indi- 
ER s that the 157 pages of this mono- 
Eie 24 tables of data and a bibliography 
$ es to document its contentions. 
aon of methodology in such studies is 
Be Be E authors give theirs a thorough 
Ric ted disorder was presumed to be 
Dia child was referred to the Special 
his teach aly the Department of Education 
ior, The i Principal because of deviant be- 
fom the = of disturbance present was classi- 
evant ee ite 15 rough categories, the 
sil which was expected to be “con- 
ks FERN Only those children with birth 
ete (if bo, able, whose hospital records were 
i oy in hospital), who were the result 
a » and who had Kuhlman-Anderson 
N over were included; they totalled 
y eo cates. Matched controls were pro- 
betically ing data on the child of the same sex 
th fit; thus set each case in the same class 
Attrition 4] 359 selected” controls were secured, 
d differe to unavailable records accounting 
&0-economi mee in numbers, Cross-check of 
difference Status and I.Q. revealed no signifi- 
tical € between the two groups; race was 
ite, Matched as result of the then still 
™ of school segregation. 
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Birth and hospital records of cases and controls 
were carefully searched. Factors previously impli- 
cated (in stillbirths, neonatal deaths, cerebral palsy, 
and epilepsy) were sought: maternal age, parity, 
history of previous infant loss, complications of 
pregnancy, prematurity and neonatal abnormalities. 
Of these factors, prematurity (defined as birth 
weight under 2,500 grams) and abnormalities of 
the prenatal and neonatal period (chiefly toxemia 
and bleeding) were found to be significantly more 
frequent in white cases than white controls, whereas 
prematurity alone had a significant association with 
non-white cases. These correlations were particu- 
larly marked for the “confused-disorganized” sub- 
group, which alone accounted for the trends noted 
in the white cases as an aggregate. History of 
previous reproductive casualty in the mother and 
abnormalities of the neonatal period were not sig- 
nificantly related to the occurrence of behavior dis- 
orders. As noted in the previous reports by these 
investigators, the incidence of complications among 
the non-white controls and cases was markedly 
higher than for the white group. 

The method employed in this study merits more 
extended discussion than space permits. It would 
obviously have been preferable to have had a psy- 
chiatric evaluation of each child to justify his in- 
clusion in the “selected” cases. Experience in a 
children’s psychiatric clinic indicates that a diag- 
nosis of behavior disturbance by a teacher does not 


in this investigation demonstrates | 
time-consuming a task examination 1 chi 
would have been. eee the oe a ity in- 
troduced by the inclusion of improperly di 
cases would only tend to weaken the likelihood of 
statistical significance for the parameters measured 
Thus, the figures obtained are more probably mini- 
mal than representative of the true state of affairs. 
A second inherent problem lies in the retrospec- 
tive use of ened alse 
orded with another put a 
to the inaccuracies dictated by the practical or, 
cies of a physician's time interests in a | 4 
delivery room. It can be argued that there is o 
a priori reason to assume any bias “rae 
records from cases and controls but the lac 


precision in the data make them somewhat equivocal 
in this regard. 

imitati e authors are fully aware. 

Of these limitations th ene 


im to have demonstra 
They do not claim i contrary, they pte 


of behavior disorders. © 1 Oo rey 
terogencity of their causatiot 
be lake  erretations jndicate associations, but 


do not prove causal relations. 
i 857 
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vincingly that this method provides a practical and 
achievable method for testing preliminary hypothe- 
ses, whose affirmation must then be based upon 
carefully designed anterospective studies. They 
point to the need for more precise clinical tools to 
distinguish the presence of minimal brain damage, 
presumptive presence of which in certain of the 
children with behavior disorders is indicated by 
the analysis. 
In sum, this is an excellent pioneering study in 
an area still insufficiently explored with epidemio- 
logic methods. Its tentative conclusion that behavior 
disorders should be added to the continuum of re- 
productive casualty seems warranted. The clinical 
implications of this study should lead to a higher 
index of suspicion for the presence of cerebral 
damage in children with behavior disorders. This 
monograph is commended to the attention of all 
psychiatrists as an important addition to our knowl- 
edge of the etiology of deviations in behavior, with 
whose elucidation our specialty is concerned. 
Lzon Etsenzere, M. D., 
The Johns Hopkins Hospital. 


La RÉADAPTATION PROFESSIONELLE DES LOBOTOMISÉS 
By Pierre Tubéry. 
Bonnefous et fils, 1956.) 


Three conditions are necessary for return to effec- 
tive existence of the lobotomized patient. These are 
disappearance of the essential pathlogic manifes- 
tations of the disease, sufficient premorbid experi- 
ence to make possible the restructuring of the per- 
sonality, and sufficient external pressure. This re- 
adaptation is often possible because lobotomized 
patients preserve their egocentric aspirations and 
particularly their interest in their own economic 
future. They keep their word and sometimes they 
live up to their educational accomplishments. The 
author has observed a number of patients who have 
undergone lobotomy for a variety of mental dis- 
orders, and emphasizes the fact that “lobotomized 
patients have not suffered any regression of their 
personality as the result of their operation,” 

Tubéry presents the lobotomized patient against 
a background of either Marxian or Christian con- 
cepts of work. In either case the operated individual 
seems to be urged onward by the practical aspects 
of the situation rather than by the apotheosis of the 
state or the sanctity of individual contribution to 
his fellow man. Aspirations and mysticism are 
lacking in the lobotomized patient, along with patho- 

logic exaggeration of sentiments of humility and 
culpability. These alterations in the personality of 
lobotomized patients can be employed with benefit 
in their reeducation and reintegration in society. 
This is done in part by placing the individual in a 
medium where work is the normal custom, or 
placement in a rural family environment, Some- 
times group endeavor brings forth in the lobo- 
tomized patient a renewed interest in his occupation. 
Psychotherapy can aid appreciably in the better 
adjusted patients by stimulating them to greater 
realization of their responsibilities to their social 
environment. 


(Carcassone, France: 


Of the 12 patients studied, 10 were rehabilitated 
to a satisfactory degree in their environment. The 
word “professional” has a different connotation in 
the English language. What the author studies is 
what we would call the occupational readjustment. 
The occupations of the patients were clerical, me- 
chanical, domestic, and so on, none higher than a 
surveyor in the professional scale, This thesis is 
aimed at a particular problem in psychosurgery, 
the economic and occupational rehabilitation of 
patients undergoing psychosurgery. In this small 
series of cases the views are rather theoretically 
elaborated. 

Watter Freeman, M. D., 
Los Altos, Calif. 


Tue Rewer or Symptoms. By Walter Modell, 
M.D., F. A. C. P. (Philadelphia and London: 
Saunders, 1955. $8.00.) 


It was said in certain European clinics of an 
earlier day that what the professors were mainly 
interested in was what they were going to find at 
autopsy—to see how closely their ante mortem and 
post mortem diagnoses would agree. Patients were 
pathological “specimens,” so to say, while still alive 
and under treatment. s 

Professor Modell of Cornell University Medical 
College reminds us that patients do have symptoms. 
That is what they complain of. For that they come 
to the doctor for relief. They may not be able to 
share his interest in etiology and pathology. They 
want him to make them feel better. The author 
notes that medical treatises of today concentrate on 
curing disease rather on relieving symptoms as 
such, and that this side of medicine “is rarely ap- 
proached directly in the formal teaching of medical 
students.” His book is intended to fill this need. 

He lists 24 symptoms which include “well over 
95 percent of those which bring patients to the doc- 
tor’s office.” These symptoms are: pain, anxiety, 
insomnia, gas, constipation, diarrhea, loss of appe- 
tite, obesity, palpitations, edema, dyspnea, cough, 
fever, weakness and fatigue, nausea and vomiting, 
vertigo, itch, hiccups, unconsciousness, convulsions, 
skeletal muscle spasm, menstrual disorders, fre- 
quency and dysuria, jaundice. 

Each symptom is considered systematically—the 
condition that may give rise to it, what it means to 
the patient, what both he and the doctor can e 
about it; what drugs should be used or not use 
(the discussion of drugs is butressed by the author's 
qualifications as teacher of clinical pharmacology): 

In former times when medicine was an art anê 
had not yet become a science, treatment was neces 
sarily symptomatic. With the discovery of ae 
and pathology, disease-conscious physicians thous 
less about symptoms, which might be misleading, 
and more about diagnosis, The pendulum swung 
far, and the author chides the attitude of the seri 
of a leading medical journal who asserted: “Let 5i 
not in the semblance of progress retrogress OF ae 
catapulted back into the dark ages of symptom! 
medicine.” Such a criticism could not be laun & 
against this book which aims to restore a balan 
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in medical theory and practice. It looks at illness 
from the outside in, so to speak, and not exclusively 
‘We other way round. Its objective is “full” treat- 
eo tee = oo z has the disease. 
eight is placed upon psychologi- 
al factors in causing or influencing eee o aaa 
ja retarding or facilitating recovery. There is 
guidance for the doctor not only in treating the 
symptom but also in training the patient who has it. 
There are some timely remarks in the section on 
anxiety on the new tranquilizing drugs. The author 
fas no kind words for the commercial medical 
literature that is flooding the country and being 
spread before lay readers as well as filling the doc- 
tots’ waste-baskets. He concludes, speaking for 
e penl physician, that “the only salvation in 
is sea slat pane limitations 
to human judgm in 
evaluations. Until such C Gate Eyi 
adel better to use the older sedative dries 
l e new ones for th iali i 
feld, especially the E chistrists.” eae E 2 
___*here are cautionary notes on psychotherapy to 
Particularly the nonmedical variety. “There ne) 
grave dangers in the treatment of symptoms by 
Fe’ paca py which neglects in the slightest degree 
ity of physical disease. I 
ment throug, sease. . . . Improve- 
rad, Psychotherapy is unfortunately no 
aa Aa Psychic origin of the symptom. We 
i the sort of tragedy in which relief 
h ey is effective long enough to delay 
Bids point eal treatment of a physical disease. 
applies with ey special emphasis, for the danger 
equa force to the placebo effect of all 
therapy. 
head Sa book will not take the place 
k T a ensive textbook of medicine. It is 
“contains st ,comPAnion-piece to such a book, It 
Bidane of ie and detailed wisdom for the 
of medical 0 ame pies and for the teacher 
as well. 
G Bak 
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N wiru Cors. By Albert Deutsch. 


w York: Crown Publishers, Inc, 1954- 


_ Thea 
observation” Presents interesting and often startling 
ments, At pte functioning of police depart- 
‘Ports that ihe time the book was published he re- 
Vatiously est ot Cost of crime in this country was 
Pr year, Frat! from 5 to 15 billions of dollars 
AVE statistics fea: on the basis of very conserva- 
Country: a acl is estimated that there is in this 
30 minutes : ie every 14 minutes, a rape every 
pa robbery every 9 minutes, an assault 
Teenies 


Min 

utes, a burglary every minute, and 2 
The same sour, 5 

is than ce estimates that arrests result in 


v 


per minute! 

bia ats 

less than rd of all these crimes and further 
Convicted, ne half of all the suspects are actu- 


K 


Along wi A 
at Slllances this, Mr. Deutsch cites many examples 
idences of po ig Criminals, politicians and police, 
ice corruption and the frequency 


with which police departments “cover up” and 
tack any outsider or insi Tay a 
such facts. r Eee t a 5 3 

These things become particulari: iki 
contrasted with paies of pall oo Po 
police departments with high morale, a very pro- 
fessional attitude and manner of function and a de- 
votion to the cities in which they operate. The 
painstaking and diligent and frequently brilliant 
examples of police work attributed to a number of 
these are quite striking. 

In attempting to explain the situation he has 
depicted, Mr. Deutsch presents a number of explana- 
tions which are worthy of discussion. He points out 
that we tend to demand much from policemen in 
accordance with an idealized concept of them, but 
pay them so little that selection is limited and they 
often need to have other jobs in order to make ends 
meet. We readily make scapegoats of them and 
have a characteristic tendency to try to solve com- 
plex problems by “passing a law.” Once the law 
is passed, we often refuse to adhere to it, will not 
accept any personal inconvenience that comes from 
enforcement of the law, try to “fix tickets,” etc. He 
speculates that the very frequent and general hos- 
tility toward police in part reflects the American 
tradition of the first love of personal liberty, coupled 
with a distaste for authority that necessarily re- 
stricts personal liberty of action. 

Again and again he returns to the point that the 
three great areas of illegal activity are: gambling; 
prostitution; and the sale and distribution of nar- 
cotics, He feels that the key to the problem is the 
unenforceable and unpopular vice laws we tend to 
pile up in haste and violate at leisure. Many of 


these laws, so unheeded by our citizens (prohibi- 


tion was a glaring example) contribute overwhelm- 


ingly to the recurrent scandalous police breakdown. 
The author says corruption can not be controlled 
where organized vice is tolerated. Many studies 
have shown that the “Vice Squads” tend both to 
corrupt those who serve upon them and to attract 
the corruptible. Investigators for a Senate com- 
mittee said that, “The Vice Squad always seems to 
be the main center of police corruption.” A charac- 
teristic phenomenon of such Vice Squads sooner or 
later seems to be the resort to the judicially con- 
demned maneuver of entrapment. Since this is so 
often utilized in the area of sexuality, which under 
our present code is a “security offense” as well, it is 
a matter of particular interest and concern. 
Mention of Senate Committees brings to mind 
the question of “lje detectors,” of which some of 
them seemed to be TREA ae pana a 
including the in 
meg eee Dr. John A. Larson, first 


int that a psychiatrist : r 
a e detector to police use as a policeman 


adapted the li 

in Berkeley, California, more than three aan 
ago. Apparently it has been an amazing spread 4 
the use of these instruments, with much china 
for them. “The lie detector has been credited wi 
breaking many murder mysteries, catching crool 
where all other police efforts had failed, pe g 
domestic disputes, saving incalculable sums for 
banks and other businesses, rescuing innocent men 
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and women from the webs of circumstantial evi- 
dence, keeping honest men honest and even reform- 
ing dishonest ones. It has been claimed that the 
machine can not only detect subversive thoughts, but 
the “intention to commit subversive acts.” 

Despite these glowing statements, there is much 
opposition to the machines on both ethical and 
practical grounds, Apparently many of the persons 
using them are poorly or little trained and display 
regard for neither science nor ethics. Dr, Larson 
says that to a large extent its use is “little more 
than a racket.” The outstanding American opponent 
of lie detectors is FBI Director J. Edgar Hoover, 
who has little regard for their reliability. Their use 
on a mass screening basis has been discontinued by 
The Atomic Energy Commission, because its re- 
sulting grave problem of employe morale, feeling 
of degradation and mass mechanical imputation of 
distrust. 


It is not clear, but it is interesting to speculate 
what the results of a lie detector would be in a per- 


wonders if in such a situation the polygraph might 
not provide incriminating evidences of guilt! ae, 

One can scarcely consider Policemen, who after 
all represent the topic of this book, without some 
thought as to how policemen are actually selected 
and what their motivations are for seeking to be- 
come a member of the police force. Deutsch indicates 


Relatively little is given concerni ivati 
t ely rning motivations, 
It is striking that among the individuals whom 
Deutsch singles out as good policemen of a hi 


ternal identification, saying that, “their father was 


be.” But what of the others? S 

gotten from Deutsch’ Captor acts ted 
frequency of sadism and lawlessness on the 
policemen, the common lack of regard for civil bes: 
ties and the statistically disproportionate numbers of 
policemen who commit suicide or crimes of violence, 


suggest from their observations 
strikingly high proportion of emotionally disturbed 
individuals seeking and perhaps 
in police forces. This of course suggests as one 
might suspect that many persons seek police careers 
as a means of working out their own conflicts 
around authority, difficulties around sadism-maso- 
chism, means of proving their masculinity, opera- 
tions of reaction-formation, etc. These items of 


course suggest the need for and great importance of 
psychological and psychiatric study which will serve 
not only as an initial screening device and basis 
for selection, but also to follow along at least the 
early years of a policeman’s career and be called 
upon subsequently in providing one of the important 
criteria for promotion and reassignment. 
preoccupation with inner psychological face 
tors should not, however, lead us to ignore the 
point equally forcefully made by Deutsch, that the 
police scandals and increasing waves of crime are 
not isolated phenomena in themselves, but are also 
the striking and significant reflection of political, 
social and community morality. They must be 
viewed in a total social framework and to so view 
them suggests that much is amiss and requires the 
concerted interest and efforts of all of us. This is 
an interesting and proyocative book. 
Maurice Laurer, M.D., 
Emma Pendleton Bradley Home. 


Youtu: Tue Aces rrom Ten rto Sixteen. By 
Arnold Gesell, M. D., Frances L. Ilg, M.D. 
Louise B. Ames, Ph. D. (New York: Harper & 
Brothers, 1956. $5.95.) 


The behavior patterns, attitudes, ideational and 
emotional responses of a group of well-adjusted 
children over a 7-year period are observed and de- 
scribed in this book, 

In this reviewer’s opinion, the chief value of the 
book lies in its vivid, candid descriptions of be- 
havior and mood during a stage of development 
which is generally viewed with alarm and apprehen- 
sion by most parents, educators, and psychologia 
The authors cheerfully brush away the sense 0 
mystery which characterizes most descriptions 
the age span covered in their book. They one 
weave the 7 years between the ages of 10 and I 
into the over-all theory of human growth and de 
velopment which they have presented in their previ- 
ous books. They consider 10 a nodal point in the 
developmental life history of the individual, 
year of consummation as well as of transition. 
They believe that “the grand spiral of human de- 
velopment has its major and minor subcycles. 
major subcycle which began with year 10 cone 
full circle at 16, and then takes a long swing © i 
years or more toward maturity. The 16-year-O" 
youth if he rises to tiptoe can almost see the home 
zon of adulthood. He is himself a pre-adult. 

Within the major subcycle with which the authors 
are concerned in this book, they see minor pend da 
swings. For example, at year 1o the child is x; 
scribed as “casual and easygoing. Eleven is sensi 
tive and self-assertive. Twelve is outgoing a" 
balanced, Thirteen is withdrawn and inward i 
Fourteen, expansive and exuberant. Fifteen, res 
and apathetic. Sixteen, friendly and well-adjuste® 
This is a compressed thumbnail summary, > oa 
despite oversimplification, it gives a just impr se 
of the over-all semirhythmic fluctuations W 
mark the advancing cycle of emotional growth 
tween the nodal ages of 10 and 16.” Each age 15, 
course, described in great detail and from M! 
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points of observation, such as: The Total Action 
System, Self-Care and Routines, Emotions, the 
Growing Self, Interpersonal Relations, Activities 
spf Interests, School Life, Ethical Sense and Philo- 
sophic Outlook. 

Many mood trends and patterns of reaction which 
may cause some alarm to parents who tend to forget 
their own adolescent years, are described so matter- 
of-factly that this book cannot help but be a source 
of reassurance. 

It cannot, however, be looked upon as providing 
solutions to conflicts which may trouble less well- 
adjusted adolescents than those observed in this 


C. Papanpreow, M. D, 
Denver, Colorado. 


De Kausatcm, Ein Beitrag zur Frage der 
Schmerzen bei peripheren Nervenverletzungen. 
Causalgia. A Contribution to the Problem of 
Pain in Peripheral Nerve Injuries. By Erich 
Trostdorf. (Stuttgart: Georg Thieme, 1956.) 


ae Weir Mitchell published a paper on causalgia 
te and Keen in 1864; his classical 
gpa came out in 1872, These publications 
ae Practically forgotten until after the first great 
dy ae then a very extensive literature has 
= lg on Professor. Trostdorf often refers 
tad works of Weir Mitchell and quotes them 
ively. The disturbance was called causalgia 
= AE m by Weir Mitchell. It is exclusively 
pi TA circumscribed lesions of a peripheral 
i ost always by shot wounds. 
ae o tinuous burning pain, also called basic 
tolerable eos pain, remains generally within 
“ial a More distressing is the explosion- 
ment, Baa ihe pain through emotional excite- 
cl the a changes of mood. Every slight touch 
the Sage parts of the skin, the movement 
laughing J ed or the not-injured limb, coughing, 
Rater Er breathing, swallowing of cold or hot 
ti ink may produce a pain attack. The pa- 
to keep the dolorous part wet; this 
Os is said to be pathognostic for the 
ae the well-watered part does not 
Water tay oe if it is dry; even the notion that no 
tack, The be k available can precipitate a pain at- 
the “fear yd of the patients can be dominated 
Of compulsive stimuli” in a manner reminding one 
nee attitudes, The sufferers are, with ex- 
€ exceptions, well adjusted to others.— 


, May ski 
1 ru Skip the chapter on neuropathology which, 


eni . 
conserva? is as good as the other chapters—Of 
eect nods of treatment insulin appears 
sorted to, upis, Often sympathectomy must be re- 
Of causalgi he only real progress in the knowledge 
therapentic since Weir Mitchell is owed to the 
Pages of 1i efforts of Leriche.” There are 14 
: literature in small print. 
liera € E a und of a complete knowledge of the 
servations zey considerable and well-suppo! 
Written an of his own Professor Trostdorf has 
excellent monograph whose value is en- 


hanced through the noble manner in which he gives 

those who worked in this field before him their due. 
Evcen KAHN, 
Houston, Texas. 


Grosse NeRVBNARZTE. 21 Lebensbilder. Herausge- 
geben von Kurt Kolle, (Stuttgart; Georg 
Thieme Verlag, 1956. D. M. 29.40., New York: 
International Medical Book Corporation. $7.00.) 


The 18 authors who contribute to this volume 
and the subjects of their biographies are: 

Henrique de Barabona Fernandes: Egas Moniz. 

John F. Fulton: Harvey Cushing. Charles Sher- 

rington. 

Ernst Grünthal: Bernhard Von Gudden. 

Gustav Richard Heyer: Carl Gustay Jung. 

Gordon Holmes: John Hughlings Jackson. 

Richard Jung: Santiago Ramón y Cajal. 

Jacob Klaesi: Eugen Bleuler. 

Kurt Kolle: Hans Berger. Karl Jaspers. Emil 


Kraepelin. : 

Mieczyslaw Minkowski: Ivan Petrowitsch Paw- 
low. 

Georges de Morsier: Jean Martin Charcot. 

Max Nonne: Wilhelm Erb. | y 

Raymond de Saussure: Philippe Pinel. : 

Leopold Schénbauer and Marlene Jaritsch: Julius 
Wagner-Jauregg. 

J. H. Schultz: Sigmund Freud. 

Theodore Spoerri: Konrad Rieger. 

Georg Stertz: Karl Bonhoeffer. 

Rudolf Thiele: Wilhelm Griesinger. 

Klaus Joachim Ziilch: Otfrid Foerster. 


each, The biographies vary from 6 pages (Berger) 


to 22 (Jung). Fach is accompanied by a photo- 
raph of the subject. à a 
To keep his book within fairly narrow ias 
(284 pages) Professor Kolle, who is eae = 
the neurological clinic, University oN ee) 
dozens of names (which he, ni pia 
that might well have been included. p g rte 
suggestion that if a later edition is calle ‘or 
range may be extended. ees of 
In 1924 there eee 
biographies the wrt i 
Get and Kirchkopf accomplished Tek 
ärzte. It presented the lives of notable ps 
but none of thos 


e still living. 
the editor of the wai wor! 
of great neurologi S 
the earlier book; also he wi 
by bringing 
broad field 


ce of German names 1 1 1 
repona rrrendrate = pa rick yo ae 
di his task. a 
pete this preponderance. Germany is the land 
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where the greater number of preeminent psychi- 
atrists and neurologists have lived. 

A valuable feature at the end of this book is an 

alphabetical list of all the teaching and research 
centers in psychiatry, neurology, and neuropathol- 
ogy and neurosurgery in the German-speaking 
countries. The list gives the date of founding each 
clinic, and the names of the successive directors 
with their dates as well as the dates marking their 
terms of office. Other brief historical notes are also 
supplied. In this way data are furnished of the in- 
stitutions where the various disciplines are espe- 
cially cultivated—psychiatry in 34, neurology in 9, 
neurosurgery in 5, neuropathology in 14, neuro- 
physiology in 2. 

This book should be required reading for students 
in psychiatry, neurology and allied branches, and 
they should be equipped to read it in the original 
German. Editor Kurt Kolle, who contributed 3 
of the biographies, has done a fine job, and the 
Georg Thieme Verlag has done a fine job of book- 
making. The work is, as Kolle remarks, “vortref- 
flide angestattet.” 


CB. F. 


Tue MEDICAL CARE or THE AGED AND CHRONICALLY 
Iut. By Freddy Homburger, M.D. (Boston: 
Little, Brown and Co., 1955. $5.75.) 


This book would be of particular interest to any- 
one who treats patients classified in a group of the 
“chronically ill.” 
the diagnoses, pathophysiology, Prognosis, and man- 
agement of malnutrition, terminal cancer, arthritis, 
osteoporosis, hemiplegia, and paraplegia. It is dis- 


institutional settings, particularly with i 
persons, should find this book of atest oe lee 
Geraro Freman, M, D, 
New York City. 


THE ABNORMAL PERSONALITY. Second Editi 
Robert W. White. (New York: eh! 
1956. $6.50.) y 
The chapters of this book are organized on a 
twofold basis. Primarily, they run the gamut of 
psychopathological syndromes classified according 
to manifest symptoms: personality maladjustments, 
neuroses, conduct disorders, psychosomatic dis- 
orders, organic brain disorders, and psychoses. 
There is no pretense at nosological completeness, 
since the book is an introductory textbook of ab- 
normal psychology and not of psychiatry, It was 
the author’s intention rather to give representative 
examples of each class of syndrome. Simultaneously, 
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the examples are representative of different varieties 
of etiology, for the chapters are secondarily organ- 
ized on an etiologic basis. 

First, and of preponderant importance to the 
book as a whole, come several chapters on the 
purely psychogenic “disordered personal reactions” 
characterized by “overdriven strivings” and a 
“nuclear neurotic process” founded on anxiety. The 
Psychogenic and somatogenic hypotheses are then 
discussed together in relation to the so-called psy- 
chosomatic disorders. The somatogenic hypothesis 
gets the spotlight alone in connection with organic 
brain disorders. Finally, the manic-depressive and 
schizophrenic psychoses give rise to a consideration 
of genogenic, chemogenic, and psychogenic inter- 
action, 

There is no discussion of why the psychogenic 
hypothesis is used alone as an explanation of some 
disordered personal reactions, except in the implica- 
tion that these disorders are sometimes responsive 
to psychotherapy (to which topic 2 chapters are 
devoted). Nor is there any discussion of the dual- 
ism of mind and body that is tacitly implied in the 
psychogenic hypothesis. In these 2 respects, there- 
fore, The Abnormal Personality is very representa- 
tive of our era. It is also lucid in its exposition and 
well-wrought in its synthesis of divers points of 
view together with the clinical and experimental 
information from which they derive. For graduate 
students in psychology and the social sciences and 
for medical students beginning their course in 
Psychiatry, the book should prove an introductory 
text for which a substitute would be difficult to find. 

It may well prove, also, to be without substitute 
as a historical document a generation or two from 
now—a summing up of mid-century ideas about the 
abnormal personality. The author intimates some 
of the changes that may be expected in these ideas, 
especially in his theoretical approach to schizo- 
phrenia, which is agreeably unencumbered with 
dogma. 

A future gegneration might well, however, be 
amused at our current ideas about psychogenesis 
and the psychodynamics of neurosis. There is in 
The Abnormal Personality a moralizing overtone 
that inevitably intrudes into any writing that resorts 
to concepts of symptom motivation and secondary 
gain. Assertions about unconscious mechanisms 
notwithstanding, motivational explanations of dis- 
ordered personal reactions carry a nuance of blam- 
ing a patient for being ill. This nuance of blaming 
is most noticeable in respect of psychotherapeute 
theory: one frequently reads that a patient mus 
be motivated to get well. If the patient does Te 
obtain this motivation by luck, then apparently é 
must get it by voluntary effort. Otherwise, ri 
the delinquent or psychopathic person with a a 
duct disorder, he must presumably be blamed te 
his disordered behavior and punished, or else wT 
ten off as a dead loss. The problem with any 
motivational theories or explanations of peist 
is that they are not explanations at all, but poo 
descriptions, if they offer no formula for supP 4 s 
ing an unmotivated patient with a motivation 
therapy. 
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The author has not been unaware of the inad- 
equacy of motivation theory. He allows that “de- 
pendence, passivity, guilt and aggression recur with 
monotonous frequency” in psychodynamic recita- 
tions (p. 445). Yet, especially in the first and less 
revised half of the book, he does not altogether 
escape this monotony, and one begins to listen for 
the echoes of a repentant sinners’ testimony meet- 
ing, in the illustrative case material used in the 
various chapters. 

Psychogenic theory is open to another criticism: 
it facilitates an artificial dichotomy between psy- 
chology and medicine, disallowing the fact that psy- 
chologic medicine is as much a subdivision of 
medicone-in-general as are surgery, pharmaceutics, 
and radiology. An artificial division between psy- 
thology and medicine is not entirely absent from 
this volume. It allows some trivial errors to creep 
i—errors that may unnecessarily antagonize the 
medical student reader. Here are some examples. 
‘It is slipshod to speak of a syphilitic virus [p. 19] 
instead of spirochete, or to say that pellagra is 
caused by Vitamin B deficiency and can be cured 
by doses of vitamins [p. 461]—nicotinic acid or 
macin is the substance concerned; and it is not 
‘ind that overactivity of the thyroid is less easy to 
in than underactivity [p. 46a].” The medical 
Š i will also notice that no mention is made of 
H gnare on the drugs chlorpromazine and 

zii ne in the treatment of psychotic patients, nor 

a on phenylketonuric mental deficiency, 

: e ol student need not be too dismayed, 
encyclo paa Personality is not designed as an 

ae aN text. Its importance lies in its use- 
present-day strand and concise summing-up of 

onathology, Ptions and conjectures about psy- 
Jonn Money, Pu. D, 
The Johns Hopkins University. 


Hy 
on, Its THERAPBUTIC APPLICATIONS. By 
$7.30.) orcus, (New York: Blakiston, 1956. 
Thi i 
tion of Sp has for its stated design the incorpora- 
hypnosis į experimental and therapeutic aspects of 
ae a single volume which may be em- 
has compile hppa To achieve this aim the editor 
Clinical Sean a series of chapters written chiefly by 
Nosis in the paogists who have worked with hyp- 
Pected in an aboratory and clinic, As might be ex- 
Wality amo” omPilation, there is an unevenness in 
however hong the various chapters. On the whole, 
» à high level is maintained. 


c 
sketehily ae on “theories of hypnosis” by Pattie 
tanding thew’ with past and current concepts re- 
lere is ag Oy gy of the trance and concludes that 
himself is “incl O adequate theory of hypnosis, Pattie 

ry of Wh “ined most toward the motivational 
of this thec mte, but he admits of the limitations 

vous A in explaining the altered state of the 
her Chap m that develops in the trance. An- 


tion. by Pattie describing various methods 
and the criteria of hypnosis is also 


sketchy and does not give details of the induction 
process. 

Perhaps the best section of the book is that of 
experimental studies of the phenomena of the trance. 
There is a chapter by Kirkner on the influence of 
hypnosis on the sensory and perceptive functions, 
particularly visual, auditory and pain perceptions. 
There is one by Sarbin on the physiological effects 
of hypnotic stimulation. Expertly reviewed are the 
difficulties investing hypnotic research and the effect 
of the trance state on the central nervous system, 
the respiratory system, the gastrointestinal system, 
the genitourinary system, the cardiovascular system, 
metabolism and the skin. This discussion is so well 
presented that we may forgive Sarbin for a discur- 
sive and partially irrelevant excursion into theory 
in which he unconvincingly attempts to explain the 
phenomena of hypnosis as a form of role-taking ac- 
tivity, There is a chapter by Dorcus on the influ- 
ence of hypnosis on learning and habit modifying, 
including physiological conditioning. Finally there 
is a chapter by Pattie on the genuineness of certain 
hypnotic phenomena, especially anaethesia and re- 
gression. 

The final section of the book is on clinical aspects 
of hypnosis. Dorcus contributes an interesting chap- 
ter on hypnosis as a diagnostic tool, outlining how 
the trance has been employed to differentiate conver- 
sion hysteria and malingering from organic somatic 
states, and how it may serve a purpose in determin- 
ing glandular functioning, in helping to motivate a 
patient for therapy, in establishing the priority of 
one neurotic state over a second coincident one, and 
in differentiating the nature of pain. Kline presents 
material on how hypnosis has been used to control 
disabling organic symptoms including pain. Kirkner 
sonal experiences with 
al service. The obser- 


vation is confirmed that hypnosis, by alleviating ten- 


sion, may positively influence certain organic medi- 


with hyp- 
er is rather incomplete and 


t ree 
does not cover the con tot bya ta 
in a conservative 


in dental practice. In 
pos > = sate is an acceptable one, although 
oe ve been written on the psychiatric 


well as on its uses in anaes- 


i tetrics. ; 
oao ae most appreciated by begino 
in hypnosis looking for a comprehensive / re i 
will disappoint those in search of a aca = 
detailing specific techniques of working 
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nosis. The volume nevertheless contains many items 
of interest, particularly the research uses of the 
hypnotic state, which make it a worthwhile addition 
to a library on hypnosis. 
Lewis R. Worserc, M. D., 
New York City. 


PHARMAKOPSYCHOLOGIE UND PSYCHOPATHOLOGIE. By 
Wolfgang De Boor. (Berlin: Springer-Verlag, 
1956. DM. 39.60.) 


Recent discoveries of chemicals which alter func- 
tions of the normal mind, like LSD and mescaline, 
and tranquillizers, which tend to alleviate manifesta- 
tions of the diseased mind, have captivated the inter- 
est of psychiatrists all over the world. They have 
stimulated research which has led to an increasing 
number of publications of almost geometrical pro- 
portions. As a result, it has become more and more 
difficult to keep up with the current literature, and 
the older literature is more and more neglected. 
Wolfgang De Boor’s book, Pharmacopsychology 
and Psychopathology, is to be welcomed, for it 
represents a compendium of important current and 
older literature about drugs and poisons which affect 
the mind. 

The book is writen in a scholarly fashion based 
on the study of 2,500 references, the pertinent ones 
being quoted after each chapter. The content of the 
book is divided into two parts, a short general part 


The chapters on methodological questions, the aims 
of pDharmacopsychologic research, and the general 
question of the value of “pharmaca” in psychiatric 


and natural psychosis, 
_ The second, or special, part of the book follows, 
in general, the organization of the conventional text- 
books of pharmacology and toxicology; with this 
difference, it stresses the references to the Psycho- 
logic and psychopathologie but not the pharmaco- 
logical and physiologic effects of drugs and poisons, 
Opinions, whenever expresed by the author are 
based on his interpretation of the literature ; one will 
agree or disagree with the author, depending on 
one’s own orientation in predominantly experimental 
or psychodynamic psychiatry. In any case, this book 
will be a source of great and easily accessible infor- 
mation to all doctors, especially valuable to psycholo- 
gists and psychiatrists engaged in experimental 


psychologic research. Although it is 
written in German, the author, to quote Sir Ernest 
Gowers, used “plain words” which allow anyone 
to read it who has a working knowledge of the 
German language. 
Max Rinxet, M.D, 
Boston Psychopathic Hospital. 


Franz JosepH GALL, INveNTOR or PHRENOLOGY, 
AND His Colection. By Erwin H. Acker- 
knecht, M. D., and Henry V. Vallois, M.D. 
(Madison, Wis. : University of Wisconsin Med- 
ical School, 1956. $1.50.) 


This brochure of 86 pages is No. 1 of Wisconsin 
Studies in Medical History. It is about Gall’s life 
and personality; his discoveries and ideas in the 
fields of anatomy, psychophysiology, anthropology 
and social reform; the movement created by him 
and its opponents; and in particular about his col- 
lection of busts, casts, skulls, masks, wax and plaster 
models housed in the Musée de l'Homme in Paris. 

During the Nazi occupation two German of- 
ficers called at the Musée and made off with the 
catalogue of the Gall collection. This catalogue, 
written according the archives of the Museum in 
Gall’s own hand, has never been recovered. It has 
now been reconstructed by the present authors, 
the one, professor of the history of medicine at the 
University of Wisconsin; the other, professor at the 
National Museum of Natural History and director 
of the Musée de l'Homme, Paris. Background in- 
formation concerning the pieces in the collection, 
contained in the original catalogue, is of course 
missing. 3 

Gall was of Italian extraction, his family name 
being Gallo. Born in 1758, he received his medic 
degree in Vienna in 1785. In 1805 he left ‘that city 
where freedom of speech was limited, and his travels 
took him eventually to Paris where he became a 
French citizen and spent the last 21 years of his 
life, dying in 1828. His skull is included in the 
present collection. Gall had refused a Sige or 
funeral and was honored by having his books plac 
on the Index. d 

Regarding his personality the authors conclude 
that Gall was “perfectly sincere in his Cony Te 
... extremely independent. His great and rat = 
naive pride was sometimes moderated by 2 pat 
recognition of his weaknesses . . . a kind of cordia 
warmth made this strange character sympathet™ 
. .. He does not seem to have been abnorma 
unbalanced. . .. He had an insatiable desire 
know, to learn.” In his own words, “I never wot 
make plans, I never knew what I would come ae 
have been guided by the purest, the most innoc 
instinct. I was not led by interest, nor by 
nor by money. The sole blind impulse to forc 
secrets of nature, animals and men, did it. 

Following the catalogue which lists and ae 
354 specimens, a separate chapter makes a oral 
study of a few pieces, including the skull of we 
There are phrenological charts and photograP id 


casts of the heads of Gall and Spurzheim sa To 


describes 


*hoto by Randolph MacDonald. 
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PSYCHOTHERAPY +° 
C. B. FARRAR, M. D.4,5 


The subject of psychotherapy has been 
talked about and written about so much in 
recent years that it would seem that there is 
nothing left to say. My excuse for adding 
to the discussion was a suggestion from your 
committee that this topic would be suitable 
for a place in this season’s series of ad- 

dresses before the Henry Ford Hospital 
Medical Society. The importance of psycho- 
therapy has been so emphasized through all 
the media of communication as to convey the 
idea that it is virtually all there is to psy- 
chiatry, that it is a large part of general 
medicine as well, that it is even on the way 
to becoming a new religion that if applied in 
the right places could save our poor old sick 
world. 

But there are other views too. There are 
medical men who wouldn’t listen to a lecture 
ey. An eminent surgeon 
we ae attitude was known was asked 
ped a psychotherapy was used in his 
denn ; Not a damn bit,” he replied 

x eee ge Of course that wasn’t trite, 
tes using it, even if unwittingly. No 
lide can avoid using it. Another 

N wit told me that if a patient came to 
SAS a hypochondriacal “organ recital” 
$ aa logical treatment, the kind 
O45 tok ad he administered was such 
wouldn't = the patient angry so that he 

come back. Possibly the doctor 


appli j : 

iting unintentionally, a remedial shock 
PY. Who knows? 
San i ; 

ile an introduction to our subject I should 


to ; 
call attention to an article by Bowman 


and Ro, : 
Teadin, se(1). This article will repay careful 
Might’, Tt contains many things that I 
quotin Y, but it is easier to quote ; besides, 
When E, E fortahly shifts responsibility 
—_Stching upon controversial matters. 
IR 
tad ae r z 
Medical S the mecting of the Henry Ford Hospital 
Reprints mind Detroit, Mich., March 8, 1955- 
al Buller ed from the Henry Ford Hospital Medi- 
Reprint. Vol 3. No. 2, June 1055, pp: 90- 
tion asetik m the Canadian Medical Associa- 
‘Editor, Ai be 74, February 15, 1956, pp. 253- 


rnal of Psychiatry. 


can J 
1s of Psychiatry, University of 


Bowman and Rose(1) conclude that the 
answer to the question: Do our medical 
colleagues know what to expect from psycho- 
therapy, is “No.” They find, to begin with, 
that there is confusion as to a distinction 
between the terms psychotherapy and psy- 
chiatry, and that in everyday usage the terms 
are “almost synonymous.” There is no less 
confusion as to the distinction between the 
terms psychiatry and psychoanalysis, with 
the consequent erroneous assumption on the 
part of the laity and even of medical col- 
leagues that psychotherapy and psychoanaly- 
sis are also synonymous terms. 

The confusion in the minds of many 

physicians about what psychotherapy is and 
what it can do, Bowman and Rose(1) cour- 
ageously account for: 
“That many nonpsychiatric physicians are confused 
about the methods, goals, and effectiveness of psy- 
chotherapy is in large part a reflection of the mud- 
dled state of psychiatrists themselves about the na- 
ture and status of their specialty.” 


They document this statement by referring 
to The Psychiatrist, His Training and De- 
velopment(2). As an example of the con- 
fusion referred to, Bowman and Rose(1) 
comment on the repetitious use of the term 
psychodynamics, one of those new words 
that crop up in psychiatry from time to time 
to cover uncertainty of meaning or diver- 
gence of opinion. This word, as they put it, 
is “now virtually a shibboleth.” Their state- 
ment referring to this part of the report 18 


startling : a 
“This i jant attempt to formulate a scientific 
aa pe ics—for our peychotheraPy> 
but it appears to us to be only ea eee 
itis not surprising tt aes almost tortured, $0 
among the essentially a 
ions i A clear indi- 

ilable opini jons it must com es n 
aera Ee highly Capea ag am et ae ar 

i secus: SA 
ions of the contributors to 5 ae ae 


the statement wal pre dividuals tend to select 


guished ex 
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their methods of arriving at psychodynamics formu- 
lations as being mainly subjective, we ought not to 
be surprised at the bewilderment of our science- 
minded colleagues in the more concrete fields of 
medicine.” 
Ever since mental healing emerged from 
magic, charlatanry, or rank empirism, and 
struggled to become rational, if not yet quite 
scientific, it was recognized that the psycho- 
neuroses were the conditions most amenable 
to psychotherapy—pithiatric disorders Ba- 
binski called them, że., brought on by sug- 
gestion and cured by the same means, And 
it was also a matter of common experience 
that the neuroses would yield to the greatest 
variety of treatment methods, whether ap- 
plied by doctors, lay healers, and quacks, or 
through visits to sacred shrines. 
In the paper by Bowman and Rose(1), 
from which I have quoted, these authors 


is better than another they give a forthright 
answer: 

“In the studies which have been made thus far, com- 
paring the effectiveness of different psychothera- 


peutic methods, no diff È 
covered.” i a 


3 To account for the critical attitude in out- 
side opinion toward psychiatry and in par- 
ticular toward psychotherapy, and as a warn- 
ing to those who would pin their faith on one 
or another special technique, Bowman and 
Rose give a final admonition : 

“Most of the confusion a iatri. 
nonpsychiatrists alike ar E oan 


believe that psychotherapy is more exact and scien- 
tific than it is or can be.” aoe 


After this jeremiad, for which—although 
I fully subscribe to their statements—Bow- 
man and Rose must be held responsible, what 
can be said on the constructive side? We 
haven’t yet got our definition. The Psychi- 
atric Dictionary of Hinsie and Shatsky (3) 


defines psychotherapy as “the art of treat- 
ing mental diseases”; turning to the word 
psychiatry, we find it defined as “the art of 
treating mental diseases.” The second defi- 
nition is better than the first, but the two 
terms are certainly not synonymous.* 

In simple language a definition might 
read: psychotherapy is the scientifically di- 
rected influence of the mind of the doctor on 
the mind of the patient in promoting health. 
This indicates, first, that it is a medical pro- 
cedure; and second, the words ‘scientifically 
directed’ distinguish psychotherapy from 
faith-healing or other procedures in which 
the patient remains passive, bringing only 
his hope and awaiting the miracle. Of this 
more later. 

A preliminary consideration is the part 
that psychotherapy should play specifically 
in psychiatric treatment, and also in medical 
treatment generally. From one point of view 
it would be correct to say that it is the im- 
portant feature of all treatment in that it 
should accompany all treatment. But there 
has been a tendency in some quarters to 
carry this point of view to the extreme of 
making psychotherapy virtually the exclusive 
treatment of psychiatric disorders belonging 
to the so-called functional or emotional 
group. Overemphasis on psychotherapy 1- 
volves the risk of missing fundamental or- 
ganic or physiological conditions that require 
attention. Treatment takes its indications 
from etiology ; and etiology is always multi- 
form. Psychotherapy is therefore only @ 
part, although a vital part, of what is called 
the Total Push. The term was coined by 
Myerson to bring out the fact that treatment 
in mental hospitals was more often than not 
only partial. The term total push should be 
unnecessary just as the expression psycho- 
somatic medicine is unnecessary. All medi- 
cine should be psychosomatic and all treat- 
ment should be total. 

In one of his lectures Huxley said that 
science is just trained and organized com- 
mon sense. Medicine is a branch of scienc® 
and psychiatry is a branch of medicine, 2” 
psychotherapy is primarily a part of psyo™" 
atry. It is therefore essentially a medics 
procedure—at least it is in Michigan. , Le 
us hope the example this state has set W1 
followed elsewhere. 


C. B. FARRAR 


T But psychotherapy must also qualify as 
ganized common sense. It should not be 


yond the understanding of the literate lay- 
And the patient, if treatable at all, 


"Should be able to grasp it, or grasp at it, if 
only gradually—because treatment to be 
worth anything must be teamwork in which 


dotor and patient collaborate planwise. The 
patient is not passive and the doctor is not 
£ ing—the one giving and the other 
, or as one colleague facetiously re- 
the one doing and the other being 


The doctor-patient relationship, if properly 
balanced and controlled (and ethically sound, 
‘#should not be necesary to add), is the crux 
of the matter. Therein lies the true quality 
of psychotherapy. The nature of the rela- 
Monship is essentially educational—educa- 
tonal rather than instructional, having re- 
gard to the etymology of those two words. 
à , drawing out, that is the important 
ining the patient’s spontaneous 
and full expression of his own point of view 
to which the doctor contributes no element 
1a h either suggestion or reading-in. The 
tognosis, to begin with, is more useful than 
= is. 
j Association tests may sometimes offer 
4s but we have to remember that there 
Sno such thing as “free association.” For 
Mat we would have to create a situation en- 
“Mtély without either external or internal en- 
Vironment for the person being tested. The 
“Mind would have to function in vacuo, so to 
he a disembodied spirit. 
ia conditions of the psychiatric interview 
“ould he the simplest, easiest, most natural 
Possible. The couch interview is, I think, in 
TEH Zay objectionable. When two persons 
: to discuss a problem one of them does 
¥ ee tly lie down, although it may be 
AS Standable that sometimes the doctor 
l ts like to take the more restful position. 
j A seph Wortis’ entertaining little book re- 
E fe ished, Fragments of an Analysis 
a gl he described in detail the man- 
i the analytic hour as well as its con- 
ashion © Session proceeded in the orthodox 
“sittin With Wortis on the couch and Freud 
+ 4 behind the head of the couch. He ex- 
ee he had adopted that arrangement 
> Or one thing, as he put it, “I don't 


g 


like to have people stare me in the face.” A 
strange thing for a physician to say! Jung 
offered a more explicit reason for the doctor's 
position behind the patient. It gave him 
greater protection from the impact of the 
patients’ transference. 

Wortis kept full notes of each session and 
later on sent his manuscript for advice to 
Havelock Ellis with whom he had discussed 
his project before going to Vienna. Ellis 
commented that the report appeared to con- 
stitute an analysis of Freud rather than of 
Wortis and urged publication but not during 
Freud’s lifetime. 

Prerequisite for any psychotherapy is to 
find out what started the trouble. I am in 
agreement with those who seek first of all in 
the patient’s present situation rather than in 
his remote past for the significant causal fac- 
tors. This does not mean that we should 
neglect any period in the patient’s history, the 
data of inheritance, or life experiences 
throughout. It does indicate the etiologic 
importance of current and recent happenings 
and conditions in his social environment, do- 
and other. The role of 
has, I suspect, been considerably 


The pathology of memory must 
erated, The pathology wal se 


healthy forgetting. is use 
keep R vated te real danger of inducing too 
much introspection in the ther 
cess, The Socratic injunction, ow or 
self,” implies wholesome introspection. ut 
individuals differ in their capacity p ii 
spect normally, and in many a hoe 
To turn such a 
eas : l 
patient’ s aa inward in tracing an 
minutiae of his life history may be directly 
contra-indicated. ‘An introspection neurosis 
may be engrafted on the already existing 


hology- i 
B A about words. In discus- 
sing morbid mental states it should te ed 
sible to avoid esoteric language an is 
within the framework of organized eae 
sense. Likewise, we should not feel the ne : 
‘ licated or speculative 1 


tom of illness. 


ancient term 


an 
serve. We have Oe cotting 


for this rule—Occam’s Razor. 
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instrument is quite useful in psychiatry, and 
especially in psychotherapy, an excellent 
pruning knife for verbal excess baggage. 
The statement of William of Occam which 
came to be known as the Razor was: 

“Tt is vain to do with more what can be 
done with fewer.” 

The fine-spun elaborations of the psycho- 
therapeutic process that sometimes appear 
in print in our time are curiously reminiscent, 
by some puckish association of ideas, of those 
marvellous mechanical contraptions in the 
Goldberg cartoons of a few years back. 
We need more semantics in psychiatry, 
more semantics and fewer neologisms, We 
are still ridiculed for our professional argot. 
A new word should be coined only under two 
conditions: (1) when it denotes a new mean- 
ing, that is, one not already covered by a term 
in common use; (2) when that meaning can 
be clearly stated so as to be understood and 
accepted. Words that do not meet these con- 
ditions are bound to be used differently by 
different writers and so acquire an ambigu- 
ous or fuzzy quality. So many conflicting 
views were expressed in the Conference on 

Psychiatric Education(2) that the editorial 

Bere gave up in despair. In their own 

words they simply “didn’t try to r i 

the dan, 4 4 jio 

_ Tt is our common experience that each case 

1s unique and cannot be fitted into any pre- 

conceived scheme. One may be permitted to 
suspect that the therapeutic couch may have 

Procrustean features. It is axiomatic that 

treatment must be individual and will vary 
from patient to patient. But what is true of 
the patient is also true of the doctor, The 
resourceful physician presumably will not 
attempt to follow unquestioningly any fixed 
school of teaching, Medical education does 
not standardize the personality of the doctor 
Each will and should have his own manner 
of dealing with patients, developing a flexible 
psychotherapeutic technique best suited to 
his own nature, 

Sir William Osler was one of the most 
effective psychotherapists I have ever seen 
in action ; and yet, during some 200 hours as 
a student under his teaching, I never heard 
him use the word psychotherapy, or offer any 
specific directions for applying it. He ex- 
emplified it in every contact with his patients. 

The reverse of psychotherapy is the iatro- 
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genic symptom, unfortunately not an un- 
common reaction when the instructor ac- 
companied by a group of students un- 
guardedly discusses the patient’s condition at 
the bedside, In one case, during the physical 
examination of an anxious patient the physi- 
cian casually and unnecessarily remarked 
that the right breast was slightly smaller 
than the left. This started in her mind a new 
worry which grew at length into a fixed be- 
lief that the entire right side of her body was 
atrophied. By use of a tape measure she be- 
lieved she found differences that supported 
her belief and eventually even experienced 
weakness in the right leg. In another case 
a neurotic youth with a functional heart con- 
dition was advised, without proper reassur- 
ance, to stay in hed for a few days. He de- 
veloped panic, became obsessed with the idea 
of serious heart disease, and for many weeks 
could not be persuaded to leave his bed. 

Fashions change in treatment as they do 
in dress, The history of psychotherapy as 
set forth in Bromberg’s(5) recent book is an 
amazing record of these changes. We used 
to give bitter medicine for complaints called 
“imaginary”—valerian for hysteria. Inci- 
dentally there are no imaginary complaints, 
as that term is commonly understood. If a 
person imagines he is sick, he is sick, but the 
sickness may be in the imagination itself and 
not in the place where he imagines it is. Asa 
morbid mental state it therefore becomes @ 
psychiatric problem. 

Many years ago there was the vogue of 
the so-called water cure, still earlier the blue 
glass treatment, also various shock treat- 
ments, some of them almost incredibly cud 
and electrical therapy was extensively use 
long before Cerletti and Bini(6) standard- 
ized it. i 

But we like to think the psychotherapy ° 
today is rather more scientific than _the 
crassly empirical methods of an earlier time: 
Our techniques, we trust, show a measure a 
organized common sense. This much I thin! 
we can say: the goal of psychotherapy Ms 
autotherapy. From the beginning, or early : 
the course of treatment, the patient 15 peo 
an active part in his own cure. He and th 
doctor are working together on a plane 
educational and training program. I all gom 
well, the patient gradually takes over sh 
and more responsibility for the conduct 
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his own case. It is often possible to induce 
him to take constructive steps unawares, In 
such case the element of surprise and satisfac- 
tion when the fact of his self-directed effort 
is brought forcibly to his attention may lead 
hima good step forward. He is now answer- 
ing his own questions and making his own 
decisions. An interesting device at this stage 
is to pose a hypothetical situation, not un- 
familiar in his own experience, as if it were 
that of a friend seeking his advice. What 
would he offer? His reply may contain sur- 
prisingly sound therapy which can be turned 
to good use in his own progress in self-treat- 
ment, 

In this collaboration effort the doctor tries 
to do what every good physician is supposed 
to do—make himself less necessary, even- 
tually even unnecessary, The duration of 
training may be shorter or longer depending 
on many circumstances which will suggest 
- No medical treatment should be 
Bee th beyond indubitable need. There is 
disc at an unduly protracted therapeutic 

pline may subdue the patient’s mind to 


amorbid habit of introspection and depend- 


te N its very nature psychotherapy 
aei : e E It ends as soon as the 
ot hi eels sufficiently assured and capable 
Th ing charge of himself. 
Bic, ae point on which there could 
therap e disagreement, namely, that psycho- 
b T a solely the province of the spe- 
Problems” the psychiatrist. Many psychiatric 
thysi are brought first to the general 
eel it hie perhaps only to him. He should 
i a ny to deal with a large 
family pl note problems. Indeed he, as the 
person ep eiage may be the most suitable 
mae this service, The term “general 
field, Tt prey means the whole medical 
is left Se be “general” if psychiatry 
roses, (7) k varez in his book, The Neu- 
subject, as much of value to say on this 
sige al men interested themselves more 
tice the “ies psychological side of their prac- 
c iatrists nor for more and ever more psy- 


t would 
measurably less, we may 


f it were not currently so 
pay frequent visits to the psy- 
» More specifically the psychoana- 
1s addiction seems to have r 
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considerable proportions, and the person is 
not altogether a rarity who would hardly 
make a major move without consulting his or 
her analyst, who, for the devotee, appears to 
have taken over more or less the function of 
priest. 

There is a special feature of psychother- 
apy, for those who really need it, that merits 
thoughtful attention, and that is the educa- 
tional value of invalidism. The patient’s 
whole attitude may be changed if he can be 
led to realize that a period of illness is not 
quite time lost, indeed that it may prove to 
be a good investment in future mental well- 
being. Experience, we are told, is the best 
schoolmaster ; illness is an experience; its 
lessons should be turned to account for the 
information not only of the physician but 
for the patient as well. If his trouble has 
been relieved and he had taken his full share 
in the restoration process, he has learned 
something about himself and about others 
that he probably did not know before; he has 
acquired some rudiments of psychology, 
normal and abnormal, and should be able to 
make a new assessment of his own resources. 
The doctor will take pains to point out these 
possibilities and their lessons. We know 
from experience that this knowledge brought 
home to the patient can have prophylactic 
value as problems or difficulties threaten 1n 


days ahead. 
But if psychotherapy should not be too 


long drawn out, neither should talks about 
it, like this one. Occasionally writers Or 
speakers oem—ustially 


close by quoting a P : 
an anticlimax. I shall not take that risk, but 
would like to cite one notew 


orthy instance 
of poetry reading by the patient as psycho- 
therapy. It is from 


the autobiography of 
John Stuart Mill(8). In 


the autumn of 1828 
when Mill was twenty-two he found himself 


i deeply de- 
heavil overworked and became 

mae desperately 50. By ‘oe phe 
association of ideas, he was led to eed a 


l f Wordsworth’s poems. : 
t possibly a reaction to the attitude of his 


hose driving 
ST od and who, like Plato, held poetry 
in low esteem. In his autobiography 


di ion of mental re- 
us that he had “no expectation 0 eas 
lief” from reading Wordsworth, Te baa 


medicine for my state 


Wordsworth’s poems a 
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of mind was that they expressed, not mere 
outward beauty, but states of feeling, and of 
thought coloured by feeling, under the excite- 
ment of beauty. They seemed to be the very 
culture of the feelings which I was in quest 
of . . . And I felt myself at once better and 
happier as I came under their influence. 
There have certainly been . . . greater poets 
than Wordsworth ; but poetry of deeper and 
loftier feeling could not have done for me 
at that time what his did. I needed to be 
made to feel there was real permanent happi- 
ness in tranquil contemplation. Wordsworth 
taught me this, not only without turning 
away from, but with a greatly increased in- 
terest in the common feelings and common 
destiny of human beings.” 

Feeling, emotions, these are conspicuous 
words in current psychiatric literature. We 
even have a new and popular euphemism for 
mental illness—“emotional disorder.” At any 
rate disturbed emotions play a central role 
in psychiatric conditions. In the quotation 
from John Stuart Mill’s autobiography, the 
keynote is the line, “the very culture of the 
feelings’—their training, not their indulg- 
ence; their control and direction, not giving 
them loose rein; the effort at least to modify 
or inhibit their expression—the very culture 
of the feelings is a major goal of therapy. 


Mill found that Wordsworth’s poems can 
promote this culture and thus contribute to 
the healing process for a receptive mind. 

For a final true word we turn to the 
Anatomy of Melancholy: 


“An empirick oftentimes, and a silly chirugeon, doth 
more strange cures than a rational physician . .. 
because the patient puts his confidence in him, which 
Avicenna prefers before art, precepts, and all 
remedies whatsoever . . . He doth the best cures, 
according to Hippocrates, in whom most trust.” 
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KRAEPELIN, HIS SYSTEM AND HIS INFLUENCE* 
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I have been asked to discuss with you a 
man who has made an invaluable contribu- 
tion to the discipline of psychiatry and yet 
whose star in late years seemingly has been 
in eclipse. The system which he painstak- 
ingly built rescued psychiatry from chaos and 
confusion but, despite this, when he is iden- 
tified now by many of our neophytes, it is as 
the Father of Descriptive Psychiatry and 
this, in turn, has in some quarters the con- 
notation of an epithet. When Emil Kraepe- 
lin died in October of 1926 at the age of 70, 
psychiatry had embarked on a new and fer- 
tile era, made possible in large part by his 
achievement in the classification and descrip- 
a of mental disorders. Both his work and 
ea offered, as they still do, an un- 
ros “eae of devotion throughout life 
> sic principles essential for psychi- 
a accomplishment. Unremitting observa- 
ae experimental design, and accurate 
ae on were the backbone of his work. He 
ee or a comprehensive body of material 
fru Supported by experience. This pre- 
a. 4 ot he maintained, is absolutely 
ce lor profound, penetrating clinical 

igation. In the foreword to the ninth 


editi 5 s 
he a his Lehrbuch just before his death, 


If one wi. 

must ae “shy master and develop an area, one 

and in all e it thoroughly in all directions 

attractive aie s; it is not sufficient to fixate a few 

may, in circu s. Even apparently barren stretches 

seeks to ce umstances, become interesting if one 
explore them carefully. 


I wi i 

ae review for you the biography of 
Only note he I did not know him; I will 
appeared cm bis predilection for psychiatry 
is early Sire y in his student days and that 
eld had <a pre-eminent position in his 
stemmed Jay aoe accidental about it, but 
and a wide gely from personal motivation 
Mental and ae solid background in experi- 
his logical inical methods, This background 
to Ganeas onal and open mind exploited 
Eoo setting up new avenues for de- 
-Rea 
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veloping psychiatry into a scientific study. 
Previous to the advent of his work psychi- 
atric concepts were in the same hopelessly 
confused state that they had been in for a 
hundred years, A glance at the annual re- 
ports of some of our early hospitals will give 
you an idea of the situation. In my own, as 
in others, the diagnoses ranged from idiot- 
ism through melancholia errabunda (cause, 
failure in business and intemperance), 
through monomania melancholia attonita 
(metaphysical hair splitting and bodily in- 
action). Other causes were tight lacing and 
abuse of tobacco. 

Kraepelin was an objective observer, with 
a biological approach to his field. It was his 
purpose to pattern psychiatry on the methods 
and perspectives of internal medicine at a 
time when illness was conceived to be a proc- 
ess engendered by a definite cause, and a 
mode of development and subsequent course 
obedient to certain intrinsic laws. The draw- 
backs of this type of thinking in psychiatry 
are self-evident. Nevertheless, in the words 
of Adolf Meyer: 


Through him [Kraepelin] psychiatry advanced its 


evolution from a philosophic discipline — 
natural physical sci Thanks abet 


i ods of psychiatry 
te vot ae similar to the m 
practiced in clinical medicine. 

The inadequacy of contemporary psychi- 
atric concepts became obvious to Kraepelin 
at the very beginning of his career, in his 
four years’ training under Gudden in Munich 
beginning around 1878. Of his activity at 
that time in the Kreisirrenanstalt, the fore- 
runner of the famed Clinic in Munich, he 


had this to say: 

ion that I had... was a dis- 
“The swarms of countless deluded 
some importunate, with 
peculiarities, the 
powerlessness of me which for me 
most part was limit T a 


The first impr 
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Fortunately, he came to find adequate per- 
sonal compensation in something else which 
has fallen out of favor: in hospital psychiatry, 
in a circle of dedicated colleagues, and espe- 
cially in laboratory investigation, to fortify 
his vocational disposition. At Leipzig, in the 
laboratory of Wundt and in the Nervenpoli- 
klinik under Wilhelm Erb, his development 
went ahead by leaps and bounds. He was 
only 27 when the opportunity presented itself 
to write a “Compendium of Psychiatry.” 
Actually, he wrote this Compendium, the 
first edition of his famed Lehrbuch, pretty 
much against his will and largely for eco- 
nomic reasons. He did not find it a very 
stimulating job, as he executed it in the 
Easter vacation of 1883. But—and this is 
most important—the endeavor made him 
more clearly conscious of the dearth of psy- 
chiatric knowledge, his own in particular. 
This dearth is reflected in the small format 
of the Compendium, and indeed of the sec- 
ond and third editions (1887, 1889). The 
thinking of Kraepelin was nevertheless in 
the process of change. He became more and 
more appalled at the nosological chaos that 
reigned, at the lack of unanimity among the 
highest authorities on working hypotheses, 
at the absence of guiding principles, at the 
sterile degenerative themes in vogue and 
the equally unproductive neurological ap- 
proaches. 

Some good work had been done, to be 
sure. A picture called démence précoce had 
been identified by Morel, and other French 
workers had individualized general paralysis 
and the folie à double forme (mania, melan- 
cholia). Influenced by Morel’s efforts to 
create a nosology based on etiology, course 
and outcome, Kahlbaum in Germany had 
produced a major study entitled “Ueber die 
Gruppierung der Psychischen Krankheiten.” 

Here he suggested hebephrenia as a separate 
disease process, placing it under the general 
heading of paraphrenia or age-bound dis- 
orders which included also the neophrenias 
(of infancy) and the presbyophrenias, Later 
he delineated catatonia on the principle that 
the motor tension symptoms were the specific 
feature of the disease. Kahlbaum’s efforts 
at classification finally resulted in so complex 
a system that it defeated its own purpose of 
clear-cut separation of disease entities. Only 
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his notion of catatonia gained wide accept- 
ance, despite the fact that Kahlbaum’s pupil, 
Hecker, subsequently published a cogent 
work on hebephrenia as a deteriorating dis- 
order related to puberty and adolescence. 

When Kraepelin made his entrance into 
psychiatry, most German workers had for- 
gotten about hebephrenia. They had become 
preoccupied rather with concepts of degener- 
ation emanating from the French school and 
with the thesis of paranoia, a term introduced 
into German psychiatry by Vogel in 1764 for 
chronic psychoses in general. Paranoia had 
later been applied by Heinroth to chronic 
psychoses with delusional formation, and 
then by Neumann and Griesinger in the 
sense of a secondary development of certain 
chronic psychoses. By 1890 paranoia had 
become inflated to encompass all primary 
disorders of reason, and delusions regardless 
of their origin. 

It is clear that the really great work of 
Kraepelin—the isolation of dementia prae- 
cox and manic-depressive psychosis—rested 
on a certain historical foundation. As Zil- 
boorg has pointed out, “. . . from the stand- 
point of terminology and clinical description, 
Kraepelin’s nosological innovations were but 
the natural culmination of a generation of 
efforts in both France and Germany.” This 
does not alter the fact that all these impor- 
tant concepts, with the exception of catatonia, 
had themselves suffered an eclipse when 
Kraepelin entered psychiatry, and workers 
were floundering helplessly around in a mo- 
rass of symptoms for which they were unable 
to find any common denominators. The best 
they could do was to set up flimsy classifi- 
cations on the basis of congenital or acquired 
disorders, k 

The first problem, as Kraepelin saw it, 
was to isolate from the wilderness of the 
functional psychoses definite disease entities. 
Influenced by the efforts of Morel and Kahl- 
baum to seek a common cause, course an 
Outcome, and even more because this was 2 
principle of medicine in general, Kraepelin 
began a vast work of correlation. It was 
easier, naturally, to determine course and 
Outcome than cause. As a result the syste™ 
of Kraepelin rests heavily on the former two- 
It takes into consideration not only the cross 
Section of the illness as it appears when the 
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patient first comes to psychiatric attention, 
but also the longitudinal view of the entire 
life of the patient. Extremely important to 
Kraepelin was the determination of what 
happens to the patient through years and 
decades. Catamnestic investigation was a 
forte of Kraepelin and his clinic, and they 
carried it on through written and personal 
correspondence long after patients first seen 
by them had been transferred to other 
institutions. 

By correlating fundamental symptoms and 
their course, Kraepelin felt entitled to lift 
out of the teeming beaker of the functional 
psychoses, syndromes which could properly 
be ranked as diseases. Espousing the princi- 
ple that a morbid process is logically related 
to the causal process, Kraepelin felt that 
psychiatry must first be able to recognize 
the morbid process or picture, determine 
the mode of its evolution, particularly the 
terminal state. These ought to be specific 
for each illness. The faults of this sweeping 
Perspective do not alter the fact that it en- 
abled Kraepelin to integrate a vast material 
into major clinical types, some of which still 
stand in their broad configurations. Most 
important, he succeeded in grouping together 
those patients who seem to show steady 
Progress of their disease and to end in ir- 
eg deterioration and those who stand 
eee tly because of the contrast be- 
e ne severity of their attacks and the 
sis 3 aes of their recovery. Once Krae- 
ed ra „thus established dementia praecox 
Bikal restive psychosis, the noso- 
came tito being ticating era of the specialty 
reactively ae Thig eshi turn, a rather, 
concepts of Shiai or more ing 
many felt he yc iiatric illness to combat what 
of Beini the relatively sterile effect 
endeavor an psychiatry on therapeutic 
oe was a disciple of Wundt and he 

iatry TH tried to apply to clinical psy- 

e psychological concepts of his 


teacher T 

er i * 

vance in This undoubtedly hampered his ad- 
S¥C a >% at ay 

cums ) hopathologic al analysis. The cir 


thon a. pe of psychological investiga- 
With the d on by Kraepelin, in accordance 
effect, It nethods of Wundt, had a warping 
chopatholo, scarcely surprising that the psy- 
gY of dementia praccox âl 


manic-depressive psychosis in Kraepelinian 
psychiatry continued to be limited to the 
pathology of final results, without reference 
to forces within the individual and the in- 
terior pathways which led to them. 
Although Kraepelinian psychiatry has 
come to be regarded in many places as a very 
model of rigidity, a study of the various edi- 
tions of the Lehrbuch demonstrates that 
Kraepelin did not hestitate to change his 
opinions when convinced that he should. 
Starting out with the bias common to his 
contemporaries that functional psychosis 
rests on a degenerative constitutional basis, 
he proceeded to make a distinction between 
acquired mental disturbances and mental dis- 
turbances from morbid heredity. With de- 
mentia praecox, for example, he swung from 
a view of hereditary etiology to one of meta- 
bolic disease, and finally to the view that this 
is an endogenous psychosis “whose causes 
are still wrapped in impenetrable darkness.” 
He pushed the clinical study of symptoms 
and syndromes, in all areas of psychiatry, to 
a high point of perfection. His descriptions 
of patients place in vivid relief the character- 
istic traits of each, with a precision and mi- 
nuteness of detail unrivaled in the literature. 
The most original and important part of 
the work of Emil Kraepelin was undoubtedly 
the dementia praecox concept. The multiple 
forms which he eventually thought the dis- 
ease could take never obscured for him two 
points he regarded as crucial: that the psy- 
chic disturbances predominate in the area of 
affective life and will; and that there is a spe- 
cial disassociation of the personality leading 
to a definitive weakening of the faculties. Al- 
though the terminal irreparable status 1s not 
seen in every case, as Kraepelin himself 
agreed, this, he felt, was the exception. Krae- 
pelin ended up with at least nine groups of 
dementia praecox. In addition to the de- 
mentia praecox, catatonia and dementia para- 
noides first advanced by him in the fourth 
edition of his textbook (1893), he recog- 
nized the following types differing in present- 
ing features, course and often terminal state ; 
simple dementia praecox, aS propounded by 
Bleuler, without profound dementia; the 
simple depressive or stuporous form; a de- 
orm with depressive delusions; the 
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dementia ; the attenuated paranoid form, with 
much less deterioration of the personality ; 
and a form whose chief feature is language 
confusion, In addition to these he recognized 
an engrafted form of hebephrenia, devel- 
oping on the anlage of mental defect; 
childhood dementia praecox; and very late 
catatonia. 

Kraepelin separated from dementia prae- 
cox the paraphrenic group made up of sys- 
tematic delusional psychoses leading to more 
or less marked weakening of the intellectual 
faculties, but exempt from the special dete- 
rioration of personality proper to dementia 
praecox and from the characteristic affective 
indifference and the special disturbances of 
will. Though he distinguished four different 
forms in this class—the systematized chronic 
delirium of Magnan, the expansive para- 
phrenic form of megalomanic coloring, the 
confabulatory paraphrenia, and what he 
called “fantastic” paraphrenia—Kraepelin 
did so in a tentative way only, recognizing 
the need for further investigation and the 
necessity of clarifying their relationship to 
dementia praecox. These needs have yet to 
be met; although American psychiatry allo- 
cates these pictures to the schizophrenic 
group, important segments of European psy- 
chiatry still remain undecided, 

For Kraepelin, dementia praecox and 
paraphrenia were states of dementia of en- 
dogenous origin, acquired disorders, like 
those of the manic-depressive group which, 
though essentially recoverable, he pointed 
out, were of constitutional nature. Intellec- 
tual weakening may develop in time in 
manic-depressive patients, but it does not 
present the traits of dementia praecox and 
paraphrenia. Kraepelin did not fail to note 
that dementia praecox itself can appear in 
a succession of separate attacks separated by 
lucid intervals. Thus, as we speak today of 
remissions in the course of the psychosis, we 
mean practically the same thing as he de- 
scribed. Recognition of the fact that lucid 
intervals, or remissions, do occur did much 
to change the therapeutic nihilism of insti- 
tutional psychiatry. 

Manic-depressive psychosis, in the Krae- 
pelinian system, takes in the following states: 
all the intermittent psychoses identified by 
Magnan; simple mania; a certain number 
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of cases with mental confusion ; the majority 
of cases of melancholia ; certain cases of mild 
disturbances of mood which are in fact pro- 
dromes of more severe attacks. In this group 
as a whole he set up four major groups: 
manic states; depressive states; mixed 
states; and fundamental states, i.e. morbid 
deviations of mood between, preceding or 
replacing manic-depressive attacks. In this 
area Kraepelin made the very important ob- 
servation that mixed manic-depressive states, 
though they occur relatively infrequently, do 
occur and present pictures in which manic 
and depressive elements coexist. Certain 
previous observers had mentioned this coex- 
istence, but only as a phase between the 
swings of “circular insanity.” There had 
been no recognition that these elements may 
be present simultaneously for a long time 
and even for the entire period of the attack. 

The views of Kraepelin on both dementia 
praecox and manic-depressive psychosis were 
resisted at first in many influential quarters. 
But they advanced inexorably, coloring the 
views of the contemporary generation of psy- 
chiatrists and making their impact upon suc- 
ceeding observers. Dementia praecox and 
Schizophrenia are still used synonymously 
by many of us, though Bleuler’s work de- 
molished the notion that deterioration is the 
inevitable end result of patients presenting 
such reactions. Bleuler also forced recogni- 
tion that schizophrenia is not a single entity 
with more or less independent forms, but 
rather a group of syndromes in which there 
is a primary splitting of the mental functions 
setting the stage for psychological elabora- 
tion of secondary symptoms. 

In the last few years there has been a tend- 
ency to lift out from, or at least to isolate in, 
the schizophrenic group the classic dementia 
praecox, in line with its etymological mean- 
ing, and to hypothecate, as did Harry Stack 
Sullivan, “some kind of organic deteriora- 
tion, possibly hereditarily determined and 
Possibly set off by physiological changes of 
balance” connected with adolescence. For 
the other forms we have come, via the long 
Toute of psychodynamic studies, experimental 
research and empiric therapy of all kinds, to 
the idea that we are dealing here with a syn- 
drome or reaction type associated with a 
wide diversity of causal factors, Kraepelin 
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could not foresee the possibilities of psycho- 
dynamic investigation in the understanding 
and treatment of dementia praecox. The 
Freudian method, though he studied it care- 
fully, as he did all new developments in the 
specialty, he rejected as a species of “‘meta- 
psychiatry” : 

The idea of independent, parasitic psychic neo- 
plasms [he wrote in his later revision of the de- 
mentia praecox concept] which on the one hand 
are completely withdrawn from the influence of 
the ego, but on the other hand are able wholly to 
transform and almost annihilate it, would over- 
throw such a number of everyday and thoroughly 
ascertained psychological experiences, that its sub- 
stantiation must in any case be supported by other 
means of proof than has hitherto been the case. ... 
As I am accustomed to walk on the sure founda- 
tion of direct experience, my Philistine conscience 
of natural science stumbles at every step on objec- 
ca considerations and doubts, over which the 
ently soaring power of imagination of Freud’s 
isciples carries them without difficulty. 


Although the distinctions made by Krae- 
pelin for manic-depressive psychosis have 
held up better over the years than those ap- 
Pertaining to dementia praecox, they excited 
ia as much controversy when he made 
ve any. The difference in their status 
aes eee of dementia praecox Us. that 
lated apres psychosis) is perhaps re- 
eae he fact that Kraepelin was more 
cle p admit that manic-depressive psy- 
aia ie races a group of disorders with 
siete varying considerably in different pa- 
tally ee though the prognosis is practi- 
tach zi orm—good for the immediate at- 
ce, owever, the forms of transition 
de ¢ all these disorders attested, he felt, 

Unctional unity. In his words: 
age Nan greater significance than the clas- 
orders ig ed states by definite fundamental dis- 
brought a sg orgy that all the morbid forms 
into the othe ere... not only pass over the 
r without recognizable boundaries, 


that the 
Apis er in one 
and the same case. replace each oth 


Kraenel; 
Taepelin attached great importance to 


a 3 
Aeka nosological grouping, especially in 
ess su pis with the later years of life. Il- 
into thr tvening at that time fell, he found, 
Mental di large classes: senile dementia, 
and pre isturbances due to arteriosclerosis, 
Soup th nile mental disturbances. The last 
greatly hough especially important, had been 
Y neglected before Kraepelin. He high- 


lighted forms almost specific for the involu- 
tional period, though he later ascribed many 
of them to manic-depressive psychosis or to 
prodromal states of senile or arteriosclerotic 
psychoses. Recent work in geriatric psychia- 
try, showing the favorable response to 
therapy of many depressive conditions in old 
age, bears out Kraepelin’s observation that 
there is insufficient evidence to separate from 
manic-depressive psychosis the depressive 
states of more advanced age referred to as 
melancholia. 

An essential feature of Kraepelin’s system 
is his grouping of disorders according to con- 
genital and acquired types. He believed that 
dementia praecox was an acquired disorder, 
whereas manic-depressive psychosis and 
paranoia were more constitutional in nature. 
He enlarged the classification of epilepsy and 
included in it certain mild disturbances of 
mood, as well as many cases of dipsomania. 
He was greatly concerned with toxic and in- 
fectious psychoses. The problem of alcohol- 
ism was a special preoccupation, as it was 
for many of his contemporaries, for he was 
obsessed with its dangers to the individual 
and the race. He was deeply interested in 
problems of forensic psychiatry, and it 1s of 
interest that his very first publication dealt 
with this theme. In it he proposed measures 
for improving the criminal offender through 
reeducation, the abolition of corporal punish- 
ment, and the abolition of capital punishment. 
His views were far in advance of his time 
and who knows but mayhap in some respects 
in advance of our own. 

Kraepelin was an administrator, teacher, 
and investigator in the great tradition. Ex- 
traordinarily significant was his work in the 
development of the Munich Clinic and later 
of the Deutsche Forschungsanstalt fuer Psy- 
chiatrie. The Munich Clinic became a model 


for similar installations elsewhere, and even 


today the procedures insisted upon there are 
abreast, and in some aspects in advance, of 


our midcentury institutional psychiatry. 


Kindness and skill were lavished on patients, 


i ; £ 4 
and all the material equipment pier A 


i i ir benefit. 
the time was provided for their ben 
number of doctors engaged in clinical work 
was always substantial, for under Kraepelin 

jatry was combined with re- 


— pre clinic became a center of post- 
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graduate training, with a staff of brilliant 
teachers and investigators operating in many 
fields. The plan and organization of the Re- 
search Institute in Munich were many years 
in the making. It was the cherished ambi- 
tion of Kraepelin to combine in one research 
center all the major branches of science— 
psychology, anatomy, histopathology, chem- 
istry, genetics, experimental therapy, and so 
on—working independently but in harmoni- 
ous service to psychiatric knowledge and 
practice. The work was begun in 1918 in 
scattered buildings throughout the city, but 
by 1924 Kraepelin had been able to obtain a 
grant from the Rockefeller Foundation for 
his building. He did not live to see its com- 
pletion. Begun in January 1927, the Re- 
search Institute opened in March 1928. In 
accordance with Kraepelin’s ideas, provision 
was made for the alteration of plans as em- 
phasis shifts from one science to another, or 
new fields open up. This is another index 
of the flexibility of Kraepelin, much as his 
nosology seems to some at times to belie it. 
We are too apt to forget the observation of 
Jelliffe, that the work of Kraepelin “vitally 
links past achievement with future oppor- 
tunity.” 

The influence of Kraepelin continues today 
in many areas outside of nosology, diagnosis 
and prognosis: in institutional psychiatry, 
in administrative statistics, in constitutional 
studies, in the field of genetics, which was 
of course a major research interest of his 
Institute. Clinical research will always be 
indebted to him for the clarity of his ideas 
and his unremitting search for truth. We 
remember him best as the great systematist 
of psychiatry, and he will always be entitled 
to that distinction. He carried psychia 
away from the symptomatic confusion which 
barred its advance and provided the first 
comprehensive and reliable descriptive sys- 
tem psychiatry has known. As a result of his 
efforts, order supplanted chaos in diagnosis 
and clinical investigation, making it possible 
to evolve scientific methods of research and 
treatment. His is the groundwork, then, upon 
which our present advanced superstructure 
has been built. His contribution to the de- 
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lineation of the major psychoses brought 
about, as Zilboorg puts it: 


„. . the fulfillment of the age-long ambition of 
bringing mental disease into medicine, ca: it 
through the front door, so to speak, bringing 
a complete union of psychiatry and medicine, 


In other words, by establishing the fact 
that every mental disease is a disease like 
any other, and can be similarly distinguished 
and investigated, he bridged the gap between 
medicine and a psychiatry hopelessly mired 
in the no man’s land of mental illness. Much 
of Kraepelinian psychiatry is seemingly out- 
dated in some respects; some of it has per- 
ished altogether. But in Europe the teach- 
ings of Kraepelin are still in daily use and 
research continues to be conducted along 
many of the avenues he pioneered. For all 
of us, however, the foundations carefully, 
methodically and devotedly laid by Krae- 
pelin support the superstructure of the uni- 
fied and comprehensive psychiatry we are 
trying to build. Psychiatric work of such 
cogency and scientific precision was never 
seen before Kraepelin: it remains as his 
monument and, in like manner, it is a monu- 
ment to the profession which he adorned. 
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FRONTAL LOBOTOMY 1936-1956 
A FOLLOW-UP STUDY OF 3000 PATIENTS 
FROM ONE TO TWENTY YEARS* 
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Christmas morning 1936 was memorable. 
The nurse placed in my arms a son born just 
moments before midnight, I had missed’the 
delivery because I had been searching in 
various bars for Lobotomy Patient #15 who 
had left the hospital with a hat over his ban- 
dages and had proceeded to celebrate. The 
babe-in-arms is now half way through col- 
lege and several inches taller than his sire. 
The patient concerned is presently engaged in 
campaigns to raise funds for hospitals and 
other enterprises. He writes as follows: 

2 rusted seem to be pleased with me and, I am 

, have future plans for my services. I don’t 
eer ow what makes a successful campaign di- 
bet aia does call for ability to get on with 
te ot ae ae Se limelight, to handle pub- 
m tp a hee e and talk at meetings, and, 
all this, I wouldn’ pice arta orina : ar 
it be “3 nt be after knowing, but I enjoy 

a lifesaver in this crazy business— 


manage to kee 
pP my sense of 
about what I can’t Tein, humor aad oota 


Sap my son, psychosurgery has grown 
o he intervening years, somewhat beset 
a fe cistendings and prognostications 
pected P certainly with scrutiny for sus- 
SRA m ones; We may recall the re- 
a eby when he had demonstrated 
admirin es electromotive force to an 
might ‘a udience. A lady asked what it 
“of what good for. “Madam,” he replied, 
This use is a newborn baby ?” 
inp TRR deals with a study of some 
TN Ere subjected to one type or an- 
En s otomy by me or under my direc- 
iie in he past 20 years, The material is 
ie many respects, but particularly 
entered icy t 4 warm personal feelings that 
and ade ot Be physician-patient relationship 
ong post possible detailed knowledge of the 
cases, Tn A Seas course in hundreds of 
Paue s ler instances, the superintendents 
a8 of state hospitals have exerted 
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themselves to keep me informed about the 
progress of operated patients remaining 
under their care. 

The question of social adjustment has 
been uppermost in this study. The impact of 
psychosurgery upon the hospital population 
has been treated, rather than the effect of 
operation upon individual patients. It is as 
if attention has been focussed upon the field 
of grain and its yield per acre, rather than 
selecting for particular observation the gaudy 
sunflowers—or the thistles. The question was 
asked whether the application of lobotomy 
and kindred procedures could make a dent 
in the rising curve of hospital population, 
whether the restoration of a large number of 
patients to the community brought with it 
major difficulties in the domain of the family 
and the community, whether the effects of 
psychosurgery were limited to a few months 
or years, with inevitable return to hospital 
existence. Close study of social adjustment 
of patients after lobotomy has been previ- 
ously reported(1), and the broader aspects 
of the problem of lobotomy in mental dis- 
orders are treated in this presentation. 


GENERAL CONSIDERATIONS 


High-level performance is possible after 
major prefrontal lobotomy, and especially 
so after transorbital lobotomy. This is in- 
dicated by the competence of lobotomized 
patients in such professional fields as medi- 
cine, law, teaching, nursing, etc. One patient 
is a member of a first-rate symphony Of- 


chestra; another js functioning well as a 


issi jn the Far East; a psychiatrist 
va prone to chief of service in a large 
mental hospital; a fourth is confidential 
secretary in a sensitive spot 1n the Federal 
Government. Such individuals are in the 
minority, but the per TE be a i ed 
eRe & 
individo e i hould be emphasized 


n. Its! 
been opi a Jobotomized unless faced 


that no patient was °° 1 
with nisability or suicide and until reasonable 
877 
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trial of other methods of treatment had been 
applied. 

The term “social adjustment” has been 
used broadly in consideration of the patients 
under observation. Many patients continue 
to reside in mental hospitals after relief of 
their psychoses because the family situation 
does not permit their integration with the 
community. Others who have not recovered 
from their psychoses are maintained at home 
by devoted relatives who sacrifice them- 
selves and other members of the family in 
order to give the sick individual every chance 

of adjustment. 

The long period of observation has per- 
mitted study of the relapse rate. There have 
been some patients who have lived at home, 
and even earned their living or kept house 
for a number of years, only to relapse so 
badly that hospitalization again became 
necessary, Three hundred patients have un- 
dergone more than one lobotomy, with sub- 
stantial benefit, that is, ability to live outside 
the hospital, in a third of the cases. But the 
long-range study shows that the relapse rate 
is almost balanced by the delayed recovery 
rate. Some patients have left the hospital 
5 or more years after operation, and others, 
at first housebound, have resumed employ- 
ment or housekeeping even after a 10-year 
postoperative period. A recent letter from 
a patient who was hospitalized for 8 years 
after her operation in 1940, and is now mak- 
ing her living in institutional work, reads in 
part: “I do talk out of turn and I must cor- 
rect it. Will. Am conscious of my personality 
fault. It is up to me to correct it and remain 
silent.” 

Prognosis in psychosurgery rests more 
firmly upon the duration of hospitalization 
than upon any other factor. While there are 
some extraordinary patients who make a 
substantial social recovery following a decade 
or more of hospitalization, there are so few 

that they become negligible in the study of a 
large number of individuals. Nor is the op- 
posite true, that every patient with a disabling 
psychosis or psychoneurosis will recover if 
operated upon early in the course of his ill- 
ness. Some patients progress from the be- 
ginning of their psychosis and within months 
or even weeks are apparently beyond medi- 
cal, psychotherapeutic or surgical aid. These 
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are also in the minority but their presence is 
recognized, 


MATERIAL AND METHODS 


Two main divisions of the material under 
study are the Freeman-Watts series of pre- 
frontal lobotomy patients numbering about 
600; and the transorbital lobotomy patients 
numbering about 2,400. For purposes of 
comparison the patients operated upon in 
state mental hospitals have been separated 
from those operated upon as private patients. 
Since this is a study of lobotomy in the 
functional mental disorders, the pain syn- 
dromes have been excluded, as well as organic 
disorders, and small numbers of patients with 
addiction, psychopathy, criminality and epi- 
lepsy. Inclusion of these patients might be 
justified, but their numbers are too small to 
be of statistical significance. The remaining 
cases have been subdivided into the schizo- 
phrenic, the affective and the psychoneurotic. 

These broad subdivisions permit the in- 
clusion of 90% or more of the patients. 
Classification is based upon the symptoma- 
tology displayed at the time of operation. 
The reaction type rather than the clinical 
diagnosis was selected in order to compare 
large groups. In a preliminary study of 20 
patients coming to operation at one hospital, 
there were 13 different diagnoses. Such 
morsellation would lead to little in the way 
of significant comparison of one group with 
another. In many instances a diagnosis on 
a hospital chart was made years beforehand 
and never revised. This is particularly true of 
the category manic-depressive. When review 
of the history revealed that the patient had 
been continuously hospitalized for 10 yeats 
or more and had deteriorated emotionally 
and intellectually, the current aspect of the 
patient made it seem advisable to change the 
diagnosis to schizophrenia. In the case © 
the involutional psychoses, those showing 
schizoid or paranoid trends were set apart 
from those showing more purely affective 
disorders, and were grouped with the large" 
number of schizophrenic individuals. Once 
in a while a true manic-depressive patient 
was operated upon, but the results have 0° 
been outstanding. More impressive was the 
number of supposedly psychoneurotic P% 
tients who after lobotomy progressed into 


full-blown schizophrenic upsets that might 
be permanent. This accounts for practically 
all of the hospitalized patients in the psycho- 
geurotic group. These patients were retained 
in the group with the rest of the psycho- 
geurotic patients because of their manifest 
behavior at the time of operation, irrespective 

of what course they later pursued. 
Different methods of study had to be 
to private patients as contrasted with 
Operated upon in state hospitals. It 
impossible to follow up the state 
patients who were discharged to 
homes except in the West Virginia Proj- 
tct(2). Consequently the criterion of com- 
munity life was selected for the state hospital 
patients, whether they were in or out of 
hospital, The private patients were followed 
flared adjustment outside the hospital. 
the categories are shown in the accompany- 
e charts, The term: “Employed” is used 
or those patients who are engaged in some 
occupation eet the home. This may range 
Me way from managing a business 
through helping in a family concern to part- 
une unpaid work in Goodwill Industries or 
ee ee tions, or attendance at school. 
eee Keeping house” is used for those 
ee ay maintain executive authority 
iene even though much of the actual 
Is ae by another member, or 
Gomestic employees. We have followed 
at (since 1941) whose wife is em- 
z Tegularly, while he keeps house. The 
i ents in this household are a bit 
Sketchy = nevertheless this man is not idle 
nor merely helping in washing 
a Coking and making beds. He has 
iied 4 e household, The term: “Home” 
; = connote residing at home with re- 
es Bo eies or under paid supervision. 
$ individual may be quite presentable 
PS om tasks under supervision, 
"Sie ave retired from employment be- 
People 8e OF disability. Some of these 
ji County ho in nursing homes, and a few in 
ita ae but they are not sufficiently 
tion in a or disturbing to require hospitaliza- 
“Ho ee atric institution. The term: 
ae usualy Speaks for itself. Such patients 
be Bias, too abnormal in their behavior to 
Certain ed in the community, although a 

Number 

of them could be managed 
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at home if relatives would care for them. 
The degree of improvement in hospital ad- 
justment cannot be determined in statistical 
fashion since so many criteria and so many 
judges are involved. Whether or not patients 
improve while continuing under treatment in 
a hospital, they are still in a hospital and 
usually at the expense of the state, 

In setting up the figures for the charts, the 
patients operated upon as private patients 
have been checked for their performance on 
the anniversaries of their operations. Some 
patients have been at home, say, tor 9 months 
of the year, but have spent their O-Day in 
the hospital. Others have the opposite pat- 
tern; they are out of the hospital on their 
O-Day, but at home most of the year pre- 
ceding or following. 


GENERAL RESULTS 


The prefrontal lobotomy series of Free- 
man and Watts consists of 625 patients op- 
erated upon between September 1936 and 
May 1948. Of these, 114 have died, 16 from 
operative or postoperative complications. The 
survivors are scattered among 36 states and 
7 foreign countries. All patients have been 
accounted for up to 5 years after operation 
and nearly 200 through the 10-year period, 
the others having been operated upon less 
than 10 years ago. Except for the immediate 
surgical mortality there appears to be no 
pronounced increase in mortality in the years 
following convalescence. ‘ 

The transorbital series of private patients 
consists of 628 patients operated upon be- 
tween 1946 and 1954. Seven deaths were 
attributable to operation and 33 to other 
causes, At last reports these patients were 
scattered through 42 states and 17 foreign 
countries. Subsequent mortality compares 
favorably with the prefrontal series. The 
follow-up is much shorter and less complete, 
but about half of the surviving patients have 
been followed a the 4-year Uc eae 

ison of the 2 series wi 
ame es reveals that 6 of the 


to convulsive seizur 
transorbital series and 143 of the prefrontal 
series had one or more convulsions, approx! 


mately 20 times as many in the prefrontal 


"This problem has been studied pre- 
aed (3): Multiple transorbital Jobotomies 
produce no greater number, while multiple 
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prefrontal lobotomies increase the incidence 
of seizures to 53%. 

In the period of observation there have 
been 21 marriages among the prefrontal 
patients and 23 children born, 4 of them 
illegitimate. Among the entire transorbital 
series (2,454 cases as of the tabulation date) 
there were 28 marriages and 62 children 
born, 4 of them illegitimate. These figures 
for marriages and children born are probably 
low for the transorbital series, since so many 
of the patients, particularly from state hos- 
pitals, are absorbed into the community with 
little or no difficulty. The receipt of a wed- 

ding or a pink or blue baby card from a 

former patient arouses a certain pleasurable 

reaction in the recipient that carries him back 

to Christmas Day in 1936. 

Antisocial behavior has seldom been noted. 


One homicide was perpetrated by a pre- 
frontal lobotomy patient but it was con- 
sidered by the court to have been an accident 
and the question of operation was not raised. 
Three patients have been killed, including a 
lovely young woman in the infamous plane 
explosion in December 1955. Financial ir- 
regularities, and particularly sex crimes, have 
been very few. Irresponsibility in the use of 
alcohol has been noted in both series, with 
accidental death attributable to drunken driv- 
ing in 4 patients of the total 3,000. For- 
tunately in these accidents only the patients 
were killed. 


SOCIAL ADJUSTMENT 

Social adjustment of patients undergoing 
prefrontal lobotomy is shown in Figs. I, 2, 
and 3. It requires about 2 years for patients 
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PREFRONTAL Losoromy—Soctat ADJUSTMENT 
INVOLUTIONAL DEPRESSIONS—PRIVATE PATIENTS 
Sratus or Known Survivors 
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se 5 i ‘onal and psychoneurotic 
to become stabilized, and thereafter, up to 90% of the involutiona py 


the l0-year period, there is remarkable sta- patients. PAN ; . i 
bility, relapsing patients being about equally The superiority in social z: aA as 
balanced by those who show belated or peri- lowing transorbital ye ate witty 

ic improvement. After the 10-year period the operation alone, eg This is shown in 
the small numbers make for a rather wobbly application of a a th criterion of im- 
curve, In the period from 5 to 10 years after Table 1. In this th ‘bilit to live out- 
Prefrontal lobotomy approximately 7090 of provement ea = ries a 6 months 
= surviving schizophrenics, 809% of the side the hospital a is vation. Since the 
Mvolutionals and 90% of the psychoneurotics during the period of o 0% they reveal no 
reout of the hospital. As far as transorbital figures all range Lg taal the 2 methods. 
Sbotomy is concerned Figs 4, 5, and 6 re- significant SS the two series, pre- 
veal that Stabilization is accomplished at the What the patients in 


ar, a hat sc S! $ ron transor pital, have in common 1S 
7 t ocial status 1S f tal and 


Maintained i h family that is su : 

intained around that level during the a easi ts. 

Period of adequate ol rai During the a home for the released aia es shows 
adequate observation. g Detailed breakdown of these figuri 


6y a i 
years after operation 80% of the schizo- 


; A : een results in 
Phrenics are out of the hospital and over that there is no difference betw. 
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PREFRONTAL Loporomy—SociaL ADJUSTMENT 
PSYCHONEUROSIS—PRIVATE PATIENTS 
Sratus or Known SURVIVORS 
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TABLE 1 


COMPARISON OF ro es AND TRANsorBITAL Lopotomy on Private Patients RESULTS 
CCORDING TO DURATION oF HOSPITALIZATION 


Percent of 


f l “Shor pout Duration of hon on gai before 
jiagnosis No, ie Median 
Schizophrenias mo, Range Average 
Prefrontal sotesne tA ITA 300 rs 
5 ieee 94 0-29 yrs. 3.5 yrs. <P joe 
Transorbital .......++..+. ce eteeees 332 or 0-26 yrs. 1.5 yrs. 3 mo. 
Involutional Depressions 
Prefrontal <<<scseussaseraesegeemenen 116 2 mo. 
Transorbital s.es tede rerin TENRA 153 2 s 9 A ; ses 2 mo. 
Psychoneuroses 
Prefrontal .. 96 1 mo. 
P 0- É 0. 
Transorbital 98 o- 3 ag a None 
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TRANSORBITAL Lororomy—Sociat. ApJUSTMENT 
Psycuoneurotics—Private PATIENTS 
Stratus or Known Survivors 
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males and females, and but little in the vari- 
ous types of schizophrenia, although the 
catatonics show up slightly less well than do 
the paranoids. Furthermore, age has little to 
do with the result, although patients under 
20 years of age usually fare poorly. Asa 
matter of fact, those with schizophrenia be- 
ginning in childhood (6 prefrontal and 3 
transorbital) have been omitted from the 
tabulations. 

In the series of patients with involutional 


depressions there is more adequate and pro- 


ductive return to former social activities in 


the transorbital lobotomies than in the pre- 
the less 


minor operation. The same is true of the 
patients with the various forms of psycho- 
neurosis. Differences in the various types © 


psychoneurosis are insignificant as far as 


operative results are concerned. 


STATE HOSPITAL EXPERIENCE 


Lobotomy in state hospitals is used for the 
relief of mental disorders characterized by 
intense suffering and disturbed behavior that 
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have not yielded to more conservative meas- 
ures. The operation should be considered not 
so much a measure of last resort, but rather 
as the turning point in effective treatment. 
Following the original contribution of 
Strecker, Palmer, and Grant(4), thousands 
of chronically ill and violent patients have 
been rendered more amenable to management 
in psychiatric hospitals. However, the rate 
of release of such patients from hospitals 
has been rather low. The relationship of the 
duration of hospitalization before transor- 
bital lobotomy to the rate of release is shown 
in Fig. 7 for the schizophrenic patients and 
in Fig. 8 for those with affective disorders 
(involutional depressions and manic-depres- 
sive states). 
transorbital lobotomy is reached at the end 
of 1 year, the status of the patient on the first 
anniversary of O-Day was chosen as the 
criterion. These figures show a differential 
of about 20% in favor of the affective dis- 
orders, but, nevertheless, a definite and sus- 
tained rise with increasing duration of 
hospitalization. 

When lobotomy is performed with the 
expectation of rehabilitation and release, the 
selection of patients is made with the fore- 
going in mind. Eighty percent of the 229 
schizophrenic patients hospitalized less than 
one year were out of the hospital on their 


TRANSoRBITAL LOBOTOMY 
Stare HosrrraL EXPERIENCE, 1418 Cases 
ALL SCHIZOPHRENTAS EXCEPT CHILDREN (28 Cases) 
STATUS or Survivors ONE YEAR AFTER OPERATION 
COMPARED WITH DURATION oF HOSPITALIZATION 
BEFORE LOBOTOMY 


None -6Mo 642Mo J2 Ye 2-3Yr 3-AYt A-Mr SAVE 104W 
Released CI Hospita) mm 
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TRANSORBITAL Lozotomy 
STATE HOSPITAL EXPERIENCE 
ALL Arrective DISORDERS, 142 Cases 
STATUS or Survivors ONE YEAR AFTER OPERATION 
COMPARED WITH DURATION OF HOSPITALIZATION 
BEFORE OPERATION 


first O-Day anniversary. Delay into the sec- 
ond year cut this figure to 52% (176 pa- 
tients), while still further postponement to 
the 5- to 10-year period brought it to 30% 
(289 patients). A handful of heroic patients 
(or belonging to heroic families) were out 
of the hospital on their O-Day anniversary 
after institutionalization as long as 23 years. 
These releases, it is emphasized, were not 
merely home visits but releases of more than 
6-months’ duration. 

Lobotomy can make its effect felt as far 
as hospital population is concerned when 1t 1$ 
performed as a measure for restoring Pè- 
tients to socially acceptable behavior while 
their families are still interested and willing 
to receive them. 

Another study of release rates was unt 
taken by comparing different hospitals an 
different services, male and female, 1n the 
same hospitals. During the years 1943 t° 
1948 at St. Elizabeths Hospital, Washingto™, 
D. C., there were 60 prefrontal lobotome 
performed for mental disorder, 18 men a? 
42 women. These are compared with dale 
from 36 state mental hospitals where ae 
orbital lobotomy has been carried out as 
total of 1,621 patients (Fig. 9). Again t j 
criterion is the release of the patient fror 
the hospital for a period longer te 5 
months, Here is shown a fairly close 1€% 
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TRANSORBITAL LOBOTOMY 
Srare Hospirat EXPERIENCE 
Rare or RELEAsE COMPARED WITH AVERAGE 
DURATION OF 


HOSPITALIZATION 


Average Years of Hospitalization 


© Fewer than 10 cases. 
X St. Elizabeths Hospital (Prefrontal Lobotomy) 


Fic. 9 


tionship between the duration of hospitaliza- 
ton Previous to lobotomy and the percentage 
of patients released. The spread from the 
average is due to 2 main causes, the selection 
of patients for operation and the efforts of 
the Staff to secure the cooperation of rela- 
T in caring for patients when they are 
€ to leave the hospitals. This is revealed 
erang the results of the male and 
e services in certain state hospitals. 


or 2 shows some of the more significant 


The factor of race cannot be evaluated 
upon the data presented. Two hospitals ex- 
clusively for Negro patients are included in 
the list. One has a release rate of 569%, the 
other 25%. Since the duration of hospitaliza- 
tion is not markedly different in the patients 
operated upon at the two hospitals it would 
seem that the efforts of the staff were more 
productive in one than in the other. The 
hospitals at the top of the scale secured 
the best cooperation from the families of 
patients. 


SUMMARY 


Three thousand lobotomy patients have 
been compared in 3 different categories: ( 1) 
Prefrontal lobotomy versus transorbital lo- 
botomy; (2) private patients versus state 
hospital patients; (3) according to person- 
ality reaction type, schizophrenic, affective 
and psychoneurotic. $ 

Follow-up studies reveal that following 
prefrontal lobotomy some 70% of schizo- 
phrenics, 80% of affectives, and gofo of 
psychoneurotics are functioning outside of 
the hospital in the 5- to 10-year period. This 
figure is twice as high in private patients as 
it is in state hospital patients. 

Transorbital lobotomy is safer, more effec- 
tive (with the exception of the hallucinated 
schizophrenic patients), and far more ap- 
plicable to the problem of the state hospital, 
than is prefrontal lobotomy. 


TABLE 2 


INFLUENCE OF SELECTION OF PATIENTS Uron TH 


e Rate or RELEASE 


tof pitalization before 
survivors ot Dentin eon 

Hospital iy , pe 

Bw No. 6 mo. 

ae w z 14 yrs 0.7 yrs- 

ee pon u oan E 
Na Kawis ips me ese 72 6 4 yrs 

ale... mo.-19 yrs. cae 

= eer Bo 8 : peed yrs. 58 yrs- 3 yrs. 
Nog ttre 

"3 

Male -28 yrs. 58 yrs. ae 

eet E Z ; ser S 48 yrs. 3 yrs- 
No, ss 

.4 

Ki -19 yrs: 52 yrs. 3 yrs. 

e e E oma 58 3 3 pal zi. 47 YTS. 4 yrs. 
St Eliza ee 73 ? Prefrontal lobotomy 

\ Zabeths Hos vital ; 6 yes 

Male pita ~ 1 yr. -20 yts. een 6 yrs 

EE E oC 18 is 2 mo.-16 yrs- 5.9 yrs. y 
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Multiple operations have been performed 
in about 1 patient in 10, with eventual satis- 
factory results in a third of them. When it 
is considered that this fraction amounts to 
100 patients out of the hospital, this figure 
acquires significance. 

Hospitals that select patients for opera- 
tion with a view to release, and that en- 
courage the relatives of patients to participate 
actively in the management of convalescence, 
enjoy a much higher percentage of released 
patients than do those that 
more for the control of disturbed behavior. 
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tional upheavals than in those with less education 
and refinement. 


In selecting patients for lobotomy we believed 
that college graduates, then ill, were more favorable 
candidates than those having much less education, 
Such has proven true in our small series. It woul 


objective, except in 3 cases, was to afford sufficient 
improvement for the patient to leave the hospital; 
ety, 


former duties of his home or business. 
Most gratifying to our hopes for this adjustment 
unsolicited Christmas letters of j 


operated on but lived at home a year follow 
transorbital lobotomy. His wife, who had lived 
him for 64 years, felt it her duty to care for ba 
at home. She could not do this prior to operation 
because of the patient’s belief that the Por 
entertaining a secret lover on the other side of 1 
Two of our patients living outside have 
within the last 6 months for shock treatments, ™ 
are now at home again. P 
Seventy-five percent of our lobotomy Pp% 
are able to be at home or at work outside the weg 
pital; 164%, including one reformatory inmate, 
hospitalized; 84% have died since operation. 


PSYCHOTOMIMETICS, CLINICAL AND THEORETICAL 
CONSIDERATIONS: HARMINE, WIN-2299 AND NALLINE * 
HARRY H. PENNES, M. D.,2 Pritapetemia, Pa, AND PAUL H. HOCH, M. D.* New Yous Gr 


This report describes the clinical effects 
of 3 psychotomimetics in mental patients. 
The results will be related to nosological and 
certain biological aspects of the “‘model psy- 
choses” in general. The agents are (1) har- 
mine, an alkaloid present in plant prepara- 
tions ingested by some South American 
tribes(1); (2) Win-2299, a synthetic 
cholinolytic(2) and (3) N-allylnormorphine 
(Nalline), a synthetic morphine antagonist 
(3, 4, 5). 


MATERIAL AND METHODS 


Single dosages of the drugs were given 
to 32 voluntary, physically normal mental 
Patients, at the New York State Psychiatric 
Institute; 29 were in the 18-35 year age 
range; 19 were males and 13 females. 

wenty-two were schizophrenics of the 
Pseudoneurotic and other nondeteriorated 
types, with only the primary symptoms of 
the disorder. Five additional schizophrenics 
= auditory hallucinations or delusions be- 
ore the drugs. The remaining 5 subjects 

severe psychoneuroses or recurrent de- 
pressions, No patient had clouding of con- 
pes. Each drug was given about 9 : 00 
x2 after a light breakfast and a 48-hour 
tion-free period. Examination by the 

“ors and nurses were made for the re- 
mainder of the day in a shaded private room 
Pati in the succeeding 72 hours. No 
faits were informed of the probable ef- 

3 of the procedures. Most subjects 

ed excellent cooperation in reporting 
ae In most cases, each patient re- 
Si one drug of the 3 tested, but some 
ed different doses of harmine on differ- 

1 
Ese at the 112th annual meeting of The Ameri- 


Sychiatri iati : i 
May a x06 c Association, Chicago, Ill, April 30- 


~ector of Clini H 

vania of Clinical Research, Eastern Pennsy. 

tC chiatric Institute, Philadelphia, Pa. 

State, Stoner of Mental Hygiene, New York 
The 

Petia study was performed at the New York 
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ent days. Each drug was given in salt form 
but for brevity will be referred to as the 
base. 


Resuts 


GENERAL 


guishable from the patients’ baseline symp- 
toms. At low dosage, each drug produced 


dosage, the reactions qualitatively resembled 
those in a former series of similar subjects 
who received mescaline or LSD(6, 7, 8). 


sl Major 

siness or sleep. s 

impairment of oai attention, 
iveness, an concentr icentranor 

eral “dream y” or twilight quality. Full id 


lirioid reactions 


j . A 
oe ae int d 72-hour follow-up 
P% visual hallucinations (cf. Discussion for 
alternative terminology) occurred at mae 
or high dosage me all 8 one he sad 
ily roused after the ons ; 
ae poke and reported some of ‘eal 

lucinations that had occurred in the % 
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ing” state. In all cases, the hallucinations 
occurred only with eyes closed and disap- 
peared promptly when the eyes were opened. 
Hallucinations other than visual were infre- 
quent. Perceptual distortions of body and 
environment were moderately frequent. 
Neurological changes included varying de- 
grees of subjective vertigo, light-headedness, 
subjective and objective ataxia, and sluggish 
speech. Like mescaline and LSD, these 
drugs produce a variable degree of intensifi- 
cation of different types of baseline symp- 
toms. Harmine also occasionally produced 
a shallow euphoria. Nalline often produced 
relaxation of rather marked degree. After 
a few initial hours of peak intensity, reac- 
tions usually subsided gradually between the 
fourth to eighth hours, often with fluctua- 
tions in degree before complete remission. 
No subject reported effects after 24 hours 
except for minor, nonspecific “hangover” 
feelings. 


INDIVIDUAL DRUGS 


Harmine.—Turner, Merlis, and Carl have 
recently pointed out that the alleged hallu- 
cinogenic activity of pure harmine is a com- 
plicated issue on the basis of the previous 
literature on crude plant extracts(g). The 
threshold hallucinogenic dose of the pure 
drug in the present study ranged from 150.0- 
200.0 mgm. intravenously. With this route, 
5 of 11 subjects reported visual hallucina- 
tions of varying degrees of complexity and 
organization. Bradycardia and hypotension 
occurred with all doses of intravenous har- 
mine despite a 20- to 30-minute injection 
time, thereby limiting maximum dosage to 
300.0 mgm. Average maximum changes 
were a pulse rate of 18 beats per minute and 
systolic blood pressure fall of 16 mm. mer- 
cury. Injection in one subject was termi- 
nated at 210.0 mgm. because pulse rate 
dropped from 82 to 48 per minute and blood 
pressure from 118/78 to 88/60. Recovery 
occurred in about 30 minutes. The drug was 

not hallucinogenic by the oral or subcuta- 
neous routes. However, ingestion of crude 
plant extracts by natives does produce visual 
hallucinations according to field observa- 
tions(10, 11, 12). In an experimental study 
by Cardenas(13), normal subjects also re- 
ported visual hallucinations and other effects 


noted here, after ingestion of an aqueous 
solution of yahé (Banisteria caapi, a source 
of harmine). Visual hallucinations might 
have occurred in the present study with 
higher oral doses, the maximum oral amount 
(960.0 mgm.) being 4.8-6.4 times greater 
than the intravenous threshold hallucinogenic 
amount (150.0-200.0 mgm.). The amounts 
of harmine taken orally under field condi- 
tions and in Cardenas’ study are unknown, 
precluding comparison with the present 
study. Further analysis of the hallucinogenic 
activity of harmine is complicated by nu- 
merous botanical and chemical considera- 
tions(I, 10, II, 14). 

Additional reactions to harmine which 
occurred frequently were : nausea and vomit- 
ing ; slow, coarse, spontaneous tremor of the 
extremities of an “extrapyramidal” appear- 
ance; humming and buzzing noises (no 
voices) ; “waviness” of the environment; 
“sinking” sensations of the body ; subjective 
sense of body vibration ; and subject numb- 
ness, accompanied by objective evidence of 
reduced sensitivity to light touch and pin- 
prick. These reactions, plus all the preced- 
ing, occurred in almost every patient with 
the intravenous route ; and (except for hal- 
lucinations) some occurred with oral dosages 
higher than the threshold of 300.0-400.0 
mgm. The reactions were generally more 
intense by the former route. . 

Win-2299.—The mental effects of Win- 
2299 in man have apparently not been & 
scribed previously. The 2 subjects rece 
2.0 mgm. had the sedative effect. One 0 
these subjects in addition became “hyper 
sensitive” to light and sound, and spots on 
the wall moved and changed form. At the 
6.0 mgm. level, all 4 subjects had severe 
mescaline- or LSD-like reactions plus 4 CO” 
fusional state of moderate degree. Thes 
mescaline-like effects included bizarre pei 
ceptual distortions of soma and environmen 
unreality feelings, and synesthesias 1 r 
case. The single subject at 10.0 mgm. a: 
a full delirioid episode with complete loss 
contact, disorientation for time, place, = 
person, and responses to complex, organi E 
visual and auditory hallucinations. T 
action occurred in brief but cyclic €p!$° r 
partial contact and lucidity were ren 
after persistent comments and questi 


| 


1957] 


Most subjects had a moderate degree of 
mydriasis; blood pressure and pulse rate 
changes were insignificant. 

Nalline—The results with Nalline in the 
main confirmed previous observations of 
others in different types of subjects, includ- 
ing normals(3, 4, 5). Past and present 
findings included varying degrees of relaxa- 
tion or euphoria, anxiety and dysphoria, 
miosis, nausea, drowsiness and sleep, thought 
disturbances, feelings of heaviness or light- 
ness of limbs, and visual hallucinations. In 
the present series, visual hallucinations oc- 
curred in the single subject receiving 10.0 
mgm, in 7 of 8 at 20.0 mgm., and in 2 of 
3 at 30.0 mgm. In 4 cases (and in 2 with 
tarmine) the hallucinations were Lilliputian 
in type, a not infrequent feature of acute 
toxic psychoses in general. So far as can 
be judged from the literature, a possible 
major difference from previous observations 
oe in the occurrence of frank mesca- 
Ine-like or delirioid reactions. At 20.0 mgm, 
a had typical diffuse, bizarre per- 
ga isturbances, severe unreality feel- 
re pet signs of psychic disorganiza- 
ae Eee mgm, a similar reaction 
ee Ethan auditory hallucinations 
ie the — In another subject at this 
dong “peed was overtly delirioid, with a 
a, ablance to the Win-2299 toxic 
Sina previously described. The intra- 
a Oute probably accounts in part for 
ence of these reactions, since pre- 
Nalline bene® of the mental effects of 
tually wee used the subcutaneous route, 
te osage of 10.0-15.0 mgm. and 

S higher(3, 4, 5). 


Discussion 


Relati > 
a high doses of harmine by the 
the full» route were required to produce 

Ml psychotomimetic effect with visual 


llucinati 
n Taya 
of N ations. The same was probably true 


allin x : 
acute to e. It is conventionally stated that 
Normal ai psychoses occur in apparently 
mal individuals af J 
Yatious dividuals after high dosages of 


ther 2 > 
ther drugs, for example, atropine 


Nd coca; 

’ Caine z r 

“se data ne(15), There is a dearth of pre- 

Bes re on the number of such drugs, dos- 

Pita 
ie and regularity of effects. 
» hot j] : z n . 

Osage prods s | drugs in relatively high 

ace the diffusely abnormal men- 
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tal changes which are the criteria of psycho- 
tomimetic action. For i 
differentiation AE 

i may be made between a con- 
fusional-hallucinatory state and a simple, 
progressive depression of level of conscious- 
ness elicited by narcotics and other agents. 
High dosage alone would therefore not pre- 
clude the classification of the present or 
other drugs as psychotomimetic in a selec- 
tive or specific sense. Transient cerebral 
anoxia could have resulted from the hypo- 
tension and bradycardia with intravenous 
harmine or a respiratory depressant action 
of Nalline, which has been reported at dos- 
ages used in this study(3, 5). The florid 
and diffuse reactions elicited by these 2 drugs 
would certainly not appear to be character- 
istic of those in cerebral anoxia. In addition, 
the circulatory effects of harmine usually 
disappeared about 20 minutes after termi- 
nation of injection, whereas the mental re- 
actions lasted at least several hours at peak 
intensity. 

Harmine, Win-2299, and Nalline funda- 
mentally produced an acute organic reaction 
type, because of the basic mental clouding 
and confusional effects. Harmine and Nal- 
line each produced mental clouding together 
with systemic toxicity (cf. above) ; on the 
other hand LSD and mescaline elicit neither 
clouding or toxicity in major form within a 


certain dosage range. However, Win-2299 


did not display this association of the 2 ef- 


fects, since severe mental clouding occurred 


without obvious systemic toxicity. It is pos- 
sible that confusional aspects may be more 
prominent for a given agent whose threshold 
psychotomimetic dosage is high relative to 
threshold dosage for any effect. Quantita- 
tive data relevant to this proposition are 
lacking for any psychotomimetic but are ob- 
tainable in principle. It is very probable, 
however, that absolute dosage thresholds for 
psychotomimetic activity correlate poorly 
with mental clouding. In ascending order, 
these dosages are very approximately : LSD 
(oral or intravenous) under 100 micro- 
grams ; Win-2299 (oral) and Nalline (sub; 
cutaneous Of intravenous) 5.0-20.0 mpr. 
harmine (intravenous) and mescaline Cip 
or intravenous) over 100.0 mgm. LSD ane 


i of an 
mescaline are at opposite extremes 
enormous absolute dosage range, and produce 
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practcially no clouding whereas the 3 inter- 
mediate agents elicit frank clouding at near 
threshold, 

There is evidence, however, that LSD and 
mescaline may produce clouding of con- 
sciousness at dosages well above threshold. 
Pennes has previously reported a sedative 
effect of LSD in 26.0% of a series of schizo- 
phrenics(8). The drug less occasionally 
(about 10.0% of cases) produced a con- 
fusional state(7). MacDonald and Galvin 
more recently reported a 58.0% incidence of 
mental clouding and confusion after LSD in 
50 subjects. The psychotic subjects in their 
series apparently received the drug in dos- 
ages (per kilogram of body weight) up to 
6.0 micrograms as compared with 1,0-2.0 

micrograms in Pennes’ series(16). 

Mescaline sulfate (400.0-600.0 mgm., intra- 

venously) often produces slight drowsiness 

throughout the entire reaction and occasional 
confusional states(7). 
There may be an underlying similarity for 
all the pe under Past red in dhe ae 
tionship visual hallucinogenic response 

to visual restriction and i 

i . First, alive be recalled that visual 

hallucinations with the present drugs alwa 

disappeared when the eyes were ope 

Wikler noted the same in post-addicts under 

mescaline(4), The authors have not noted 

this effect in frank form with either mesca- 
line or LSD but have occasionally observed 
that hallucinations are reported as less dis- 
tinct and vivid when the eyes are opened. 

Darkening of the room does initiate or in- 

tensify visual hallucinations with eyes open 

under mescaline or LSD. If eye closure and 
reduction of intensity of external light af- 
fect drug-induced hallucinations by the same 
mechanism, then the difference with respect 
to this mechanism may therefore be negli- 
gible between the present drugs and LSD, 
Such a mechanism may be related to that 
presumably operative in hallucinations and 
other mental disturbances recently reported 
as occurring with generalized restriction of 
sensory input(17). 

Secondly, the abnormal visual phenomena 
with the present drugs are probably best 
categorized as hypnagogic hallucinations or 
even more broadly as hypnagogic imagery 
or visions. This term is used because of the 


invariable drowsiness (cf. Results, Gen- 
eral) ; disappearance on eye opening is also 
consistent with the hypnagogic quality of the 
response. According to Ardis and McKellar, 
spontaneous visual hypnagogic images in 
normals are usually experienced in the 
drowsy state and with eyes closed. These 
authors also found strong resemblances in 
detail between mescaline visual hallucina- 
tions and normal visual hypnagogic imagery 
(18). Previous workers with Nalline have 
variously used the terms visual hallucina- 
tions, day-dreaming, vivid visual fantasies in 
a dreamy state, or nightmares. 

The apparent differences between the 
present drugs and mescaline or LSD may 
therefore be quantitative rather than quali- 
tative. The conclusion would be that mesca- 
line and LSD may also basically produce an 
organic reaction type. It is a familiar ob- 
servation that the visual hallucinations which 
are so characteristic of the drugs under con- 
sideration are relatively infrequent m™ 
chronic schizophrenia. These considerations 
obviously do not preclude various possible 
relationships between psychotomimetics and 
a possible endogeneous “toxic factor” oF 
metabolic disturbance in the “functional 
psychoses. Hoch and Wikler have recently 
and independently summarized the other im- 
plications of the drugs and the “model” psy- 
choses for experimental psychiatry (19, 20). 

The indole nucleus, alleged to be specific 
for psychotomimetic activity (21), is absent 
in mescaline, Win-2299, and Nalline. How- 
ever, with the exception of mescaline, the 
remaining 4 psychotomimetics contain a tet 
tiary nitrogen grouping (2 in LSD). Since 
these compounds are otherwise grossly dis- 
similar in molecular configuration (fig. 1), 
the entire structure undoubtedly has to 
taken into account. Despite this well-know® 
factor and the very small series of drugs, 
there are certain indications that the tertiary 
nitrogen grouping may contribute to psycho- 
tomimetic activity. In brief, some of the ev" 
dence relates to effects of apparently mn? 
changes in the LSD molecule, effects © 
quaternization of Win-2299 on its CNS P° 
tency(2), and comparison of the actions 9s 
serotonin with those of its tertiary pees 
derivative, bufotenine(22). However, in 2 
dition to mescaline, the literature rep” 


City Cm grat, 


ochy 


LYSERGIC ACIO DIETHYL AMDE 


a eee 
CMs 


MN-2299 
2 CETHYLAMNOETHYL CYCLOPENTYL (2 THENTL) 
TAYCOLATE HYOROCHLORIDE 


t 


varag 
Cre 


o 
fi N- ALLYLNORMORPHINE HCL 


Structures of Some Psychotomimetics. 


T—Harmine was supplied in 2 forms: as the 
from Banisteria caapi(1) and as the 
caly-prepared HCI:2H:0. The following 
Tefer to hydrochloride form in each case. 
oral, 11 patients, 20.0-960.0 mgm.; sub- 
k 6 subjects, 40.0-70,0 mgm.; and intra- 
T patients, 100.0-300.0 mgm. Win-2209 
7 patients, 2.0-10.0 mgm. Nalline: intra- 
ee iets, 10.0-30.0 mgm. Intravenous 
a ine were injected over a 20-30 
1 jected ov 3 


ne and ag acid diethylamide (LSD) 
in this study. LSD and harmine 
Ag indole nucleus whereas the remainder do 
ay tiary nitrogen grouping is present in 
oie oei chain and cyclic constit- 

i (non-indole member), Win-2299 

€ side chain), and Nalline (linking ally! 
alae ring member). Cf. Discussion. 
os harmine were supplied as the dry 
ime K. K. Chen, Eli Lilly Labora- 
n aaa, Indiana. For parenteral admin- 
ions in pyrogen-free distilled water, 

were used several hours after autoclaving. 
Ditte eee by Sterling-Winthrop Re- 
of the h Rensselaer, N. Y., as the racemic 
by Mer ydrochloride salt. Nalline was sup- 
and Co, Rahway, New Jersey, N- 


HARRY H. PENNES AND PAUL H. HOCH 


other psychotomimetics without the tertiary 
nitrogen groupings: marijhuana, which is 
non-nitrogeneous(9) and 3,4,5-trimethoxy 
amphetamine, a mescaline derivative(23). 
Some types of centrally acting drugs other 
than psychotomimetics also possess the ter- 
tiary nitrogen grouping. Futher analysis of 
these relationships will be presented else- 
where(24). 

There is no apparent common neurophar- 
macological basis for the i 
action in general and for harmine, Win-2299, 
and Nalline in particular(2, 5, 25). Win- 
2299 is qualitatively similar to atropine in 
animals by virtue of its peripheral cholinoly- 
tic and central actions(2). The mechanism 
of production of abnormal mental effects 
may be similar for both drugs, Win-2299 ap- 
parently having a lower dosage. 
According to recent speculations, some psy- 


antagonists of cerebral serotonin(26, 27). 
The mental effects of oral LSD and intra- 
venous harmine (both indoles and peripheral 
antiserotonins) differ in many respects (Re- 
sults, General and Harmine). The difference 
in route of administration is not a factor in 
view of the finding of Hoch that oral and 
intravenous LSD have the same qualitative 
effects (28). However, differences in relative 
dosage levels may contribute to the apparent 
dissimilarities between the 2 drugs. 


SUMMARY 

Harmine, Win-2299, and Nalline in single 

dosage produce many new mental effects in 
schizophrenics grossly sim 


same effects are reported in normals after 


harmine and Nalline (other workers). Un- 
like mescaline and LSD at usual dosage 
levels, the present psychotomimetics regu- 


larly produce drowsiness 
with the aberrant mental effects. The re- 
sultant state is partly that of etapa 
visual hallucinations or imagery. 2 a 
with increased dosage suggest that the 

i SHC = Nalline HCI; ampoules of 


i odium bi- 
barre sodium citrate, dihydrate 1.5%. 


tilled water. 


effect of these agents is to produce an acute 
toxic reaction type. The difference between 
them and mescaline or LSD with respect to 
clouding of consciousness and certain aspects 
of the hallucinogenic response may be quan- 
titative rather than qualitative. The indole 
nucleus is not necessary in the structure of 
psychotomimetics since Win-2299 and Nal- 
line are non-indoles. The tertiary nitrogen 
grouping may contribute to certain aspects 
of psychotomimetic action. 
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INTRATHECAL ADMINISTRATION OF HYALURON 
EFFECTS UPON THE BEHAVIOR OF PATIENTS SUFFERING FROM 
SENILE AND ARTERIOSCLEROTIC BEHAVIOR DISORDERS 


D. EWEN CAMERON, M.D., L. LEVY, M.D, ano W. HUNZINGER, M.D. 


Hyaluronidase was first identified in 1929 
by Duran-Reynals(1). At the outset it was 
designated as the spreading factor because it 
was found that when added to subcutane- 
ously injected fluids, it resulted in a surpris- 
ingly rapid spread of such fluid throughout 
the tissues. 

Later it was recognized as an enzyme and 
termed hyaluronidase. Its basic action is to 
“use a breakdown in the muco-polysac- 
chatide hyaluronic acid. The latter material 
15 present in considerable amount in the in- 
terstices of the tissues and in the cement 
Substances between cells, It is the break- 
down of this material that permits the rapid 
eg a fluids to which hyaluronidase 
tiene a added. The reestablishment of the 
= ot occurs within 72 hours. In the 
atid. h yaluronidase injected into the spinal 
dee : teak its activity reaches a maxi- 
ts be out 2 hours and disappears in 
ofthe a): With regard to the toxicity 

Sega amounts up to 500 times the 
eer ic dose have been injected intra- 
Si ka Age animals without the slight 

is disturbance as recorded in the 

y E respiration, temperature, 
10 histoto, = oes function, and resulted in 

Stil pi a ae in the tissues (3, 4)- 
eg : oop hyaluronidase factors were 
Where ee ae in the blood stream, 
tender oo with such intensity as to 

echter(5) : ous use of limited value. 
tonic ach) ound that the natural hyalu- 
pure in pone was partly restored in 24 
hours, Tt € tissues and completely in 48 
f Se also discovered that the effects 
Pressure (6). Fad are greatly increased by 

r - This pressure can be applied 

r 

thitty, tose plan Memorial Institute of Psy- 
a ate in ae, Avenue West, Montreal, Canada. 

bhia, Pa fod to the Wyeth Laboratories, Phila- 
Prepared for “a generous supplies of hyaluronidase 
his assistance i aa use and for other techni- 
stug a Sistance a vice; to Der, C 
dies; and to- the electroencephalographic 
stance, o-Mrs. H. Berger for technical as- 


externally in the form of an elastic bandage, 
or internally by increasing the fluid pressure 
at the time that the hyaluronidase is injected. 
This increase is normally brought about by 
injecting additional fluids such as saline, The 
additional pressure apparently increases the 
effects of hyaluronidase by continually bring- 
ing it into contact with a wider range of 
structures, as the material spreads out from 
the central point of injection. 

Special reference is made to the matter of 
capillary permeability because of our in- 
terests in the use of hyaluronidase in the 
aged, The earlier workers in this field in- 
cluding Duran-Reynals stated that there was 
an increase in capillary permeability subse- 
quent to intravenous injection of crude 
testicular extracts. Later workers, however, 
believed that the extracts contained histamine 
and that the action on the vessel wall was 
due to this latter substance. Still later in- 
vestigators have demonstrated that 30 min- 
utes after intravenous injection in rats of 
7,500 T.R.U., the enzyme could no longer be 
demonstrated in the blood and that only 2% 
could be found in the urine; the fate of the 
rest of the enzyme is unknown. However, a 
number of workers have indicated that even 
with highly purified products some increased 
permeability of the vessels occurs, and it is 
assumed that this is due to the softening of 
the intercellular cement of supporting con- 
nective tissue, Certain authors, notably 
Kelentei and Foeldes (7) have demonstrated 
that where antibiotics such as penicillin were 
given parenterally, and hyaluronidase in the 
amount of 200-400 T.R.U. per kilogram 
body weight was given intravenously, the 
penicillin could be found in the spinal fluid 


in much higher concentrations than if no 
hyaluronidase was given. 


GENERAL CLINICAL USES 


i Jinically 
Hyaluronidase has been used € 
ea 1947 when Hechter (8) ore 
on its use in dermoclysis in infants. He 
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found that the addition of hyaluronidase to 
the fluid increased the rate of absorption 
and hence reduced the pain due to distention 
and swelling. 

In urography, the addition of hyaluroni- 
dase expedited the excretion of radio-opaque 
substances (9). 

Hyaluronidase has been used in connection 
with nerve block anesthesia. Here it was 
found useful in increasing both the depth 
and the area, decreasing the duration of 
anesthesia(10). This has been reported as 
particularly valuable in anorectal surgery 

where, in addition to anesthesia, the mini- 
mum of edema is of major importance (11). 

Still other uses are in connection with the 
reduction of edema in the case of sprains, 
or reduction of hematoma as in trauma and 
in postoperative conditions. MacAusland 
et al.(12) have reported hyaluronidase useful 
not only in reducing the swelling associated 

with sprains, fractures and hematomata, but 
also in a case of Volkmann’s contracture as 
dealt with by reducing the fluid subsequent 
to a severe supracondylar fracture of the 
elbow and hence relaxing the arterial spasm, 
which they regard as an antecedent to Volk- 
mann’s contracture. They also refer to its 
use in acute hemophilic hemarthrosis. They 
report 19 cases of good results with restored 
range of painless motion in 48 hours, 

Furthermore, the drug has been used to 
expedite the spread of antibiotics injected 
subcutaneously, There is no evidence that 
existing infections tend to be spread and any 
fears of spreading a malignancy seem un- 
necessary. Bloom et al.(13) have reported 
an interesting use of hyaluronidase in myx- 
edema. They injected testicular hyaluroni- 
dase into the plaques of localized edema 
with the result that these myxedematous 
lesions decreased in size, with a decrease as 
well in the mucilaginous deposits as demon- 
strated histologically. 

Finally, reference is made to its use in 
the treatment of keloids. Cornbleet(14) re- 
ports a series of 26 patients treated with 
local injections of hyaluronidase and radio- 
therapy. In 22, this treatment was coupled 
with surgical removal; none of the keloids 
returned. He points out that the keloids 
represent a localized proliferation of con- 
nective tissue which he considers to be 
composed of fibres and of ground substance. 
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INTRACRANIAL USES 


The drug has been used intracranially 
only to a very limited extent and for the 
most part in animals(7). 

In 1952, Cargnello and Tischler(2) re- 
ported injecting a series of psychiatric pa- 
tients with amounts of hyaluronidase run- 
ning up to 250 T.R.U. Injection was by the 
lumbar route with the patients in a seated 
position. Patients were sedated beforehand 
with intravenous barbiturates. These authors 
found that intrathecal hyaluronidase pro- 
duced a fleeting meningitis frequently with 
a cellular, protein dissociation. The increase 
in protein was moderate, but occasionally a 
dramatic protein increase was noticed. A 
cellular response occurred from the 6th hour 
to the 24th hour and disappeared after 3 
days. Subjective symptoms were minor and 
came on chiefly after the 6th hour. Half the 
cases experienced severe to moderate head- 
aches lasting from a day to a day and a half. 
Some cases had vomiting and photophobia, 
a few had neck pain. Temperature rose 
slightly in most cases and disappeared in 24 
hours. They noted good results in con- 
tinued use of hyaluronidase given intra- 
thecally in excited states, the patient becom- 
ing less hostile and aggressive. They also 
observed good results in what they termed 
“thought block”. They saw no case 1n whic! 
continued treatment by hyaluronidase did 
not bring about some improvement, but 
noted that within a few hours to a day after 
injection, the clinical picture returned 10 
what it had been prior to treatment. ee 
cases only were chosen; 3 were discharg' 
from hospital. k he 

In animal experiments, using, ear 
authors concluded that hyaluronidase pe 
intrathecally retained its diffusory power 
at least 4 hours after injection. ‘ at 

Kelentei and Foeldes(7) carried seu 
studies of the effects of hyaluronidase ot 
intrathecally in animals, and, foun a 
while ordinarily penicillin will not P 


i n 
through the blood brain barrier vhe 


kilogra™ 


eri. 
body weight of hyaluronidase give? me 


Pi e! 
venously, the blood brain barrier was pars 
regularly. They use the term bl 
barrier as synonomous with 
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fuid barrier. They also found that the blood 
brain barrier was still more drastically low- 
ered if 0.2 milligrams per kilogram body 
| weight of histamine was added to the hyalu- 
" ronidase, this resulting in 100% elevation of 
the nitrogen in the cerebrospinal fluid. 


GENERAL PROCEDURE 


_ We undertook to explore the effects of 
hyaluronidase upon the brain of the aged 
individual, the primary purpose being to de- 
‘termine whether (1) hyaluronidase might 
increase diffusion from the blood to the 
Spinal fluid, (2) from the blood to the brain ; 
aad (3) whether by doing so the function- 
ing of the brain in the aged individual might 
‘be improved. 
With regard to brain metabolism in the 
o p is evidence that it is more difficult 
intain a steady blood supply to shifts in 
; Posture(15). The question r pe con- 
ee of the brain in the aging organism 
a clear. There is fairly consistent 
E a7? at the oxygen up-take of the brain 
E is decreased, but it is not certain 
E: : i is decreased because (1) the num- 
E e cells in the brain has decreased as 
5 “al aspect of the aging process; (2) 
Bit of T of brain cells has decreased as a 
(3) Doin progressive circulation failure; 
Be ta er the decrease in oxygen up-take 
Bine a primary circulation failure ; (4) 
T primary circulation failure is 
ithe brain ing in blood circulation through 
Bis in a is due to narrowing or other 
Diliether i ae cerebro-vascular system ; (5) 
M ltis quit ue to a progressive anaemia. 
ita slight aaa that in the rat brain there 
“Smnption in ¢ N E in the rate of con- 
iSalso the ea latter part of life(16). This 
Titties se in dog brains. In both these 
culated p ygen consumption has been cal- 
(7), y means of the tissue slice method 


Ih 
i aaa ar et al.(18), using the 
Mets suffer] difference method with 23 pa- 
“the seniur ng from psychoses occurring 
~ Stnption Hx reported that the oxygen con- 
diminished ne brain should be recorded as 
Ctlation dens that the cerebral cir- 
lag reduced, as was the case 
imwich otid circulation time. 

(19) states that cerebral metabo- 


lism may decrease somew i 
senium. A pets even 

One may also point to the conflicting state- 
ments concerning the permeability of the 
blood brain barrier in the aged, Walter(20) 
who first described the bromide permeability 
quotient, has reported that the normal quo- 
tient ranges between 2.90 and 3.50; ratios 
below the lowest normal indicated increased 
barrier permeability, ratios above the normal 
indicated low barrier permeability. 

Walter determined the bromide permea- 
bility in 28 cases of senile arteriosclerotic 
disease, and the barrier proved to be more 
permeable to bromides than normal in 80% 
of his cases. Malamud, Fuchs and Malamud 
(21) also found marked increase in the 
barrier permeability in various types of psy- 
chotic patients with cerebral arteriosclerosis, 
but stated that in 10 cases of senile psy- 
chosis, only 1 showed high permeability. In 
g cases of cerebral arteriosclerosis and senile 
psychosis, Katzenelenbogen (22) found 11% 
having a permeability below 2.9, 77.89% hav- 
ing a permeability within normal range, and 
11.1% having a permeability quotient above 
3.3. In g cases of cerebral arteriosclerosis, 
the permeability quotients were quite dif- 
ferent, insofar that 44.5 were below 2.9 and 
all within the no 
inference is that the 


arteriosclerosis. y 
In approaching the problem of direct ad- 
ministration of hyaluronidase to the brain, 
routes were considered: (1) An mtra- 
yascular route using very high concentrations 
(up to ł million T.R.U. was injected intra- 
venously), and some consideration was given 
to the intracarotid administration of hyalu- 
general concentration. 


terms of spinal fluid changes. 
s carried out 1m several cases 


and dangers, particularly in 
vidual, and hence (3) our e 
rected toward developing 4 
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which hyaluronidase could be injected intra- 
thecally by the lumbar route. This was 
found to be eminently satisfactory. 


PROCEDURE 


The patient, on whom intrathecal hyalu- 
ronidase administration is to be carried out, 
is selected with reference primarily to age 
and behavioral pattern, preference being 
given to those who show a simple senile or 
cerebral arteriosclerotic pattern of behavior. 
All other medication is removed save drugs 
absolutely essential to control behavior. In 
these circumstances, Thorazine is on occa- 
sion given. The status of the patient is de- 
termined both from clinical examination and 
by means of encephalographic, spinal fluid 
and psychological tests. 

The first injection consists of 1,000 T.R.U. 
given by lumbar injection between the 4th 
and 5th vertebra; the total amount of fluid 
withdrawn is 8 ccs. and the total amount of 
fluid inserted is 1-2 ccs., mixing of spinal 
fluid and hyaluronidase being carried out in 
the barrel of the syringe at the same time. 
Each week the amount of hyaluronidase is 
increased by 1,000 T.R.U. until about 4,000 
or 5,000 T.R.U, is reached ; at this point we 
usually supplement the action of the hyalu- 
ronidase by increasing the spinal fluid pres- 
sure. This is done by first inserting the 
hyaluronidase and then adding normal saline 
until the spinal fluid pressure reaches an 
average of 350 millimetres of water; 450 
millimetres of water have been used on 
several occasions. This increased pressure 
has the general effect of considerably in- 
creasing the effects of the hyaluronidase. 

In order to measure changes in the blood 
spinal fluid barrier, both the bromide levels 
and the N.P.N. levels are estimated. To 
estimate the bromide levels, the patient is 
put on 1 gram of sodium bromide b.i.d. for 

6 consecutive doses, then for 2 days no 
dosage is given and during this time equi- 
librium between spinal fluid and blood is 
achieved. On the following day, namely the 
third day after the last dose of bromide, 
hyaluronidase is injected, blood and spinal 
fluid being tested by the auric chloride 
method at the same time for the bromide 
levels. On the following day another injec- 
tion is carried out and blood is also taken 
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for bromides, and the bromide levels in both 
blood and spinal fluid are again estimated, 
The ratios for the first and second of these 2 
days are then worked out and compared. 
Studies have now been initiated on passing 
desoxyribose nucleic acid through the blood 
spinal fluid barrier. It has been found pos- 
sible to give grams 1 DNA intravenously 
when made up in distilled water and brought 
toa pH of 9 by means of NaOH. Still higher 
amounts per gram body weight have been 
given to mice over a 4-week period. No 
clinical results have been noted. An accurate 
method of testing for DNA in the spinal 
fluid is currently being worked out. 


e 


Our findings are based on 92 intrathecal 
injections of hyaluronidase carried out on 14 
patients, 7 men and 7 women, suffering from 
early to late senile and arteriosclerotic psy- 
choses. 

General Pharmacological and Physiological 
Responses—In the majority of patients 
there is no general response. This is true 
both when the dose is small and when the 
dose is large and the patient has become ac- 
climated to it. When, however, the dose 1$ 
of such a size or the patient’s reactivity 1S 
such as to result in a general response, 
following is noted. Temperature may rise to 
IOr° or 102° rectally ; in a very few instances 
the rise has been to 104° or 105°. With this 
there may be a blood pressure rise whi 
again varies considerably ; in a few individu” 
als suffering from arterial hypertension and 


FINDINGS 


showing lability of blood pressure, the rise 


may be some 5o points systolic. With this 
there is apt to be a rise in pulse rate whi 
conforms to the rise in temperature, an 
also a rise in respiratory rate. During our 
earlier investigations these patients were 
usually put to bed; latterly we found, how- 
ever, that some pulmonary congestion 

apt to supervene and hence we attempt as 
much as possible to keep our patients ee i 
Temperature usually rises from the and : 
the roth hour and returns to normal wit a 
24 hours. In 2 patients the temperature p 
30 hours after the injection, but we are H 
clined to think that this may have been due a 
intercurrent causes. Where the general r 
sponse is delayed in starting, it is likely to 


lj 
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i in subsiding. Along with this gen- 
ot there ordinarily goes a com- 
netk a Peas pain in the back of the 
reflexia lise sign and occasional hyper- 
of cerebral is to be noted that these evidences 
evel of ; involvement are tied in with the 
n the s sie and not with changes 
pices pinal fluid cell count and spinal fluid 
ein described below. 
laa regularly found that the patient 
Tonidase acclimated to a given dose of hyalu- 
a given , E other words that his response to 
rom ose falls fairly rapidly, so that it 
Tegularl A e a for us to raise the dose 
ve fe y 1,000 T.R.U. per week. We 
i Siven maximum single doses of 14,000 
have E EN In a given patient we 
ninistered hyaluronidase approxi- 
Saad a week for a total of 40 doses 
., Months. This patient was ambula- 
an aoe up once a week for treatment 
Spinal 2g a few hours later. 
ily an inc luid F indings.—There is ordinar- 
tually ae in the cells of the spinal fluid, 
Ocasions to 100 to 200, though on tare 
Droximat i have had a cell count of ap- 
ely 5,000 (Fig. 1). The spinal fluid 


Ver 
ti 


protein is also increased and rises ordinarily 
to 80-90 mgm. 7o. On occasions it has risen 


within a week but do not reach it. We have 
i to determine 


(Fig. 2). 
Wyeth Laboratories we have been able to 
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obtain inactivated hyaluronidase and have 
injected it into 2 patients without any evi- 
dence of a similar general effect resulting. 
(A third patient was also injected with in- 
activated hyaluronidase without any general 
reaction. It should be noted, however, that 
in this patient there was no general reaction 
to activated hyaluronidase either. The 
amounts were limited to 2,000 T.R.U. of in- 
activated hyaluronidase, and 8 days later an 
injection of 1,000 T.R.U. activated hyalu- 
ronidase.) This suggests that the hyalu- 
ronidase in active form is the agent which 
produces the result. This study is still in 
progress. 

Blood Brain Barrier —With regard to the 
blood brain barrier, all attempts to assess this 
by means of estimating the blood and spinal 
fluid N.P.N. have been useless. Using the 
blood bromide method, however, we have got 
results strongly suggesting that in most cases 
a sufficiently large dose of hyaluronidase will 
produce a lowering of the blood brain barrier. 
This is in conformity with what has been re- 
ported in animals, particularly by Kelentei 
and Foeldes(7). We do not have figures on 
how long the blood brain barrier is decreased. 
Other authors working with animals state 
that it is lowered for about 4 hours, It 

should be borne in mind that what we have 
when we find that the ratio of the bromide 
in the blood to the bromide in the spinal fluid 
is lowered is simply evidence that the barrier 
was lowered subsequent to the injection of 
the hyaluronidase, not evidence that it was 
lowered at the time that the second puncture 
was carried out. In other words, a gate was 
swung open for a time; it is closed again, 
but while it was opened certain things passed 
through from one field into another. In any 
case, the ratio tends to return to its normal 
by the time the patient is punctured again a 
week later (Figs. 3, 4, 5). 
Clinical Results—All 13 patients to whom 
intrathecal hyaluronidase was administered 
showed beneficial results in some form, In 
all save 2, these beneficial results consisted 
in improved sleeping, sphincter control, so- 
cialization, and occupational activity, The 
patients in general reached a higher level of 
performance in their behavior. We believe, 
however, that these changes are in the first 
instance limited and, in the second instance 
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so general, that we are disinclined to at- 
tribute them to any specific action of hyalu- 
ronidase, but rather to the general increased 
attention and care which the patient was 
given, together with his feelings that some- 
thing was being done for him. 

In 2 patients, however, changes occurred 
which cannot be ascribed to these factors. 


The first, a 61-year-old man, was admitted with 
complaints of growing irritability and moodiness, 
together with attacks of dyspnea, which subsided 
whenever the patient was re-assured. There was 
a record of arterial hypertension for many years; 
and in April 1949 he suffered a cerebral ach 
which had paralysed his left side completely. 
had some bladder incapacity and for a time cowl 
not talk. His symptoms gradually subsided but i 
left leg remained weak and he had limited use 
his left hand. sA 

Tests in the psychological laboratory showed 
signs of impairment in perceptual motor fon 
ing and in his ability to organize his thoughts. 
was circumstantial and vague; there were na 
deficits though they were not regarded as outs 
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THE PT. HAD BEEN INJECTED PREVIOUSLY TWICE WITH 
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ing. El 
ai e a alogram was diffusely abnor- 
m co pha frequency was down to 7 and 73 
for many een With regard to his left hand, 
able to move r prior to coming to us he had been 
not able to f is left thumb with difficulty, and was 
not able to BE his other fingers at all. He was 
elow, was Sa a o except by grasping it from 
pick up a coin able to polish his glasses, could not 
his left hand, aS a pencil from a flat surface with 
clothing generally could he button his shirt or his 
wo č 
of Pit to the third administration 
s left gad he suddenly recovered the use of 
things which k full and was able to do all those 
ther « s had not done for many years. 
kar up, Pa y had prior to this begun to 
anxiety, and h ely his moodiness, dyspnea, and 
Condition, The was discharged home again in go 
ore Dharr psychological tests were repeated 
Overall int thet and indicated an improvement in 
inl Da ectual functioning. He was capable 
stantial and Sore cleny ges much less circum- 
lessened, ganic signs in the psychological tests 
+ € seci 
with oas a 58-year-old man, was admitted 
and delusional ka being overactive, overtalkative, 
pairment Ea e seemed to have severe memory 
Patterns, Intell difficulty in integrating perceived 
pd the Sirgen functioning had deteriorated 
he syndrome Picture was that of a diffuse cere- 
nt, Alpha fr with secondary psychotic involve- 
ront man wt igh was 8-84 per second. 
ta dise, and ae treated intensively with hyalu- 
mpletely a, Proved to the point where he was 
Marged ree of his symptoms; he was dis- 
kly injecti carried on an ambulant basis, with 
ions of hyaluronidase intrathecally. 


Ten weeks later he was re-admitted, having be- 
come delusional again, particularly with reference 
to his wife with whom he did not get along well and 
whom he suspected of infidelity. He was returned 
to hyaluronidase, settled down again and was dis- 
charged to the outpatient department where he was 
carried on hyaluronidase with good results. He has 
continued well since his discharge in October 1955. 


We have been particularly interested in the 
EEG in certain of these patients and have 
started in a preliminary way to study the 
effects of hyaluronidase on the A pattern. 
In one patient, who had 21 injections at 
weekly intervals and 5,000 T.R.U. intra- 
thecally for the last 12 weeks, no change was 
found in the pattern. In another patient, in 
whom a study was made of the EEG within 
an hour and a half after the intrathecal in- 


jection of hyaluronidase, there was a con- 
siderable change, with a reduction in back- 
ground frequency of 1 to 2 cycles per second, 
and an increase in fast activity. We believe 
that there was an immediate slowing effect 
consequent upon the injection of the hyalu- 


ronidase. 
SUMMARY 


escribed whereby hyalu- 
dministered intrathecally 


f the lumbar route. 
(1) 


A method is 4 
ronidase may be @ 


in the aged by means © 
The following findings are recorded : 


goo 


ADMINISTRATION OF HYALURONIDASE 


The occurrence of a fleeting meningeal re- 
sponse; (2) a tendency to lower the blood 
brain barrier; (3) possible general favor- 
able results with respect to behavior. The 
way seems open for the further development 
of this technique, especially in the direction 
of attempting to pass through the lowered 
blood brain barrier substances important for 
the metabolism of the aged. 
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A COMPARISON OF PSYCHOTHERAPEUTIC RELATIONS: 
HIPS 
TWEEN PHYSICIANS AND SCHIZOPHRENIC PATIENTS WHEN” 
INSULIN IS COMBINED WITH PSYCHOTHERAPY AND 
WHEN PSYCHOTHERAPY IS USED ALONE 


JOHN C. WHITEHORN, M.D. ano BARBARA J. BETZ, M.D. 
BALTIMORE, Mp. 


In a previous study of the psychothera- 
peutic relationships between physicians and 
schizophrenic patients(1) we were able to 
demonstrate rather striking differences be- 
tween physicians in their styles of transac- 
tions with their patients, and rather striking 
associations, at high levels of statistical sig- 
nificance, between certain styles of action 
and the patients’ more favorable progress 
and outcome, That study was based on the 
therapeutic successes and failures of 35 
et members of the resident staff of 
e Henry Phipps Psychiatric Clinic between 
OY and 1952. A comparison was made of 
RERA of patients, an A group, 48 in 
iia E ho had been treated by the 7 physi- 
SEN o were most successful with schizo- 
Se a patients, and a B group, 52 in num- 
nÈ ch o had been treated by the 7 physicians 
75% = least successful. In the A group 
a gt the patients were improved at dis- 
i. oe only 27% of the B group 
Ped So wide a difference could not be 
hai a simply to clinical differences be- 
tailed e A and B patients, because a de- 
sieht z sm comparison indicated only 

r A ; ae not statistically significant. 
A TR it be attributed to differences 1n 
a on level of therapeutic skill of the 
in their erian since similar divergence 
shizophr Teatment results with other than 
acca, me patients did not occur. From 

i, analysis of the case records of 
Physician Patients, differences in the way the 
kad ai and the way the patients 
ings as were found. The empirical find- 
Iydi to the interpretation that in the 
ane: treatment of schizophrenic pa- 


1Fr 
the ed Henry Phipps Psychiatric Clinic of 
Supports Hopkins Hospital. This work has been 
Committee x part by funds from the Scottish Rite 
UPreme C A Research in Dementia Praecox of the 
Northern “Bie Thirty-Third Degree Masons, 
Associati urisdiction, administered by the National 
on for Mental Health. 


tients success is to a large extent determined 
by the differences found among physicians 
in the extent to which they are able to ap- 
proach their patients’ problems, gain a 
trusted, confidential relationship and par- 
ticipate in an active, personal way in the pa- 
tients’ reorientation to personal relationships. 
Techniques of passive permissiveness, or 
efforts to develop insight by interpretation 
appeared to have much less therapeutic value. 

The purpose of this paper is to report 
further studies dealing primarily with the 
same matters, but particularly in comparing 
and contrasting what takes place between 
physicians and schizophrenic patients when 
insulin treatment is combined with psycho- 
therapy and when psychotherapy is used 
alone, We selected the 109 schizophrenic pa- 
tients hospitalized in the Clinic and treated 
of the resident staff, between 
Of these, 64 were co 
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ovement, the ; ble f 
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of psychotherapeutic events when insulin is 
combined with psychotherapy and when it 
is not. They represent all of the schizophrenic 
patients (excluding a few treated by electro- 
shock only) treated by 18 physicians each 
of whom had treated a minimum of 4 
schizophrenic, 4 depressed, and 4 neurotic 
patients. 

The improvement rate for schizophrenic 
patients achieved by each of the 18 physi- 
cians was calculated by dividing the number 
of patients discharged improved by the num- 
ber treated. The 18 physicians were then 
listed in descending rank order. The im- 
provement rates were found to range from 
100% to 25% with an average of 70.6%. 
In this study we have included all the physi- 
cians, not just the top fifth and bottom fifth 
of the rank order, as in the previous study, 
We have designated as A physicians those 
whose patients without insulin showed more 
than a 70% improvement rate, and as B 
physicians those whose patients without insu- 
lin showed less than a 70% improvement 
rate. Thus our two groups for comparison 
and contrast are the whole upper range 
against the whole lower range, rather than 
the two extreme groups, as in the first study. 
If differences of statistical significance and 
comparable to those found previously again 
emerge, the general validity of our interpre- 
tations of our findings based on the extreme 
groups will be enhanced. i 

Ten physicians were found with improve- 
ment rates ranging between 72% and 100%. 
They had treated a total of 72 schizophrenic 
patients with an average improvement rate of 
82%. These physicians and patients consti- 
tute the A group. Eight physicians had im- 
provement rates ranging between 25% and 
67%. They had treated a total of 37 patients 
with an average improvement rate of 49%. 
These physicians and their patients constitute 
the B group. 


PROCEDURAL CONSIDERATIONS 


In general, the procedures used here cor- 
respond closely to those detailed in the previ- 
ous study. 

Improved and Unimproved Categories — 
Of the 109 patients, 77 were considered 
“improved” at the time of discharge and 32 
“unimproved.” In this clinic, appraisal of 


the patient’s condition on discharge is made 
not only by the physician who treated him 
but also by the senior resident psychiatrist 
and by the psychiatrist-in-chief. Any 
sonal bias of the individual physician is on 
presumably, subject to correction by the 
clinical judgment of more objective observ- 
ers. In the previous study the validity of 
this presumption was checked by scrutinizing 
additional objective evidence of the patient's 
progress. This check was found to support 
the clinical appraisal of the patient’s prog- 
ress and it has not seemed necessary to re- 
peat this validation process. 

The quality of improvement made by the 
77 patients whose progress was ¢ 
favorable was again evaluated under 3 gradu- 
ated headings: (1) symptom decrease 
—34 patients; (2) symptom decrease and 
increase in social effectiveness—3o patients; 
and (3) insight increase (progress im pef- 
sonal problem-solving), increase in 
effectiveness and symptom decrease—13 pa- 
tients, None of the 32 patients who were con- 
sidered unimproved fell into any of these 
3 categories, r 

Group A and Group B Categories —Ot 
the 72 patients treated by the A physicians, 
82% improved; whereas, of the 37 tr 
by the B physicians, only 49% imp : 
(These rates include all patients treated— 
by both psychotherapy alone and insulin 
combined with psychotherapy.) How caf 
this difference by accounted for? The ex- 
planations which suggest themselves need to 
be weighed in respect to this particular series 
of patients and their therapists. Ry 

1. Were the patients of these A hh 
clinically “easier” cases than those of the 
physicians, with a more favorable prog- 
nosis from the start? This possibility was 
weighed by comparing the 72 A patients wi 
the 37 B patients in terms of the per í 
and clinical items listed in Table I. None ® 
the differences between these two groups E 
great enough to be of statistical significance. 
To the extent that the characteristics sel k 
for comparison are valid for the purpose, ple 
2 groups appear to have been compat 
when treatment was begun. rt 3 

2. Were these A physicians “better ine 
pists than the B physicians, with ane r 
general therapeutic aptitude, so that 
patients, regardless of diagnostic cat ’ 
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might be expected to make more favorable 
progress? The answer remains “no”—one’s 
improvement rate with schizophrenic pa- 
tents does not correlate highly with one’s 
improvement rate with depressed and neu- 
rotic patients. From collateral studies there 
are hints that the B physicians may have a 
smewhat wider and different range of pro- 
fessional skills than the A physicians. And 
ofcourse the A group may vary among them- 
selves in their skills and interests in other 
psychiatric tasks. Our present studies are 
concerned only with a differentiation between 
the two groups of physicians with reference 
to the specific clinical task of treating the 
patient with a schizophrenic illness. 

_ 3. Did the A physicians treat their patients 
ina significantly different way than the B 
physicians? Did these patients’ better re- 


TABLE 1 


Comparison oF PERSONAL AND SocrAL DATA AND 
OF CLINICAL AND PERSONALITY CHARACTERIS- 
TICS or SCHIZOPHRENIC PATIENTS TREATED BY 
Grour A anp Group B PHYSICIANS 


Group A Group B 


cas ya cim G 
Total patients) patients, 
Personal and social data 
BRS O 39 21 18 
2 Age under 30........ 61 41 28 
memartied:........<... 53 39 % 
4 College 1 year or 
ESS. se vga tees 2 7 
$ Middle economic sta- pi 7 i 
A tus or higher...... 79 5I aa 


Working until P. I... 90 60 3. 
Ives with own fam- 


> 


2 an ea Ca 28 m 
8 Is a parent 7, 
po City dweller 5} 2 
sewality characteristics 
| Intelligence 
ATON T 61 St 
emperament 
verted $ 
3 Temperament 4 
verted 
28 15 
4 Special abilities or in. j 
BEES S 6 $ ki 
3 gustment Prior to ; ; 
6 Aas: effective... .... t6 
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Social prior to P. L. 35 a uw 
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iao8hty, individual- 

ER C ESS 
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chotherapy is used alone? Finding reliable 
empirical answers to this question was the 
main motivation for the present study. 
Comparison of Patients treated by Insulin 
Combined with Psychotherapy and by Psy- 
chotherapy Alone.—In this clinic there is no 
set formula for deciding which schizophrenic 
patients will receive insulin treatment. This 
decision is arrived at empirically in individual 
cases through consultation between the physi- 
cian treating the patient and senior staff 
members. The present clinical material offers 
an opportunity to see what factors may have 
operated in the selection of patients for in- 
sulin and we were interested to compare 
these patients with those treated by psycho- 
therapy alone. These two groups of patients 
were therefore compared in terms of the 
same personal and clinical items listed in 
Table 1, Differences of statistical signifi- 
cance (at levels ranging between .o5 and .o1) 
were found between the two groups only in 
respect of the following clinical characteris- 
tics which were more frequent in the patients 
selected for insulin: does not talk freely 
(71% vs. 40%); mannerisms (70% vs. 
45%); hallucinations (62% vs. 33%); 
angry (42% vs. 20%) ; and combative (33% 
us. 14%). It can be seen, as might be ex- 
pected, that somewhat more inaccessible and 
disturbed patients were selected for insulin, 
although many were also treated by psycho- 
therapy alone. Since Table 1 indicates that 
these more disturbed patients were repre- 
sented essentially equally between the A and 
B groups, the difference between the two 
groups in improvement rates cannot be ac- 
counted for on this basis, 

It may be mentioned here that more of the 
A’s than B’s received insulin combined with 
psychotherapy (47% vs. 30%) but the dif- 
ference is not statistically Significant, 

Abstracting the Case Records to Charac- 
terize Physicians’ Approach and Patients’ 
Reaction.—The same check list used in the 
earlier study was again employed (See Table 

2). This check list was filled out for each of 
the r09 schizophrenic patients by abstracting 
the appropriate data from the individual case 
records, A check to determine how reliably 
the case record material could be classified 
under the 5 major headings was done in con- 
nection with the previous study and was 
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TABLE 2 


CHECK List ror ABSTRACTING Case Recors 


A. Outcome 
MP UMprOved aas assea ns o oea SURN ovevueweae 
iy Unitaproved’............cenm 
1. Symptom Decrease ..... os 
2. Symptom Decrease + Increase in So- 
cial Effectiveness ......cssemeeeen 
3. Symptom Decrease + Increase in So- 
cial Effectiveness + Insight In- 
crease (personal problem solving) 
B. Relationship of Patient to Physician (Check 
one) 
I. Less Confidential (More autistic) 
1. Superficial social .... 
2. Passive withholding .... 
3. Aggressive rejecting .... 
II. More Confidential (Less autistic) 
4. Accepts some support; d 
5. Depends, confides .... 
6. Depends confides and evaluates ...+ 
7. Depends, confides, evaluates with 
lem solving .... 


s... 


III. Other .... 
IV. Data not recorded .... — cums 
C. Physician’s “Personal Diagnostic Formulation 
(Check one) 3 
1. Description and/or narrative biography 
only .... 


2. Motivational (perceives themes, meanings 
in attitudes and behavioral patterns, pa- 
tient’s feelings: interpersonal and intra- 
personal factors) .... 

3. Other .... 

4. Data not recorded .... 

D. Strategic Goals Selected by Physician (Check 
one) 
I. Psychopathology oriented 
1. Supervised living or decreased symp- 
toms .... i 
2. “To improve socialization” (General 
statement) .... 
3. Insight into symptoms or psychopa- 
thology .... 

II, Personality oriented 

4. Insight into personal issues 
capabilities .... 
s. Interacting relationship between Pa- 
tient and physician ..-+ 
6. Other .... i 
7. Data not recorded .... | Check 
E. Tactical Pattern Utilised by Physicran x 
one) 
- Practical care only .... 
. Primarily passive, permissive «+++ 
. Interpretation, instruction prominent » +, ie 
. Active personal participation di 
flexible interaction, initiative in symp% wt 
tic inquiry, challenge self-deprecatot its) 
titudes, honest disagreement, set limi 


and/or 


Penn 


5. Other .... 
6. Data not recorded .... 
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not repeated since good reliability was indi- 
cated at that time. 


CoMPARISONS AND CONTRASTS 
PATIENTS TREATED BY PSYCHOTHERAPY ONLY 


Our first interest, in analyzing the data on 
this present series, was to check through the 
64 patients who were treated by psychother- 
apy only to see whether there would be the 
same general tendencies so clearly shown in 
the previous study in the differential styles 
of physicians’ approach to the patients and 
in the high association between certain pat- 
terns of approach and clinical improvement. 
The improvement rate of the A group of 38 
patients was 81.5% and that of the B group 
of 26 patients only 34.5%. These rates are 
somewhat higher than those in the original 
study (75% for the A’s and 27% for the 
B's), but the relative difference is of approxi- 
mately the same order of magnitude. The 
Somewhat higher rate in the present series 
can probably be accounted for by the selec- 
tive factor whereby some of the less respon- 
sive cases were selected for insulin therapy. 
The detailed analysis of the present ma- 
ga confirms fully the previous findings, at 
vil of statistical significance ranging be- 
cc 05 and .oor. Our current findings, 

Summary, are: improvement was more 
fot (1) when a more confidential rela- 

onship was established between physician 
Pa Patient than when a less confidential re- 
a onship ensued (65% ws. 496) ; (2) when 
aie ational Personal Diagnostic Formu- 
the f was made by the physician than when 
ae ormulation was essentially description 

/or narrative biography (98% ws. 76%) ; 

Dia personality-oriented goals were 
aoe on by the physician than when his 
{Sie was primarily psychopathology- 
tactic n (65% vs. 33%) ; and (4) when the 
ton” Pattern of “active personal participa- 
of & was employed than when the patterns 
ye, permissive,” “interpretation and 
Used ction” or “practical care only” were 

(35% vs. 4%). 
ith regard to quality of improvement, 


the 
hal grade (increased insight into per- 
ang problems, increased social participation, 


Symptom decrease) occurred only when 


JOHN C. WHITEHORN AND BARBARA J. BETZ 


905 


a motivational diagnostic formulation was 
made, personality-oriented goals were se- 
lected, active personal participation was used, 
and a more confidential relationship de- 
veloped between physician and patient. 

Again in this series, these patterns of 
physician approach to the patient and patient 
response to the physician are more frequently 
found in the A than the B group. In sum- 
mary, a more confidential pattern of relation- 
ship between physician and patient developed 
among 55% of the A’s and only 23% of 
the B’s; personality-oriented goals were 
focussed on in the treatment of 60% of the 
A’s and only 29% of the B’s; and the tactical 
pattern of “active personal participation” 
was employed with 34% of the A’s and only 
8% of the B’s. A motivational Personal Di- 
agnostic Formulation, in this series of physi- 
cians, was used with approximately equal 
frequency by both A’s and B's, 89% and 
87%—a gain among the B’s compared with 
the previous study in which only 55% made 
this type of formulation, This gain may 
reflect a general clarification of a motiva- 
tional understanding of the schizophrenic pa- 
tient’s behavior, with more effective com- 
munication of this understanding between 
senior and junior staff members. 

With regard to quality of improvement, 
the best grade is again achieved overwhelm- 
ingly by patients of the A physicians. Of the 
13 patients who achieved this grade of im- 
provement, 12 were A patients. 


PATIENTS TREATED BY PSYCHOTHERAPY AND 


INSULIN 


Our next interest was to compare and 
contrast the course of psychotherapeutic 
events when insulin was used and when it 
was not. Table 3 shows that the 45 patients 
treated by insulin combined with psychother- 
apy had an improvement rate of approxi- 
mately 82% whether they had an A ae 
B physician. Since the A group treated y 
psychotherapy alone shows an iene 
rate of approximately 82%, A patients show 
no numerical gain in improvement when in- 
sulin is used. In contrast, those treated R 
the B physicians show an increase Ng 
of improvement when insulin is com aes 
with psychotherapy—from approximately 
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3470 to 82% (significant at a level approach- 
ing .02). These findings seem to indicate 
that A physicians do equally well (in that 
they obtain, with equal frequency, some de- 
gree of improvement with their schizo- 
phrenic patients) whether they use psycho- 
therapy alone or combined with insulin. (The 
qualitative level of improvement is considered 
below.) B physicians, on the other hand, in- 
crease the frequency of some degree of im- 
provement when they use insulin in con- 
junction with their psychotherapy. 

An analysis of the kind and quality of 
improvement shows, however, that this 
higher numerical rate of improvement in the 
B group when insulin is combined with psy- 
chotherapy does not carry with it an increase 
in quality of improvement. The improve- 
ment gained by insulin consists very largely 
in the disappearance of manifest schizo- 
phrenic symptoms, with evidence of a re- 
sumption of some personal relationships, but 
little evidence of constructive insight into 
problems of personal relationships with a 
consequent improvement of general social 
adaptation. No patient treated by a B physi- 
cian using insulin combined with psychother- 
apy reached the third or highest level of 
improvement. Of the 13 patients who reached 
the highest grade of improvement, only one 
was treated by a B physician, and in this case 
insulin was not used. 

How can one account for this increase in 
numerical frequency of improvement among 
the patients treated by B physicians when 
insulin is combined with psychotherapy? Is 
there a change in the treatment patterns used 
by B physicians when insulin is used? A 
detailed analysis of our material discloses no 
noteworthy differences in the B’s in respect 
of the frequency with which more confiden- 


TABLE 3 


COMPARISON OF IMPROVEMENT RATES oF SCHIZO- 
PHRENIC PATIENTS TREATED BY Group A AND 
Group B PHYSICIANS WITH PSYCHOTHERAPY 
ONLY AND WITH [INSULIN COMBINED WITH 


PSYCHOTHERAPY 

Psychotherapy only penr ‘rad 

| eee | 
ae Per- 

cent 
I U Toa I I U Total E 
A patients... 31 7 38 815 28 6 34 823 
B patients... 9 17 26 34.5 9 2 ir 818 
Total .....- 40 24 64 625 37 8 45 822 
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tial relationships are established, motiva- 
tional Personal Diagnostic Formulations are 
made or personality-oriented goals are se- 
lected. In one respect, however, the B physi- 
cians show a shift of pattern when insulin 
is combined with psychotherapy: then, in 
54% of the patients, the B physicians use the 
tactical pattern of “active personal participa- 
tion” in contrast to only 9% when psycho- 
therapy is attempted without insulin, a differ- 
ence approaching the .o1 level of significance. 
This indicates that the B patients who receive 
insulin are also the recipients of a different 
pattern of care from the physicians in this 
one important respect than those treated by 
the same physicians without insulin. The 
insulin seems to have an effect on the be- 
havior of the B physician which renders him 
more like the A physician in his therapeutic 
contacts with the patient. The B physician 
seems better able, when he uses insulin than 
when he does not, to enter into active per 
sonal transactions with his schizophrenic pa- 
tients. The gain in improvement (which these 
findings suggest may be associated with the 
physician’s more personal, active behavior) 
is primarily a limited one, of lesser quality, 
and this increased activity of the B physt 
cians does not raise the level of frequency 
with which more confidential relationships 
are established with the patient (18% with 
insulin and 23% without). 

In comparing the treatment patterns en 
ployed by the A physicians when insulin 1S 
used and when it is not, no noteworthy a 
ferences are evident. It does not seem mr” 
the use of insulin has any detectable effect on 
the behavior of the A physicians in a favel, 
able direction. Our over-all findings suse i 
on the other hand, that both A and B patien 
who improve show a lesser quality of 1m. 
provement when treated by insulin combin 
with psychotherapy than by psychotherapy 
alone. The development of a confidential te 
lationship between physician and the 
seems particularly infrequent among eo 
insulin-treated patients. Of the 77 who E 
proved in this series of 109, only 38% E 
those treated with insulin formed mere 
fidential relationships with their phys! 3 i 
in contrast to 65% of those treat d by Ee 
chotherapy without insulin. This di 5 
is statistically significant at the .02 lev 
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tendency toward a less intimate therapeutic 
relationship when insulin is used is shared 
by both A and B physicians. In part, this 
may simply reflect a greater social wariness 
in the patients selected for insulin treatment. 
Or it may support the inference that the use 
of insulin constitutes some obstacle to a 
closer personal rapproachment between pa- 
tient and physician—perhaps making treat- 
ment seem something that the physician does 
to, instead of with, the patient. This raises 
the serious question, particularly in connec- 
tion with the A physicians, as to the therapy 
of choice for the most fruitful use of their 
talents. These physicians seem to get equal 
numerical results without the use of insulin, 
and somewhat better qualitative results, both 
in terms of grade of improvement, and in 
Providing the patient with the personal ex- 
perience of a trusting, participative relation- 
ship. Without the experience of such a re- 
lationship by the patient, one cannot but have 
some skepticism as to the enduring value of 
the symptomatic improvement accomplished. 


THE PATTERN OF ACTIVE PERSONAL PARTICI- 
PATION 


ose phenomenon which stands out in both 
IS and the previous survey seems to war- 
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rant special emphasis : the strikingly high as- 
sociation between a favorable clinical course 
and the use of the tactical pattern of active 
personal participation by the physician, 
whether insulin is or is not combined with 
psychotherapy. It seems particularly impor- 
tant to call attention to this pattern of thera- 
peutic participation because in neither the 
present nor the preceding series of cases was 
it used by either A or B physicians in the ma- 
jority of their cases. In this series it was used 
(see table 4) in only 32 cases (24 A and 8B), 
of which 30 (94%) improved. In the preced- 
ing series of 100 patients, the findings were 
similar. This pattern was used in only 39 cases 
(31 A and 8 B), with 33 (85%) improving. 
If the two series are considered together, ac- 
tive personal participation was used by the 
physicians in 71 cases (34%), with 63 
(89%) improved. In the two series, 25 1m- 
proved at the best level and 24 of these were 
treated by physicians using active personal 
participation. ne 
That relatively so few dip cepa em- 
loyed an active, personal, participating ap- 
promi in thet treatment of schizophrenic 
patients, is of considerable interest and raises 
questions as to why this is so. The striking 
association between favorable clinical prog- 
ress and the use of this pattern had not, of 


TABLE 4 
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course, been documented at the time these 
young physicians were working with these 
particular patients. Those who used this ap- 
proach seem to have done so either empiri- 
cally, or spontaneously as a natural expres- 
sion of their own personality. This is a con- 
sideration which has intrigued us for some 
time—that the personalities of the A and B 
physicians may differ in certain specific ways 
which make the one group more acceptable 
to the schizophrenic patient as working part- 
ners than the other. Attempts to ascertain 
these differences and validate such an hy- 
pothesis are being made but are not discussed 
in this report. 

In addition to the possibility that certain 
physicians may have a natural aptitude for 
working more actively and personally with 
schizophrenic patients than certain other 
physicians have, there are other factors 
which may serve as deterrents to a closer 
rapprochment between physician and ,pa- 
tient. For example, the bias of more formal- 
ized psychiatric dogma with regard to the 
physician’s therapeutic behavior with his pa- 
tients has leaned toward professional imper- 
sonality and passivity (either in accordance 
with an “organicist,” impersonal formula- 
tion of etiology, or, in line with psychoana- 
lytic formulation, to serve as a “screen” on 
which the film of the patient’s transference 
reactions are projected and to lend one’s 
trained intellect for translating and interpret- 
ing what one sees). A strict adherence to 
this bias is not of course universal, In the 
Henry Phipps Psychiatric Clinic physicians 
are encouraged to engage in joint therapeutic 
endeavors with psychiatric patients in flexible 
and individually patterned ways with empha- 
sis upon the study of the individual per- 
sonality. Even with encouragement and de- 
sire to understand the schizophrenic patient 
as a person, and to understand the schizo- 
phrenic experience as a personal experience, 
the achievement of such understanding is by 
no means an easy and automatic result of the 
desire. 

Another important factor undoubtedly act- 
ing as a deterrent to a personal and partici- 
pant relationship with the schizophrenic pa- 
tient has been the uncertain state of psychi- 
atric knowledge of what the schizophrenic 
illness is all about. In the absence of any cer- 
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tain knowledge of what motivates the pa- 
tient to act as he does, his aloof, rebuffing, 
bizarre behavior inevitably had a discourag- 
ing effect on the physicians responsible for 
his care. Some understanding of the motives 
behind the schizophrenic patient’s personal 
and clinical behavior has been gained in re- 
cent years through the published studies of 
a number of investigators. The social dis- 
tance maintained by the schizophrenic has 
become meaningful as a sensitive interper- 
sonal pattern of separateness, motivated by 
a fearful and hateful lack of trust in himself 
and others. This understanding is confirmed 
by the course of events during treatment: 
as the patient’s trust is evoked, his esteem 
for and confidence in his own potentialities 
are awakened; the social distance between 
himself and others is replaced by renewed 
efforts at participation with others, and the 
bizarre clinical manifestations fade. Such an 
understanding of the meaning of the schizo- 
phrenic patient’s behavior provides the physi- 
cian with a rational basis for planning how 
he can behave as a therapeutic partner an 
to what ends. As a corrective to the active 
rebuff and passive sabotage by which the 
patient reveals his social wariness and main- 
tains his social distance, a high (even €x- 
treme) degree of enterprise, initiative, am 
persistence in an active effort to register as 
an acceptable challenge to the patient’s work- 
ing slant on himself and others seems quite 
clearly a rational procedure of choice. Suc 
a pattern of participation by the physician 
with these very disturbed patients is a rake 
ous task, at many moments fraught wit 
distressing uncertainties. It demands of the 
physician that he maintain himself in a state 
of heightened sensitivity and responsivene™ 
to a patient in whom, certainly in the early 
phase of treatment, he may see little apprec 
ation of his effort and few reassuring si6 
that it may be effective. This can be & T 
exciting and challenging experience. It bri 
also be quite fatiguing. A reluctance OP e 
part of quite competent physicians to ip 
personally involved in the treatment © a 
schizophrenic patient is a realistic pot! 
against which safeguards need to be pein 
if professional understanding and therapeu 
talent are to be utilized effectively. 
Another consideration, in this conn 


ection, 
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is the question as to whether those patients 
who were treated by the tactical pattern of 
active, personal participation were different 
in their personal, social or clinical character- 
istics from those treated by other tactical 
measures—perhaps less bizarre in their psy- 
chotic manifestations and more likely to 
evoke a participant response from their 
physicians. This possibility was checked by 
comparing the 32 patients who were treated 
by active, personal participation with the 77 
who were not, in terms of the personal and 
clinical items listed in Table 1. Differences 
at levels of statistical significance were found 
for only two items. Eighty-eight per cent of 
the patients treated by active, personal par- 
ticipation were of middle or upper socio- 
economic status, in contrast to only 55% of 
those treated by other tactical measures, a 
difference significant at the .or level. And 
59% of those treated by active, personal par- 
ticipation were reported as having special 
abilities or interests as evidenced by their 
Prepsychotic activities, in contrast to only 
35% of those treated by other modes of 
Physician approach, a difference significant 
= the .o5 level. No significant differences 
a found in respect of any of the other 
indion 5 the table, These findings seem to 
fen that the schizophrenic patients 
ae y active, personal participation were 

Clinically, a less formidable group than 
otherwise treated. However, their hu- 
‘a ete and potentialities may have 
hs. SN readily perceived by their physi- 
maa: whom their socio-economic back- 
it of corresponded more closely than did 
sonal Patients not treated by active, per- 
Here on mation. That is, unless the pa- 
faites Personal talents were conspicuous or 
Gage with the physician’s own con- 
a a of “talents” and “resources” —a 
ai perhaps derived too exclusively 
ical own family and social value systems 
Eai erts or resources of a different 
Overlook 3 he may have had may have been 
Dettical ti eed bs not activated in a thera- 

aol ective way. It may be that the 
pate ik who more frequently partici- 

ive their schizophrenic patients m an 
the » Personal way, are, in comparison with 


Were Physicians, less status-bound, as it 
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» and more sensitive to a wider range of 
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human resources ; but that even they, as well 
as the B physicians, might increase their 
perceptivity of these matters, to the greater 
benefit of more patients, 


SuMMARY 


Psychotherapeutic relationships between 
18 physicians and 109 schizophrenic patients 
were compared and contrasted when insulin 
was combined with psychotherapy and when 
psychotherapy was used alone, in relation to 
the outcome of treatment. The patients are 
divided into an A group (those whose physi- 
cians achieved an improvement rate of 70% 
or higher) and a B group (those whose 
physicians achieved an improvement rate of 
less than 70%). Our findings indicate that : 

1. Insulin combined with psychotherapy 
is associated with a numerical increase in 
improvement only in the B patients (from 
34% to 829). A patients show no numerical 
gain (the rate remaining at 82%). 

2, The higher numerical rate of improve- 
ment in the B group when insulin is com- 
bined with psychotherapy does not carry with 
it an increase in quality of improvement. 
Only one B patient reached the highest grade 
of improvement and in this case insulin was 
not used. Nor are qualitative gains associated 
with the use of insulin in the A patients. | 

3. The A physicians, with or without in- 
sulin, achieve the best qualitative results (12 
of 13 patients at the highest grade of im- 


provement) ý 


patients are con 
come was again 
physician’s 
tion shows 
i the . . p 
oe the patient 1n modifications of 
personal adjustment patterns anda 
tive use of asse er tl 
on psychopathology ; when, in his day-by-day 
tactics he participates wi 
aAA inbi develops between 
physician and patient. yay b isa 
con were again found to ore 
teristic of pa than the B physicians. 
nT 
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5. B physicians more frequently use the 
tactical pattern of active personal participa- 
tion when insulin is combined with psycho- 
therapy (54%) than when psychotherapy 
is used alone (9%). B patients who receive 
insulin are thus more frequently the recipi- 
ents of one of the more effective psycho- 
therapeutic patterns in contacts with their 
physicians than those treated by the same 
physicians without insulin, and this may ac- 
count in considerable part for their greater 
numerical improvement. 

6. The tactical pattern of active, personal 
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participation which is particularly highly as- 
sociated with good numerical and qualitative 
levels of improvement (94% over-all im- 
provement in this series, 85% in the earlier 
study), was not used in the majority of their 
cases by either the A or B physicians. It is 

that this mode of therapeutic par- 
ticipation with schizophrenic patients merits 
more extensive trial. 
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The value of studying the psychiatric 
thor and practice of a given individual 
“Wigs less in the greater understanding we gain 
of the person than in the picture it gives us 
of the medical practice of the time. Dr. 
Amariah Brigham (1798-1849), one of the 
tarly leading psychiatrists in the United 
States, managed the large and successful 
New York State Lunatic Asylum at Utica 
“in the decade before 1850. His life and 
_ Works have been presented in a previous 
‘Paper (1). 


THE ROOTS OF BRIGHAM’S THOUGHT 


Brigham grew up in postrevolutionary 
New England where the cones of personal 
q freedom and the dignity and value of the 
individual were still advocated. The Puritan 
a und of emphasis on religious dogma, 
 Soberness and industrial good works was 
still prevalent but Brigham embraced Unitar- 
ka with its devotion to rationalism, phi- 
uitopy and practical Christianity. Brig- 
S medical training consisted of a pre- 
het some courses at New York and 
arter study at London and Paris. He was 
pot influenced by the Paris school with its 
“emphasis on theories and diagnosis and 
Ss on clinical observation, localism as 
Wn through lesions which encouraged the 
eel of specialism, and medical sta- 
(2). He stressed the value of phrenol- 
oo he knew through his readings of 
Ie E he was personally acquainted with 
T $ Spurzheim and George Combe. With 
ef Jn phrenology came a rationalistic 
‘Panation of human nature which was opti- 
Muc in stressing the essential goodness of 
and the importance of education in pre- 
tig . correcting deviations. The brain 
tion Organ of the mind with various sec- 
Py ome with specific faculties. 
chastity a also stressed sobriety, virtue, 
had ne “a self-improvement ( 3). Brigham 
—" psychiatric education but was 
ment of the New York Hospital and the depart- 
College Psychiatry, Cornell University Medical 
» New York. 
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much influenced by Dr. Eli Todd who di- 
rected the Hartford Retreat where his law 
of kindness prevailed. Brigham was most 
influenced by his readings of Pinel, Esquirol, 
Georget and Prichard. 


DEFINITION AND DIAGNOSIS OF INSANITY 


Brigham said that a definition of insanity 
“is perhaps impossible” as it “can not be 
described by any one symptom. It is a 
chronic disease of the brain producing either 
derangement of the intellectual faculties, or 
prolonged change of the feelings, affection 
and habits of an individual[4]. . . . It is 


\ an effect of a disease of only a part of the 


brain . . . the outer or grey part[5].” 

He paid little attention to the system of 
diagnosis then prevalent which divided pa- 
tients into the following classes: mania, 
melancholy, dementia and idiocy. About the 
systems he said(4): 

em aj 5 to be of much practical 
wilt a en founded on symptoms must 
be defective, and perhaps none can be devised in 
which all cases can be ar have seen no 
classification that is unobjectionable, nor have we 
any to propose(4). 

e did s however of moral insanity in 
which agi is not noticeably dis- 
turbed, while the natural feelings, inclination 
and temper are changed and perverted, caf 
tellectual insanity, and general insanity w r: 
was a mixture of both and constituted e 
majority of cases(4). He also stated : 
We consider hypochondriasis but any edee 


fel. : Hysterical women do the most strange 
‘age ol classes of persons, 
ones z elon ing out the deception, sub- 
mit to painful operations by the physician and sur- 
..» they are apparently sincere. . - - > 
terical women see visions dream ary 
are so vivid that they take them for realit ; 


sanity Laas iting fac- 
edisposing from exciting 
he separated pr pos: a 
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tors. He mentioned hereditary predisposi- 
tion: 

It is not a disease, nor would it lead to insanity 
without the agency of some exciting cause[8]. . . . 
We are of the opinion that it has more influence in 
producing that disease, than all other causes com- 
bined. . . . Contrary to the opinion of many, we 
have found this inherited form of insanity as cura- 
ble as any other[9]. 


He found in a study of 2,014 patients, that 
637 had insane relatives and 273, insane 
parents(10). 

He subdivided the exciting causes into 
physical and moral. Physical causes included 
deliria, fevers and various brain injuries and 
diseases. He cautioned(11) however that 


ill health should not always be considered a physi- 
cal cause of insanity, as dyspepsia, epilepsey, apo- 
plexy, and other complaints that often precede in- 
sanity, are caused by mental anxiety. 


In this statement and in other writings par- 
ticularly on dyspepsia and bowel disturb- 
ances, Brigham showed an approach to 
functional disturbances which resembles con- 
temporary “psychosomatic” thought. Al- 
though he stressed physical causes, he added 
(12) : “we believe that moral causes are far 
more operative than physical.” 

On the whole, Brigham was most inter- 
ested in the moral causes ... today we 
would say emotional. “We wish that all 
might realize the superiority of our moral 
nature over intellect itself.” Intellect “con- 
tributes little in fact towards forming what 
we call the character of an individual” which 
is largely determined by moral factors(13). 
He felt the groundwork for emotional ill- 
nesses was laid early. 

Neglected moral education is... i 

of insanity, whereby the feelings cata a 
quire undue power. A character is early formed 
that can bear no restraint or opposition, and in 
after life is kept in a constant state of excitement, 
until insanity ensues[14]. 

As tendencies can be seen from childhood, 
it is “necessary to study the character of 
children when quite young.” He points out 
that “whatever is taught children by precept 
is of trifling consequence, compared with 
that which is taught by example(15).” He 
explained how moral causes could bring 
about mental illness. 
All mental emotions excite the brain, increase its 
action and tax its powers, and if severe or long 


continued, will as assuredly injure it, as too much 
or too stimulating food will injure the stomach[ 16]. 
... Next to hereditary predisposition, mental dis- 
turbance, care, anxiety and faulty education are 
the most common causes of insanity[17]. 


Among the immediate causes he discussed 
sleep, fright, masturbation and alcohol. Lack 
of sleep is “the most frequent and immediate 
cause of insanity.” He did not confuse sleep- 
lessness as primary for he said: 


Insanity rarely results unless the exciting causes 
are such as to occasion loss of sleep[18].... 
Frequent great fear lays the foundation for nervous 
affections that grievously afflict persons for life[19]. 
... Masturbation, though productive of alarming 
disease and death ... is as frequent the conse- 
quence as the cause of insanity [20]. . . . The sad 
effects of alcoholic drinks are more frequently 
found in the stomach than in the brain[2o]. 


He also felt that civilization played a 
role(21). 


We find that insanity prevails most in those coun- 
tries where people enjoy civil and religious freedom, 
where every person has liberty to engage in the 
strife for the highest honors and stations in $0- 
ciety, and where the road to wealth and distinction 
of every kind is equally open to all. There 1s but 
little insanity in those countries where the govern- 
ment is despotic. 


TREATMENT 


Ambulatory psychiatry did not exist 1 
Brigham’s time as all therapy was central- 
ized in the hospitals. He divided therapy into 
medical and moral treatment, thereby paral- 
leling the division of exciting causes into 
physical and moral. 


MEDICAL TREATMENT 


His basic philosophy has been stated as 
follows : 


I think with Dr. Spurzheim that the medical treat- 
ment of insanity is to be reduced to sound es 
ciples of pathology in general, and hence 1° the 
method of treatment is applicable to all cases. | 
treatment proper for recent cases may be injuria 
to those of longer standing. The previous, h der, 
of the patient, age, and duration of the disor si 
necessarily demands a different course of Ta 
ment[22]. . . . No specific remedy for insanity 
as yet been discovered . . . according to our A 
perience, recent cases for the most part reni be 
mild antiphlogistic course; but regard shou 
had to the cause of the insanity[23]- 

es to a 


In general he limited his medicines at 


few well-established ones and used th 
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discrimination and moderation. He had great 
confidence in the natural recuperative powers 
of each individual(24). Therefore he aided 
the patient in all physical ways possible. “We 
regard good and plentiful diet, generally es- 
sential to the comfort and cure of the insane 
(25).” With emaciation, he also added cod 
liver oil and with refusal to eat, resorted to 
forced feedings using a stomach tube. He 
insisted that all patients be visited daily by 
the doctor and some, several times a day. 
In this way, proper treatment could be given. 
The antiphlogistic course he mentioned 
usually included venesection, cathartics, 
emetics and methods to produce perspiration. 
Opium and quinine were contraindicated. 
Brigham deviated in many respects, He oc- 
casionally recommended bleeding for the pa- 
tient with a physical injury to the head but 
otherwise said(26): “The treatment of in- 
Sanity by bleeding, though strongly recom- 
mended by Dr. Rush and some others, we be- 
lieve to be generally improper and frequently 
very injurious.” Cathartics he used, for he 
believed in keeping the bowels open but 
emetics played a minimal role. He utilized 
two forms of hydrotherapy. In the first, the 
La would put his feet in warm water 
ae cold water was poured on the head 
E a distance of 4-5 feet. He stressed 
arust be done gently and only in the 
he a of a doctor. In cases of excitement, 
he on prolonged warm baths with cold 
I ied carefully to the head (27). 
would patient did not respond to this, he 
Of 0 ten resort to tonics and narcotics. 
the tonics he preferred extract of conium 
and carbonate i EE ionall 
se bitt eo iron but would occasionally 
Oles: ers and quinine(28), As for nar- 
Instituto tum has always been used at this 
often on in the treatment of insanity and 
With great success,” as it produced 


Calmness, He had ‘seat 


man; ; i 
freely aed apparently recover while taking it 
held, and immediately relapse on it being with- 
Alter eo again recover under its use, and finally 

ntinuing it for a considerable time, and 


main well diminishing the dose, recover and re- 
for years without it. 


OSa, e 3 : 
Eo nrre usually one grain or less(29)- 


Son, 
tried b, of the other popular remedies he 
iater ut without encouraging results, 

„i : 
Nek, we issues, and particularly setons on the 


have often tried, but rarely witnessed 


any benefit from them in cases of insanity uncom- 
plicated with other disease(29). 


He did some research on various new 
treatments of the time. He did not find ani- 
mal magnetism of any value on the few 
patients on which it was used. Electromag- 
netism he found diverting but without any 
permanant benefit, He tried hashish and 
found it an active substance worth further 
trial. “Soon after the discovery that the 
inhalation of the vapor of ether had the ef- 
fect to produce sleep and insensibility we had 
recourse to it as a remedy in various cases 
of insanity.” Some patients appeared helped 
and others were excited but “to none has it 
proved injurious, and we are rather favor- 
ably impressed with its use, though we do not 
expect any striking remedial effects from it 
[30].” His experiments with chloroform 
gave similar results. 

This was the beginning of a period of 
controversy regarding the use of restraints 
and Brigham leaned definitely toward their 


restriction. 


any restraint, except confinement 
deemed requisite for our patients. Restraining 


this kind is far er 
t them to exhaust and injure 


Restraints were never permitted without a 
doctor’s order. 


MORAL TREATMENT 
Brigham gave most credit to the previous 
work of Pinel and Tuke and to Eli Todd in 


ey h 
i and partly to Benjamin Rus! 
al Rufan i ymaa He defined this treat- 


ment as follows: i 
moral treatment is meant attention to men- 

| peculiarities and every thing relating to Be 
t of the insane, exclusive 0 


pe treatment. Even medical treatment is often 


i i d not ly 
beneficial by its moral ates ae om the 
: cil vations wert to be placed 


object i view[34]. [The pa ae al 
si vase 3 wili be treated at 
ia a boi where they ki sara 
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sonable beings, and where they will have all the 
enjoyments of society and comforts of domestic 
life, not incompatible with their safety and the 
means used for recovery[35]. [More specifically] 
the removal of the insane from home and former 
associations, with respectful and kind treatment 
under all circumstances, and in most cases manual 
labor, attendance on religious worship on Sunday, 
the establishment of regular habits and of self- 
control, diversion of the mind from morbid trains 
of thought, are now generally considered as essen- 
tial in the Moral Treatment of the Insane[36]. 


He felt the patient should be brought to 
a pleasant hospital which should be warmed 
and well ventilated. It should be run effi- 
ciently and for the welfare of the patient. 
Everyone had his duties and these were 
specified in a set of regulations. The arriv- 
ing patient was given a kindly welcome, in- 
troduced to the doctors and other patients. 
Any dangerous objects were removed as well 
as snuff and smoking tobacco. Some chewing 
tobacco was allowed. 


Many are brought to us in chains . . . these are in 
all cases immediately removed, and the patient is 
kindly addressed and assured that he is among 
friends who will use him well . .. he is also told 
the truth[37]. [As to destructive patients] we 
much prefer that a patient should occasionally 
break a pane of glass or tear some of his clothing, 
than keep him constantly confined. We therefore 
give him frequent opportunities and place before 
him inducements, to exercise self-control[38]. 


Any abuse of a patient by an employee was 
grounds for immediate dismissal. 

In general the patients were encouraged 
to labor at the hospital. The men would work 
on the farm, in the garden, the cabinet shop, 
on mattresses and shoes, would paint, carve 
in wood and bone, and help with the printing 
press and do book binding. The women 
would help with the household duties, do 
basket weaving, iron, manufacture useful 
and fancy articles for sale, do tailoring and 
dressmaking and mend bedding and clothes. 
No work or diversions were permitted on 
Sunday. Brigham had the following reser- 

vations (39) : 

But however useful bodily labor may be to some. 
we regard it as less so generally as a curative meas- 
ure, and less applicable in many cases, than mental 
occupation in the regular and rational employment 
of the mind ... in fact, manual labor . . . proves 
more beneficial . . . by engaging the attention and 
directing the mind to new subjects of thought, than 
by its direct effect upon the body. Not unfrequently 
manual labor appears to be injurious, especially in 
recent cases (39). 


BRIGHAM (Apr. 
Brigham believed in the value of education 
in bringing about an ordered mind, and he 
had four classes meeting twice a day for an 
hour with intelligent teachers whose only 
duty was to instruct and divert the patients: 
The classes were devoted to reading, spell 
ing, writing, arithmetic, geography and his- 
tory. Lectures were also given in the chapel 
by the physicians and by various guests. 
Brigham also developed a library with several 
hundred books and received 70 newspapers 
weekly for the use of his patients. The 
hospital also had a museum, a greenhouse 
with over 1,000 plants, a whittling school 
which produced toys, and a Lyceum and 
Debating Society which met weekly. 

An active program for entertainment and 
amusement existed throughout the hospital. 
Each hall had checkers, cards (which were 
allowed only two nights a week), books and 
a ball and ninepins. The patients were ene 
couraged to sing, sew and knit as well as to 
ride and take walks. Those who were music 
ally trained played in the Asylum Brass 
Band. An annual ladies fair was given as 
well as occasional theatrical exhibitions which 
consisted of piano concerts, readings 2 
even a demonstration of mesmerism. FOF 
those who were interested, there was af OP" 
portunity to take and develop daguerreotyp® 

Brigham believed that religious services 
and consolation should be available to 
patients. However, he had strict ideas tha 
the minister should be responsible to the 
superintendent, that his preaching should be 
nonsectarian and encouraging by emphasizi 
ing love and forgiveness rather than sin ane 
damnation(40). Patients largely made up 
the choir. 


PROGNOSIS AND RESULTS 


Brigham made the following comments 
on prognosis in mental illness(41)- 


It is rarely cured after it has uninterruptedly or 
tinued two years, though there is always bi 
the patient is vigorous and the form of H and 
varies . . . general excitement of the mmr i 
feeling is more readily cured than monomanio he 
and the more acute the disease, the more rap vio- 
recovery usually. . . . Insanity arising from Eo 
lent exciting cause is more likely to recoVe® 
when it is produced by a trivial cause » a vet 
middle aged, it is thought more frequently "speed! 
than the very young or the aged. . - - THe ment is 
action of moral causes in producing deran 
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a favorable circumstance. . . . Remissions are fa- 
yorable... . No alteration of pulse is an unfavora- 
ble indication. . . . When digestion, sleep, and ap- 
ptite are normal, weight increasing without 
decreasing insanity ... there is little hope... 
Insanity is not curable when it is the result of 


epilepsy. 


Brigham continued regarding excessive 
optimism about results. He pointed out that 
many annual reports have “too much coleur 
de rose and as a result mislead the public. 
One must(42) “guard against the excitation 
of an impression that has already become too 
general, that nearly all the insane can be 
cured at Lunatic Asylums. . . . When we 
call to mind that $ of all the patients in the 
institution for the insane in this country are 
incurable,” one must stop boasting and work 
harder for useful discoveries. He made a 
point that it was difficult to compare results 
between institutions as some had many more 
incurable patients than others(43). 

He separated his patients into recent and 
old cases. 


According to our experience, recent and curable 
tases do not generally recover in 3 months, but a 
eee do in 4 or 5 months[44]. [While] cases 
i ‘op been suffered to go on for several years, 
sing recover under any treatment[45]. [These 
ee often called demented and neglected.) But 
meas te those belonging to this class are im- 
conclusi Pathological researches warrant no such 
ikh usion[46]. [Some old cases do recover and] 
» instances, though infrequent, lead us never to 
Pair of even old cases of insanity [47]. 


A the first rr years of the Utica State 
ee: 3,923 patients were admitted. Of 
= 1,625 or 41.4% recovered, 55 or 1.376 
ang improved, and 598 or 15.376 were 
Were ved. Of the remainder, 753 or 19.27 
and unimproved, 446 or 11.4% had died, 

446 or 11.4% were still hospitalized. 
ae not help but be impressed by this 

e Of Brigham’s psychiatric practice. 

e oe S problems were recognized to be 
me i of an illness thereby coming under 
With ki Jurisdiction. The patient was treated 
eal Ndness and respect in a hospital where 
stressen Separated from any of his external 
Would cz An active program of what we now 

a occupational and recreational ther- 
duplicated o outstanding that it has been 
Ofgani ed only in recent years. Although 

zed psychotherapy was lacking and 


parts of his medical treatment seem archaic, 
his over-all therapeutic attitude well proved 
its value in the 58% of his patients that were 
discharged improved or recovered. 
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WIT AND SCHIZOPHRENIC THINKING * 
MAX LEVIN, M.D.,2 New York City 


Some jokes are identical in structure with 
the thinking disturbances found in the psy- 
choses, notably in schizophrenia, a fact which 
seems to have biological meaning. 

Thanks to Bleuler, we know that one of 
the basic symptoms of schizophrenia is a 
thinking disorder, manifested by faulty as- 
sociation of ideas. It is seen in other psy- 
choses too, such as delirium(1), but in 
schizophrenia it is outstanding. Arieti(2) 
and 1(3) have called attention to the simi- 
larity of humor and schizophrenic thinking. 
My purpose here is to consider the biological 
meaning of the similarity. 

_ One day in April a man in bromide delir- 
ium was asked the date, and he replied it 
was the first week in December. (In other 
ay Christmas will soon be here?) “No, 
Fil already gone.” (Then this can’t be the 
T week in December.) “Then it must be 
atid week in December.” Many a 
te essional gag writer has done worse than 


FORM AND SUBSTANCE 


e e schizophrenic thinking disturbance 
the Naat forms. There is impairment of 
lisa ‘sd to differentiate symbol and object, 
he and concrete, figurative and literal, 
can “i and pseudo-relevant. Much of it 
conf summed up by saying that the patient 

ir, form and substance. 
that BR ophrenic woman had the delusion 
brother, her former employer, was her 
name w. Vhen reminded that her maiden 
forefathe: Jones, she replied that one of her 
a repl hers had changed his name. This is 
oth “Se form but not in substance, for 
inher} and the alleged brother would have 

tited the new name. 
ae of humor based on confusion 

Srahme and substance is a story about 
Wattets hor’ a performance of one of his 
eee No asked by the violist if he had 
1 

From the department of neurology and neuro- 
Fifth j Cen York Medical College, Flower and 
Addre "F Hospitals, New York, N. Y. 
N, y, s: 350 Central Park West, New York 25, 


liked the tempo. He replied, “Yes—espe- 
cially yours.” In form the reply is a compli- 
ment; in substance, an insult. 

There is a story about de Pachmann, the 
pianist, a temperamental man known to be 
abrupt and rude to other pianists. He and 
Harold Bauer once crossed the ocean on the 
same ship. Bauer had started his career as 
a violinist but had switched to the piano when 
it became clear that his talent there was even 
greater. Bauer noticed de Pachmann on the 
ship but avoided him, fearing a rebuff. When 
the ship docked de Pachmann was surprised 
to find Bauer aboard and asked in mock re- 
proach, “Harold, my dear boy, why didn’t 
you let me know you were aboard? We could 
have passed some time together.” The 
younger man replied diffidently, “Well you 
know, they say you don’t have much use for 
other pianists.” “But my dear Harold,” pro- 
tested de Pachmann, “I never considered you 
a pianist.” Here again we see, 1m f orm, à 
friendly assurance; in substance, a dispar- 


agement. » 
A schizophrenic white woman from a 


Southern state, 0 i ; 
Psychiatric Clinic in Baltimore, 


“the colored ward 
knew this she said We 
to Baltimore was a Ai 
paei only an illusion of relevance, and 
lacks substance. — 
A schizophrenic 
months old had di 


boy 12 years and 8 
fficulty with a question 


Š FAA 
bles younger children : Why is t! 
AE, wae round when it looks flat? 
et knowing that people 
travel “around” the world, he conceived the 
ion that the earth is 
fe, which is both flat and round. I replied 
that this could not be true, for a man He 
travel in any direction without meeting @ 
edge. I used 
dering the ate hopa 
d [spherical], why 
us?” oe that a circle or ag aee 
1 ture in a small segm 
e illustrate this I 
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drew on a sheet of paper an arc of a circle 
whose radius was the length of my arm. 
Folding the sheet so as to expose only an 
inch of arc, I showed him that the curvature 
was hardly noticeable. Thinking deeply, the 
boy unfolded the sheet so as to expose the 
whole arc and asked me how it looked. I 
replied, “It still looks pretty straight—and 
yet it’s a little round.” Immediately and 
triumphantly he cried, “You see? I’m right: 
the earth is both flat and round [like a disc].” 

Here again is a clash of form and sub- 
stance. My remark seemed to confirm the 
boy’s theory, but substance is lacking, for 
my words and his were not in the same 
context, 

Poor grasp of context is seen in schizo- 
phrenia. Thus a woman, examined for the 
first time, was asked what her husband does. 
She replied, “He’s sick; he ain’t working.” 
I thought she meant he was chronically ill, 
and was astonished to learn that she meant 
only that he had been laid up for two days 
with a cold and was still in bed. She did not 
appreciate the context and meaning of the 
question, “What does your husband do?” 

Here too is a similarity to humor, for one 
of the techniques of humor is distortion of 
context. Thus a man with a broken finger 
asks the doctor who has set it, “When this 
heals, will I be able to play the piano?” 
Doctor: “Yes, you will.” Patient: “How 
marvellous! And I’ve never had a lesson in 
my life.” 

Many years ago a physician took part in 
a discussion of the age of onset of schizo- 
phrenia. In opposition to the view that the 
disease may start at any age, he said he had 
never seen a case starting late in life. This 
argument, proper in form, defeats itself as 
to substance, for it overlooks a possible 
self-deception: maybe he had seen cases 
with late onset which, under the influence of 
his preconception, he labelled something else, 
such as senile psychosis. 

If a physician boasted that he had never 
been successfully deceived by a malingerer, 
he would be naive, for when a malingerer 
succeeds in deceiving us, we ipso facto are 
unaware that we have been taken in. 

Clash of form and substance is seen in 
all aspects of life. It is the basis of deceit 
and guile. Machiavelli, after saying that 
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the prince must have the cunning of a fox, 
goes on to say(4): “Tt is necessary, how- 
ever, to disguise the appearance of craft and 
to understand the art of feigning and dis- 
sembling. . . . Men in general judge more 
from appearances than from reality. All 
men have eyes, but few have the gift of 
penetration.” 


INABILITY TO SEE INCONSISTENCY 


Blindness to inconsistency is a common 
failing in schizophrenia (though of course 
it is not confined to that condition). Many 
jokes are based on it too, such as the one 
about the man who boasted, “I can’t see why 
people think it so hard to give up smoking. 
I’ve done it many times.” 

At the 1952 convention of the American 
Newspaper Publishers Association there was 
a session on freedom of the press, at which 
speakers denounced “suppression of the 
news” and “creeping censorship.” The ses- 
sion was closed to reporters, a fact noticed 
by the trade magazine Editor and Publisher. 

In mental hospitals it is a commonplace 
for relatives to beg for the release of the 
patient on the ground that there is nothing 
wrong with him. At the Harrisburg State 
Hospital I twice had this experience: the 
schizophrenic spouse of a patient, pleading 
for his release, argued against the patient 
without being aware of the inconsistency- 
(1) A schizophrenic woman begged for the 
release of her husband. In reviewing | y 
case I asked what had led to his admission. 
She replied, “He thought the neighbors wer€ 
talking about him and slamming doors. be 
you know they weren’t doing any of E 
things.” (2) A woman was admitted whe 


si 
her son was two months old. Two year 


asked fof 


later her schizophrenic husband Eina 


her release. He insisted she 
shown any mental symptoms an 
commitment had been a mistake. | 
she had never had any “erratical ideas. 
remarked, “Well, you know, ever e she 
came to the Hospital she has insiste : 
never had a baby.” He replied vehemen 
“Well, she had.” (She even says she gating 
was pregnant.) “Well, she was.” Inre id 
his wife’s delusions he was arguing u 
himself. 


He sal 
” 


d felt het 
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THE NAÏVE ATTITUDE 


A fable can be understood on two levels. 
To the child it is a charming story of animals 
that speak, while the adult sees a deeper 
meaning. The schizophrenic is naive and 
has trouble grasping this deeper meaning. 
He will interpret the story of the fox and 
the crow like a child. “Don’t count your 
chickens before they’re hatched” is, to him, 
a precept for poultrymen. 

As an example of infantile naiveté, my son 
when 4 years old found me playing chess one 
day, Fascinated by the beautiful pieces, he 
too wanted to play chess. A board was set 
up, and he and a playmate moved the pieces 
at random happily “playing chess.” 

The studied assumption of a naive attitude 
can serve a base purpose. Pornographic 
“comic books” have been labelled “For 
Adults Only.” The disingenuous publisher 
can say, “See how I try to protect the 
young,” when the real object of the label is 
to seduce them. 

Some jokes are based on the contrast of 
the naive and complex. At the time of the 
Dreyfus affair Clemenceau made the witty 
remark that Captain Dreyfus was not a 
Dreyfusard. Only a child would think that 
the Dreyfus affair concerned the persecution 
of an army officer, The incident with Drey- 
fus was merely the spark. The affair dealt 
with deep divisions in French life, divisions 
Concerning the monarchy, democracy, the 
tole of the army in politics, etc. Dreyfus 
himself was not interested in these matters. 
phe son of the Archduke was riding 

Tough the estate when he came upon a 
Young peasant who resembled him to a strik- 
ing degree. Haughtily he addressed the man, 

Did your mother ever work in my father’s 
castle?” “No, Sir,’ answered the peasant, 
but my father used to be his coachman.” 

€ technique of this joke involves the con- 
cealment of a complex meaning behind a 
acade of naiveté. (I am not concerned here 
with the element of aggression and countet- 
aggression. ) 
ee brings to mind the story of a child, a 
À € story, Ira, age 5, bore a striking Te 
oT to his playmate Elsie. When 
nite asked whether his parents and 
“vide are related, he replied, “No, but 

yte very good friends.” 


Clifford Beers used to tell a story of the 
early days of the mental hygiene movement. 
The meetings of the organizing committee 
were sometimes stormy, with heated clashes 
of opinion. Once when all the others ganged 
up on him, Beers said, “Gentlemen, I must 
remind you that I am the only one here to- 
night with a medical certificate to show that 
Iam of sound mind.” This joke, which need 
not be fully analysed here, is given as an 
example of wit based on mock naïveté. 


THE NEGATIVE 


The little word “no” with all its ramifica~ 
tions is a big subject. Negativism in schizo- 
phrenia has been studied especially by 
Bleuler. One of his patients habitually said 
“not-ugly” when she meant pretty, and for 
ugly she said “not-not-ugly” (5). 

One aspect of the negative in normal be- 
havior is the use of the double and triple 
negative in speech. Medical men seem to be 
addicted to the multiple negative, and the 
phrase “not infrequently” is a medical trade- 
mark, Sometimes the phrase is justified, 
expressing the writer's meaning exactly, but 
“not infrequently” the meaning | 
stated better and less pompously without the 


was set by this 
gruesome sentence found by the Editor of 
Psychosomatic M edicine: “It is by no means 
far from infrequently that the absence of 
tubercle bacilli is not r tected 

(6). One almost wonders if there isnt in 
doctors a bit of a throwback to the primitive 
pattern of the man who will say such things 
as, “I ain’t got no energy to do no work no- 

” 

ae an example of humor based on misuse 
of negatives, there is the scene in a restau- 
rant, Diner: “May I have a cup of coffee 
without cream?” Waitress : “I'm sorty, Sir, 
we have no cream.” Diner: “Then I'll take 


it without milk. 


TERMS OF THE REVERSE 


DEFINITION IN 
enic woman who was always 


A schizophr 1 
pestering the doctors to discharge her a 
the hospital this coming Sunday couche 


i an here 
t in these words: “Cand be 

t Sunday? She made the same eR 
typed request week after week. What she 
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really meant was not “Can I be here till 
Sunday?” but “Can I stop being here after 
Sunday?” She expressed the idea in terms 
of its reverse. 

The identical phenomenon occurred in the 
case of a normal child 44 years old. He 
habitually asked questions with this format: 
“If such-and-such happens, then what?”, 
meaning, What effect will follow a given 
cause? One evening, after having heard of 
a certain fearful incident, he went to bed in 
anxiety, and wanted assurance that it 
wouldn’t keep him awake all night. He was 
assured be would soon fall asleep as usual. 
“But,” he persisted, “if I get over being 
frightened tomorrow, then what?’, mean- 
ing, “What if I remain frightened all 
through the night till tomorrow?” 

These two examples show that the schizo- 
phrenic and the child may employ the same 
inferior modes of thought, the one from 
disease of cerebral mechanisms, the other 
from their immaturity. 

At a medical meeting a speaker argued 
against the existence of a hereditary factor 
in a certain disease. The incidence is 5% 
in the offspring of affected parents and only 
1% in those of healthy parents. The speaker 
made a bizarre suggestion. He said the issue 
ought to be decided not by comparison of 
the affected offspring but of the non-affected. 
The important thing, he said, is not the con- 
trast between 1% and 5%, which is great, 
pat between 99% and 95%, which is negligi- 

e. 

The next example shows the same mode 
of thought asa technique of wit. A Negro, 
speaking against racial discrimination, made 
the witty remark, “We want the right to be 
discriminated against on the same basis as 
anyone else,” meaning, We, like other people, 
sie discrimination only when it is deserved 

Z) 

This phenomenon, the definition of con- 
cepts in terms of their reverse or negative 
aspect, has a psychological meaning. Tt has 
a bearing on our grasp of reality. To know 
what a thing is, we must know what it is 
not. That remarkable man, Benjamin Lee 
Whorf, has expressed this truth in an acute 
passage(8), starting with a commentary on 
the proverb “The exception proves the rule.” 
People misunderstand this and think it means 

that the exception establishes the rule, but 
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Whorf reminds us that “prove” means to 
test, to put on trial. He then goes on to show 
that the popular misconception, though it 
is wrong, contains an element of truth: Ifa 
rule has absolutely no exceptions, it is not 
recognized as a rule or as anything else; it is 
then part of the background of experience of 
which we tend to remain unconscious, Never 
having experienced anything in contrast to 
it, we cannot isolate it and formulate it asa 
rule until we so enlarge our experience and 
expand our base of reference that we en- 
counter an interruption of its regularity. 
. . . For instance, if a race of people had the 
physiological defect of being able to see only 
the color blue, they would hardly be able to 
formulate the rule that they saw only blue, 
The term blue would convey no meaning to 
them, their language would lack color terms, 
and their words denoting their various sen- 
sations of blue would answer to, and trans- 
late, our words “light, dark, white, black,” 
and so on, not our word “blue.” In order to 
formulate the rule or norm of seeing only 
blue, they would need exceptional moments 
in which they saw other colors. ; 

George Bernard Shaw said the same thing 
in his characteristic vein when he defined @ 
Cockney as “a man who does not know the 
country because he has never lived there and 
does not know London because he has never 
lived anywhere else.” 


THE BIOLOGICAL PURPOSE OF PLAY AND WIT 


The structural similarity of schizophremle 
thinking and wit has a biological meaning: 
This will become clear if we consider the 
nature of play. The prototype of play 18 
seen in the animal young. A kitten plays 
with things that move; it pounces 0n a 
blown by the breeze or on a ball of yarn 
rolling away. It stalks the tail of a litter 
mate and pounces on it. Play thus sharpens 
the coordination of eye and limb, perfecting 
the skills of a predator. Nature in her infinite 
wisdom has made it pleasurable for the 
kitten or pup to practice the skills need 
for survival. 

In all animals, but especially in man, adap- 
tation requires not only motor skill but also 
keen judgment. Man must think logic J 
and clearly. Learning to think, like learning 
to walk, takes practice. The child learns by 
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“playing” with ideas, putting them together 
in various combinations and sequences and 
seeing from trial and error what makes sense 
and what doesn’t. Nature has made this 
work pleasurable, as can be seen from the 
child's experiments with humor, experiments 
comparable to the play of a kitten stalking 
the tail of its litter mate. 

At the age of 4 years and 4 months my 
son, after speaking of an event that had 
taken place “a little while ago,” asked, “Do 
you want to hear something funny?” ( Yes.) 
“Last night ago,” he said, laughingly hilari- 
ously. The same boy, when almost 5, heard 
mention of worms in apples. With a twinkle 
in his eye he said, “You know what? One 
tay I bit an apple and found a snake.” This 
isa striking example. Could he have already 
understood that exaggeration alone is not 
enough? Had he said he had found an ele- 
phant, the joke would not have been as 
funny, despite the greater exaggeration. A 
snake being like a worm, the joke gets its 
punch from the coexistence of congruity and 
incongruity, 

e wisdom and beauty of Nature are 
beyond mortal praise. If play were not plea- 
ape kittens would not chase each other's 

rf and so would lack practice in the motor 
ee needed for survival. If there were 
Saha in the appreciation of the absurd, 
ey were no fun in playing with ideas, 
feu © Siac in various combina- 
Ries; Hee wee makes sense or non- 
ai fr n brief, if there were no such thing 

i mor—children would lack practice in 
i bal of thinking, the most complex and 

St powerful survival tool of all. 


EG 
OCENTRICITY AND REALITY 


suerte to think means, among other 
conce sti earning to modify one’s infantile 
erate to conform to reality. The child 
egocentric many notions that reflect his own 
ime he city, as in the next example. In 
with aa aines or discards them in keeping 
iS matt growing appreciation of reality. 
Piper, fo. 12> relevant to the theme of this 
S smil a the naïve ideas of the child make 
€; they are amusing. 
bap mle is from my own childhood. 
Street Up in Baltimore, on West Baltimore 
- My house, on the north side of the 


Atlantic Ocean is on your right, 
I had the notion that when I left my front 
door, the world before my eyes was oriented 
like a map spread on the ground before me, 
with north in front of me and the ocean to 


which meant I was walking westward, get- 
ting farther away from the midline of the 
city. I asked myself, “How is it that when 
I walk to the right I am getting closer to 
the ocean, which is to the east, yet the in- 
creasing house numbers show I am going 
west?” It suddenly dawned on me that my 
notion of map orientation was absurd, and 
that when I left the house I faced south, not 
north. I then realized that a map must be 
oriented by the fixed points of the compass, 
and not by the capricious circumstance that 
my house happened to face in this or that 
direction. 
‘Another example: my brother must have 
been 5 or 6 and I 9 or 10 when we doubled 
up one night and slept in the name bed. oe 
morning his first was: “Max, s 
that a funny dream we dreamt last night 
John Hersey (The New AEOS 
ber 24, 1951), returning from Israel, 
of a woman from an East European country 
who settled in Israel with 
boy picked up Hebrew fast and 
too became fluent in it. 
sisted in talking to him i 


woman a Jew 


tern of her childhood. 


THE IMPLICIT IN WIT; READING BETWEEN 


THE LINES 


The thesis i F 
he following fact: an 
a a good joke is imp citness. 


i r finds support in 
al PRAE that makes 
Allowing for 
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exceptions, a joke loses in quality if it is 
too explicit. When Stalin was desanctified 
a cartoonist for the Italian magazine Candido 
showed us a scene in the office of the party 
boss in a satellite country, with the follow- 
ing caption. Secretary: “This portrait of 
Stalin here, shall I throw it out?” Boss: “No, 
better put it in the attic. You never can tell.” 
The value of this joke lies in its implicitness. 
Suppose the boss had said : “No, don’t throw 
it out. Who knows which way the wind will 
be blowing tomorrow? Maybe the Stalinists 
will return to power and make it hot for the 
iconoclasts. Let’s be prudent and hedge.” 
This would have weakened the joke. In fact, 
it would no longer have been a joke, but only 
a political tract. A joke gains in quality as 
it makes us think. In the example given, a 
thought, a link in the chain of ideas, remains 
unspoken, leaving a gap for our minds to 
fill in. To get the point of the joke one must 
read between the lines. Here we see how wit 
and humor are related to exercise of the 
thinking faculty. 

President Eisenhower, at his press con- 
ference on February 29, 1956, announced 
his willingness to run again. But before he 
announced it he had a little fun with the 
reporters, all of them poised on the edge of 
their seats ; he tantalized them, speaking for 
several minutes about routine matters such 
as the Red Cross campaign. At his next con- 
ference a week later he got a laugh with a 
mock complaint, “I was disappointed that 
my announcements last week on the Red 
Cross and the farm bill didn’t get the space in 
the newspapers that I had hoped.” Here 
again to appreciate the joke the mind must 
do some work, filling in a gap. We must 
read between the lines. 

As an example of failure to read between 

the lines, there was the scornful visitor to 
the United States who said that statistics 
show a higher proportion of people in men- 
tal hospitals in this country than anywhere 
else. He jumped to the easy conclusion that 
there is something wrong with us. He didn’t 
realize that the hospitalization rate is a func- 
tion of the wealth of a country, for hospitals 
cost money. 


WIT AND COMPLEXITY 


The relationship of wit and intellectual 
function is further seen in the fact that the 
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highest wit is that which presupposes the 
grasp of a complex situation, one beyond 
the comprehension of a child or fool. It has 
often been said that it’s harder to elicit a 
smile than a guffaw. Here are three ex- 
amples that will make you smile. You may 
be sure no one will ever die laughing from 
them. ; 

“Show trains” to New York City serve 
theatre-going visitors, who are spared the 
trouble of shopping for tickets and hotel 
rooms. Since it is so hard to get tickets for 
hit plays, a New Yorker once journeyed to 
Louisville to join a show train so he 
see the plays he wanted(9). 

The clinician Francis Peabody used to say 
that one reason for doing laboratory pro- 
cedures is to enable us to do without them: 
He meant that laboratory data combined with 
study of the patient perfects our knowledge 
of disease, enhancing our ability to diagnose 
disease clinically. i 

The final example is a witty remark by 
Hughlings Jackson. When Jackson came on 
the scene the conception prevailed that epi- 
lepsy is due to diffuse disease of the brain. 
The concept of localization of function was # 
new one, and Jackson was one of those who 
helped to establish it, partly on the basis of 
his epilepsy material. He emphasized that 
epilepsy is a local disease, being due to 4 
discharging lesion in a cerebral area repre 
senting the part of the body where the ser- 
zure begins. In a discussion of fits beginning 
on one side, what we today call Jackson 
fits, he said(ro) : “Local symptoms must 0! 
necessity depend on local lesions. I 
were not so, all that has been written : = 
on localization of function would be shee 
nonsense.” This is true no matter what BY” 
pothesis one might prefer as to the nature 
of the lesion. “If we were to return tO 
oldest hypothesis—that there is Satanic pos- 
session—then in local seizures the possessi 
must be [a local one].” 

A comment may be made on 
“witty.” While intelligence is one of ey 
meanings of the noun “wit,” the adjecta 
restricted in modern usage to the conte 
humor. However I once heard it sé 
designate intelligence. A middle-aged fa 
in central Pennsylvania, in the 1930 $; the 
sos . . en 
injured when a truck hit him. ed of 
smooth talking insurance adjuster call 


the word 
the 
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him and asked him to sign some papers, the 
patient was suspicious. As he told us later 
at the Harrisburg State Hospital, “You must 
remember, I’ve lived all my life on the farm 
and ain't experienced in these things. I ain't 
witty: I ain’t quick in picking up things on 
the outside” (i.e. things outside his daily ex- 
perience). 

This paper by no means covers the. entire 
function of humor. In the most famous of 
all studies of this subject Freud showed how 
wit serves as an outlet for sexual, aggressive 
and other impulses, My paper deals with but 
one function of wit. My aim is to show that 
humor and wit assist the child in learning to 
think, to associate ideas, as play in general 
helps the young to sharpen their motor and 
other adaptive skills. 


SUMMARY 


Many jokes are identical in structure with 
the thinking errors of the psychotic, a fact 
of biological significance. The function of 
Play is best seen in the animal young. The 
Kitten plays by stalking the tail of its litter 
Mate and pouncing on it. Play thus sharpens 
the coordination of eye and limb, perfecting 
the skills of a predator and fitting the animal 
t0 survive, In man adaptation demands keen 


judgment. Man must be able to think logi- 
cally, to associate ideas properly. Nature has 
made it pleasurable for the child to “play” 
with ideas, to put them together in various 
combinations and see what makes sense and 
what doesn’t. This play with ideas, which 
developes the appreciation of absurdity, gives 
the child practice in the art of thinking and 
thus adds to his capacity for adaptation. 
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SOCIAL GROWTH DEFICIT AS A SYNDROME 
VERNON W. GRANT, Px. D.,! Macevonia, Ox10 


Immaturity of personality is a common 
finding among neurotics and psychotics. 
Much of the descriptive account of the be- 
havior of these persons could doubtless be 
written in terms of growth deficits in one 
or another sector of social response. Such 
aspects of behavior are often treated as con- 
tributory, in various degrees or ways, to the 
major symptom formation—that is, as set- 
tings favorable to such formation, but sec- 
ondary in clinical importance. 

This paper is concerned with those oc- 
casional instances in which this relationship 
between personality setting and symptom is, 
in a sense, reversed, In these cases the growth 
deficit is the more salient feature of the be- 
havior, and contributes more largely to ad- 
justment failure and to the difficulties of psy- 
chotherapy than do the manifestations of 
neurotic or psychotic processes. Such growth 
deficit may also appear in relatively “pure” 
form; that is, it may be the only evidence of 
behavior deviation, 

L. B. Hill(2), in a study of the “infantile 
personality,” has described some individuals 
who are neither mentally defective, psychotic, 
psychoneurotic, nor regressed, “yet fail to 
mature in their general attitudes and manners 
or in their techniques and aspirations.” He 
stresses the persistence of a dependent at- 
titude and observes that the deficit is most 
striking in interpersonal relationships. Some 
functions may be well developed; skills in 
the manipulation of “things” may be pres- 
ent, and knowledge is accumulated beyond 
that of a child, but these people fail to grasp 

total situations; they note only certain ele- 
mentary features, know little as to “what 
goes on” in others, have a small “bag of 
tricks” in social adjustment. 


CASE HISTORIES 


Case 1.—Our first case illustrates a relatively 
simple instance of this variety of behavior, The 
patient is a 43-year-old male, hospitalized on com- 
plaint of neighbors because of quarrelsomeness and 
violent displays of temper. He has been an employee 


1 Hawthornden State Hospital, Macedonia, Ohio. 
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most of his adult life in a machine shop owned 
by his father. The latter has been indulgent, and 
the patient has often stayed home from work when 
he felt so inclined. The father is reported to have 
beaten the patient, despite the latter’s age; also to 
have kissed him on the mouth in greeting. 

The patient appears older than he is, being par- 
tially bald; the skin about his eyes is finely wrinkled. 
By contrast, his manner and expression are con- 
spicuously youthful, at times childish. The ex- 
pression of the eyes is shallow and entirely relaxed; 
the lip movements and speech are suggestive of in- 
fantilism; at time saliva runs from the mouth- 
corners and dries. During interviews he appears 
mildly euphoric and talks without pause or stimu- 
lus. His mood is typically one of placid seli- 
satisfaction; boasting is frequent, niive and un- 
disguised. A major theme is his popularity ; where- 
ever he goes he makes many friends; he likes this 
because “they do things for you, give you things. 
He knows people like him when they praise him, 
give him candy or cookies, or are willing to lend 
him money. He talks much of candy, pocket money 
and of persons’ bringing him something to eat. His 
strongest motives appear to be egoistic; he is mainly 
concerned with simple pleasures and with im- 
pressing others with his merits. Affect concerning 
hospitalization is very weak, likewise concern about 
his family. At a sanitarium, before his admission 
to the hospital, he states, he was so popular he did 
not want to leave, and the nurses felt bad when 
he did so, He admits trouble with the neighbors, 
for which he assigns the blame to them, but shows 
little affect in this context. +. de 

The patient's wife states that his peculiarities 
were evident at time of marriage, when he was 273 
an attendant who knew him as a youth reports 
him as loud, aggressive, indifferent to ridicule or 
disapproval. So far as adulthood means maturity © 
interest and motive, awareness of responsibility, 
sori etc, the patient can not be regarded as an 

A : 

Apart from a mood at times suggestive of a i 
euphoria or hypomania there is no evidence bef 
psychosis. Conceivably this affective state 1$ zs 
more than the direct expression of a buoyant, 
sobered and Peter Pan-ish kind of personality. iy 
quarrels he became involved in were very Pro 
in large part a consequence of his boasting, 4 
the ridicule elicited by his childish traits. test 

The patients scores 92 on the Wechsler; SU ras 
variability was small ; verbal and performance nee 
were almost the same; there were no qualitatis, 
unusual responses. Organicity tests were n 
The patient failed several times in grade pi and 

icating most probably a motivational Ber is 
perhaps to some degree the effect he had t 
teachers, The father is described as excit ait 
quarrelsome and the data clearly suggest UH of 
patient's immaturity may be largely a reflect 
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the paternal model ; the father’s considerable means, 
and his indulgence of the patient may have reinforced 
the attitude of irresponsibility. The case history 
provides little further information for genetic in- 
terpretation. For the present purpose the central 
fact is the saliency of the personality growth deficit 
and the comparative mildness of other clinical 
features. 

Case 2—It may be significant that while in our 
second case the markings of immaturity are no less 
notable than in the first, the intellectual picture 
isin sharp contrast. The patient is a small, black- 
haired, heavily-built, 46-year-old woman of Irish 
descent. She is swarthy, somewhat pocked in com- 
plexion, but not unattractive. Much above aver- 
age intelligence, she has worked as a medical tech- 
nician, is alert, fluent, and more than equal to any 
work assigned to her. She is orphaned, and a 
widow. 

The significant behavior in this instance may be 
considered under the headings of dependency, at- 
tention- and sympathy-seeking, and narcissism. The 
degree of development of these traits is such that it 
is doubtful whether the patient could adjust satis- 
factorily outside an institutional setting unless in a 
protected situation with very tolerant supervision. 

The patient accepts hospitalization completely, 
and has never indicated any real interest in leaving. 
Her central concern in seeking contacts with staff 
pot has been to secure comfortable jobs, re- 
ain residence on one of the more pleasant wards, 
ed to have someone she can hope to rely on for 
hal and sympathy at need. Despite the manifest 
: ess of her alienated family she makes frequent 
Beals for pressure to get them to visit her, bring 
a meal 2 OT clothing, or to take her out for a visit, 
lire » etc. She wrote to a woman's organization 
Gan ae that each member “adopt” a patient, 
sift they would visit regularly, perhaps bring 
4 a Occasionally. She asks favors freely, going 
bes ea in her impositions to cool off the friend- 
ward h acquaintances, Her own helpfulness to- 
long n ers tends to be ingratiating. There is a 
which istory of hypochondriacal complaints, by 
gains cre She justifies her hospitalization and 
at attention, When ill she is very demanding 

‘vices. A relative complained of the effect on 


Pied of an attempt by the patient (before hos- 
herself to “move in and make an invalid of 


ag Ppeals for attention, sympathy and admiration 
ee p acteristic, She is greatly gratified when she 

when she staff member to visit her on the wa 
manner è feels unwell, or claims to feel so. Her 
flectin le conspicuously artificial, with devices re- 
is, at Ong practice, despite their obviousness; she 
Voice, uct “famous” for histrionics, With a low 
' Pleading eyes, gasping or quivering move- 
vg the lips, she recounts her past woes OF 
favor - US in efforts to arouse pity, obtain a 
she p Press the listener with tragic 
thrust endured or the misfortunes that have been 
for an on her by others, The case history records, 
barely Carly period, and in the same context: a 
Y audible voice, to convey the idea of ex- 


VERNON W. GRANT 


925 


treme weakness; labored swallowing, “lid-flutter- 
ing” and apparent fainting spells, A striking feature 
of the surface behavior, in relation to a person 
whose interest she is seeking, is the continuous in- 
sinuation of a supplicating and “personalized” tone 
in the discussion of quite impersonal matters. She 
manages to inject a pleading quality, as of need 
of emotional contact, into even the most casual 
glance, a note which might at times easily be mis- 
understood as sexual seductiveness. On occasion, 
when one of her pleas has been turned aside, she 
may become tight-lipped and frozen-faced in a sulk 
which lasts for hours or days. 

She is much given to disclosing “secrets.” A 
physician to whom she revealed some highly inti- 
mate material learned that several others, including 
ward personnel, had received the same 
She fabricates stories of abuse by members of staff 
to gain attention and sympathy, and has lied in 
order to obtain interviews with persons she wishes 
to solicit for favors, or as sponsors. She has at 
times owledged that her whining and “whipped 
dog” behavior may repel others, but retains it 
unaltered. As noted above, most of the patient’s 
artifices are obvious affectations which deceive few 
and eventually alienate those who at outset feel well 
disposed toward her. : aM 

It is not implied that the use of artifices is, in 
itself, a mark of immaturity, but that its prominence 
in this case, and the primitive dramatic quality of 
the “technique” despite prolonged practice, is indic- 
ative of one aspect of failure of growth in the 


social area. i 
The patient is avid of compliments. She never 
tires of assuring others that she must not be judged 


as she is now, that she was once beautiful, attrac- 


voted wife. ee 
“talk down,” use long impress 
Durie several years Sean’ there has 

i insight. So 
papel prong le is concerned the patient 


o constructive i 
; what might be termed a 


A : ania 
shown, even briefly, a seriously Coie aorta 


y meet wi defensive rationalizations or 
i Ar Saree or disinterest. In si 
ects the conversation, 


iyi istently shallow; at su 
trivia; the affect is consis pred 
times the low ee i paige central clinical 


growth potential emerges as 
ore er complex history may be 


briefly summarized, wi 
lated with 
was the only child of a domineerin e aie 
was both overprotective and enea ai 
a veg Bee |. The mother 


i tal al 
energy trying her daughter, yery rarely showed 
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affection, continually belittled her efforts to achieve. 
At 6 years the patient sustained an injury which 
kept her in bed for considerable time under the min- 
istrations of “doting” grandparents. She received 
more affection than she had ever known, and en- 
joyed the experience greatly. At 14, on graduation, 
the patient’s mother wanted her to attend a high 
school some distance away; the patient preferred 
one nearer home. The conflict was resolved by a 
“nervous breakdown”: she was thereby unable to 
attend the distant school ; her mother’s attitude also 
became warmer toward her because of her “deli- 
cate condition.” (Complaints of physical illness, 
anxiety about cancer, heart weakness, etc., have been 
a major feature of the patient's behavior for many 
years.) A significant feature of the “breakdown’ 
was that she feared leaving the house, and would 
venture out only with an escort. 
She married an incompatible man who was “very 
handsome.” The couple then lived for a number 
of years with the patient’s parents, this on the 
insistence of the mother, who became disturbed at 
any suggestion that they live apart from her, The 
patient continued under maternal domination, the 
mother demanding details of all the patient's ac- 
tivities. On the death of the mother the patient 
experienced a great feeling of freedom, followed 
by an acute sense of guilt which was reenforced by 
the unfounded accusation of her father that she had 
been partly responsible for the death. Feeling re- 
jected by both father and husband, the patient, with 
the birth of a second child, intensified her somatic 
complaints, became apathetic and helpless, and was 
finally committed to a state hospital. At this time 
she complained of exhaustion, spoke in a whisper, 
announced dramatically that she was dying—in this 
repeating, in part, the pattern of earlier “break- 
oak She was diagnosed psychoneurosis, anxiety 
The patient’s manifest anxiety appears to have 
several sources, which need not be traced in detail, 
the total personality being the chief interest. In the 
main the anxiety roots in the chronic insecurity of 
an extremely dependent person who has consistently 
failed to find stable supports. It was increased by 
some experiences of maturity which were well de- 
signed to generate acute guilt feelings. Another 
source lies in the demands of maintaining a “front”; 
she becomes tense in a situation in which she feels 
she must justify herself as an admirable person. 
Thus she became acutely anxious during a Ror- 
schach administration, for example; she sought re- 
assurance, failed altogether to adjust herself to 
the task, and consequently performed far below her 
potential. A Rorschach record obtained during 
the early period of her hospitalization, and as- 
sumedly under more favorable conditions, repre- 
sented her as “narcissistic and immature,” with 
markings of depression and hysterical trends, but 
without evidence of psychosis. á 


DISCUSSION 


The presence, in our second case, of some 
degree of neurotic anxiety, need not affect its 
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appraisal as essentially one of growth defect, 
As has often been observed, neurosis is not 
to be seen as an “alien” disturbance pre- 
cipitated in a hitherto and otherwise fully 
adjusted person ; the borderline between per- 
sonality and symptom may vanish, as 
Fenichel observes(1, p. 464). In this in- 
stance the former is simply by far the more 
prominent source of maladjustment. 
Without attempting a definition of normal- 
ity of human social growth, features com- 
mon to several cases studied and which seem 
to be interpretable as deficits in this respect 
may be summarized; for example, (1) A 
high degree of dependency shown in exces- 
sive appeals for tokens of interest, “sym 
pathy,” or “love.” The most frequent type of 
relationship to others is that of seeking some 
form of supportive expression. (2) Self- 
preoccupation in the sense that the patient is 
totally absorbed in “making his point” with 
others; there is small intake of the views oF 
the expressions of feelings of others except 
insofar as they relate directly to approval, 
acceptance or rejection of the patient him- 
self. “They are not curious about what go 
on in persons about them” (2). (3) A mat 
deficit in awareness of the impoverished or 
crippled life-roles they have accepted; the 
“larger view” of maturity is lacking. „These 
people appear little frustrated by hospitaliza- 
tion and are mainly concerned with gai 
ing acceptance within the hospital milie; 
the limit of motivation is to “stand in a 
the personnel, to receive privileges, jobs wi 
prestige, etc. Pe 
Hill finds, with respect to the genetics o 
such cases, little that is etiologically Spee a 
but suggests, among other possibilities, a 
immature parent, or a mother w80 1 
with overprotection to a basic rejection 
her child. In our second case strong a 
specific dependency-fostering expert 
are clear in the prolonged dominanct 
overprotective behavior of the mother. ©” E 
was also evidence of the ambivalent relat 
ship (dependence vs. hostility) with p 
so familiar in the backgrounds ob ee os 
phrenics, One might conjecture that in a 
instance the differential factor for ‘infat s 
lism” as against a psychotic or a major p: 
rotic outcome was the relatively sive 
strength of the dependent needs. Exe? 


aa 


‘enformity behavior, Gerard suggests, oc- 
curs when the “positive arm of the ambiva 
Jence toward the parent outweighs the nega- 
tive hostility” (3, P- 183). In such cases, we 
may assume, the conflict does not reach the © 

ity requisite for a major illness. The 
"individual accepts the dependent role, and his 
anxiety reflects a threatened withdrawal of 
support, or an inadequate support, rather 
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SUPPLEMENT TO PSYCHIATRIC FACILITIES OF CHICAGO 
AND SURROUNDINGS 


FRANCIS J. GERTY, M. D., Ccaco, ILL. 


During the year since a report was ren- 
dered in the Journal (Apr. 1956) on the psy- 
chiatric facilities in Chicago and surround- 
ings, some progress in the extension and 
improvement of these facilities has been 
made. Other facilities are well past the 
initial planning stage. The principal changes 
involve institutions under the control respec- 
tively of the State of Illinois, Cook County, 
and the Boards of two private hospitals— 
St. Luke’s Hospital and Presbyterian Hos- 
pital, which have joined as the Presbyterian- 
St. Luke’s Hospital. 


DEPARTMENT OF PUBLIC WELFARE OF THE 
STATE OF ILLINOIS 


In October, 1956, ground was broken for 
the Illinois State Psychiatric Institute. Con- 
struction is going on actively and the com- 
pletion date is set as October 1, 1958. For 
its construction and equipment the State has 
provided $8,000,000 by allocation from the 
Mental Health Fund. This fund is derived 
from payments made for the care of patients 
in state hospitals. 

The present State Psychopathic Institute, 
the Department of Public Welfare agency 
for training and research activities, will ex- 
ercise the functions it now carries as a part 
of the Illinois State Psychiatric Institute. 
This change in title will not become effective 
until the new building is opened, It will 
then serve as a headquarters for the relation 
of teaching and research to the prevention 
and treatment of mental illnesses in the com- 
munity and in hospitals, under the title of 

State Psychiatric Institute. 

Also in the new building, inpatient and 
outpatient treatment divisions will be con- 
ducted, In the planning of this structure and 
of the relation of its functions to community 
needs, all of the medical colleges and psy- 
chiatric teaching institutions in Chicago have 
been involved. 

The central office for the Psychiatric Re- 
search and Training Authority will be es- 
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tablished here also. This Authority will begin 
its operations July 1, 1957, in other quarters 
pending completion of the building. Its 
functions will be evaluating research and 
training projects proposed by individuals and 
public and private agencies anywhere within 
the State of Illinois and extending continuing 
support to the projects which are found ac- 
ceptable, The total fund available annually 
will be approximately $1,000,000 supplied by 
monies derived from the State Mental Health 
Fund. It is expected that the announcement 
of the appointment of the members of the 
Authority will be made soon, by the Gov- 
ernor of Illinois. 

The residency training program of the 
present State Psychopathic Institute (to be- 
come the State Psychiatric Institute), using 
the Chicago State Hospital as its chief base 
of operations, is now well underway. There 
are 21 residents currently in the program. 


COOK COUNTY PSYCHOPATHIC HOSPITAL 


In order to supplement and improve y 
residency training program of this hospita!, 
the terms of affiliation with the newly 
ganized Presbyterian-St. Luke's Hos 
involving also the Neuropsychiatric Institute 
of the University of Illinois, have been ee 
pared. Approval of these terms seems E 
sured and they should become effectiv 
within this year. 


PRIVATE HOSPITALS 


One of the most notable events ™ E 
history of private hospitals in Chicago E 
been the merging of Presbyterian ip FA 
and St. Luke’s Hospital. The name i kes 
new hospital is the Presbyterian-St. LU 
Hospital. 

A Board of Trustees has been form 
under this name. The assets of the two for 
pitals have been combined. Construction 
the provision of additional beds adjoining, Š 
building of the former Presbyterian 
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pital is well under way, the superstructure 
having reached the sixth floor of a 13-floor 
building which will accommodate approxi- 
mately goo patients. Each of the combined 
hospitals is continuing to operate in its ac- 
customed location pending completion of 
construction. The psychiatric units of the 
two hospitals, which between them now total 
54 beds, will be combined. They will occupy 
the 12th and 13th floors of the new building, 
with roof garden recreational facilities in 
addition, There will be 72 beds in the new 
wit. The plans for this unit have been 
carefully worked out over a period of many 
months by consultations between members 
of the two staffs and the architectural firm 
of D, H, Burnham and Company. Every 
modern facility will be provided. The psy- 
chiatric outpatient service of the 2 hospitals 
will be expanded, also. 


OTHER COMMENTS 


It was stated in the report last year that 
the Oak Lawn Sanitarium established by 
Dr. Andrew MacFarland at Jacksonville, Il., 
m 1871, later became the Norbury Sani- 
tarium, This is incorrect. The Oak Lawn 
Sanitarium ceased to exist as a sanitarium 
or mentally ill patients shortly after Dr. 

acFarland’s death in 1891 and the Norbury 
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Sanitarium was separately founded after 
that date by Dr. Frank G. Norbury. 

It was stated in last year’s report that the 
first psychiatric unit in a private hospital 
in Chicago was that of St. Luke’s Hospital, 
opened in 1938. It should be explained that 
this was the first such unit formally dedi- 
cated and established by an independently 
operating private hospital. Before this date, 
there was a psychiatric unit in connection 
with the Cook County Hospital. It dates 
from 1914, when the present Psychopathic 
Hospital building on the Cook County Hos- 
pital grounds was built. Full medical rela- 
tions with Cook County Hospital were not 
established until 1918. In 1929 the Depart- 
ment of Public Welfare of the State of 
Illinois and the University of Illinois col- 
laborated in planning the Research and Ed- 
ucational hospitals. These hospitals included 
a psychiatric institute of 69 beds under the 
direction of H. Douglas Singer and began to 
receive patients in 1931. In 1935 the rr-bed 
psychiatric unit of the University of Chicago 
Hospitals was opened with Dr. Roy R. 
Grinker, then serving as chairman of the de- 
partment of psychiatry of the University of 
Chicago, in charge. This was the first non- 
state supported medical college hospital in 
the Chicago region with a psychiatric unit. 


EMOTIONS 


niseases; yet these emotions serve not on 
hastening toward the portal of wisdom, 


exhorters to good deeds. Of course that superstoic, ` 


the wise of absolutely every emotion; yet 
at all, but rather a new 
© put it bluntly, he makes a mar 


every human feeling. 


kind of god of 
ble imitation of a man, 


otions, as if they were 
er to those who are 
yirtuous actions, as 
nies this and strips 
is not a 

leaves something that is not 
ever existed and never will. 


—ERASMUS, 
The Praise of Folly 


CLINICAL NOTES 


NEW STEROID HORMONE TRANQUILIZING AGENT (CETADIOL)* 
FREDERICK LEMERE, M.D? z 


Steroid hormones are known to have defi- 
nite, although variable and as yet ill defined, 
effects on the nervous system. Hans Selye 
(1) has observed that sudden, intense over 
doses of corticoids and related compounds 
produces an initial state of excitation fol- 
lowed by complete anesthesia in animals ; also 
that steroids may effectively combat the ex- 
citation and convulsions produced in animals 
by stimulants such as picrotoxin or metrazol. 

Clinical experience with ACTH and vari- 
ous glucocorticoids (cortisone and predniso- 
lone) has shown that these may produce 
excitement, depression or even psychosis in 
patients. Synthetic steroid hormones have 
been used successfully as surgical anesthesia 
in man(3, 4). The use of another steroid, 
Cetadiol (5-androstene-3 16-diol), by Camp- 
bell and Sleeper(5) in the treatment of 
alcoholic intoxication led to the following 
investigation. 

In this study 76 patients with various psy- 
chiatric disorders were given Cetadiol as 
follows. 


Gercved 
Alcoholism .....+.+ss+eesneos 83 
Anxiety Neuroses 71 
Depression ....- 50 
Schizophrenia ....--+--+-+.-- 27 


In general, the clinical effect of Cetadiol 
seems to be about the same as that of other 
ataraxics. It usually helped to relieve anx- 
iety and tension but had little or no effect 
on compulsions, phobias or depressions, The 
improvement in the depressed cases was that 
which would have been expected without 
medication, while the schizophrenic patients 
responded better to chlorpromazine, Al- 
though this was a small number of cases, the 


1The Cetadiol used in this investigati 
kindly supplied by George W. Mast, MB. ot the 
Nepera Ci Co., Yonkers, N. Y. 

2 From the department of psychiat iversi 
of Washington School of Medicine, uae Wace 
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results suggest that Cetadiol is an effective 
tranquilizer, and especially helpful in the 
treatment of hospitalized alcoholics. 

The finding of Campbell and Sleeper (5) 
that Cetadiol was of exceptional value in 
sobering alcoholics was confirmed in this 
series of cases, While most of them had 
previously been detoxified in the hospital by 
means of intravenous fluids, vitamins, seda- 
tives and other tranquilizers, almost all pre- 
ferred Cetadiol and requested this medica- 
tion on readmission. One patient who had 
required repeated hospitalization for alco- 
holic intoxication refused to go 
except where Cetadiol was used. Another 
alcoholic who had always required at least 
3 days of intensive therapy before he c 
eat again was able to retain food within 24 
hours when Cetadiol was admi 
Several alcoholic patients have requested @ 
supply of Cetadiol to take home after sobri- 
ety had been attained, In these cases, Ceta- 
diol has been more effective in relieving 
tension than other commonly used ataraxics 
including meprobamate. 

The dosage of Cetadiol given for tran- 
quilization was usually 50 mgs. given qid. 
The dosage for sobering alcoholics was 75 
mgs. stat followed by 50 mgs. every 2 hours 
until tremor and nausea were relieved, & 
which the amount was gradually reduced 
No other medication was found necessary m 
these cases. No side effects were obser 
in any of these patients, some of whom re- 
ceived as much as 200 mgs. of Cetadiol # 
day for as long as 2 months. 


BIBLIOGRAHPY 


1. Selye, H. Am. J. Psychiat., 1137423 1956. 
2. Murphy, F. J., Guadagni, N. P., and De 
F. J.A.M.A,, 158: 1412, 1955. 


, SEN 
3. Dent, S. J., Stephen, C. R., and Wilson, W. 
Anesthesiology, 17 : 672, 1956. Aa J 
4. Campbell, C. H., and Sleeper, H- SE 


Psychiat., 112 : 845, 1956. 


1957] 


CLINICAL NOTES 


931 


A CLINICAL EVALUATION OF CHLORPROMAZ 
THERAPY IN CHRONIC SCHIZOPHRENICS ee 


MAURICE PACHTER, M.D.+ 


This study covers 28 months of ex- 
perience with 190 hospitalized chronic 
schizophrenics treated with chlorpromazine. 
Dosages ranged from a minimum of 200 
mgm. to a maximum of 1400 mgm. daily 
with an average of 800 mgm. 

Most of the patients had been hospitalized 
for years and were serious management 
problems because of their belligerent or de- 
structive behavior. They were all male 
veterans, The youngest was 22 years old 
and the oldest 62. One hundred and fifty 
were under 40, 35 were between 40 and 60, 
and 5 older than 60. The shortest duration 
of illness was I year and the longest 37 years. 
Eighty-four cases were between 5 and 10 
years, and 64 between ro and 15. 
aie patients were given an initial 
dail ee mgm. of chlorpromazine 4 times 
is a is was increased at the rate of 100 
engi weekly until the maximum im- 
ae ent was obtained. In about 50% of 
this rad =i dose could not be increased to 
syle eae of complaints of drowsi- 
rhe atigue. In such cases dosage was 

i the limit of the patient’s tolerance. 
te stator result was obtained, 
Sh a a was administered for about 3 
ae s, and the dose progressively 
dine thi and eventually discontinued. If, 

i Rss, stage the patient did not maintain 

ty eae the dose was increased. 
by ae were still receiving medica- 
L "en this study was completed. No 

IR, 


rankli 7 
Hospit; or D. Roosevelt Veterans Administration 
al, Montrose, N. Y. 


other drug was given with chlorpromazine. 
In all, 89 patients were treated for 6 months 
or less, 68 for periods ranging from 7 to 12 
months, 25 from 13 to 18 months, and 8 
from 19 to 28 months. 

In this series we observed only one com- 
plete remission (0.5%). In 8 patients 
(4.2%) there was a marked improvement 
in behavior. Thinking disorders, delusions 
and hallucinations became much less pro- 
nounced, but did not vanish. In the majority 
of the treated cases (66%), there was im- 
proved behavior; the patients became man- 
ageable but showed very little change in the 
other respects. In 29% of the series there 
was no improvement at all, in spite of strong 
doses and prolonged therapy. 

The catatonic and paranoid groups showed 
the largest percentage of improvement, the 
simple type, the lowest. The best results 
were gained when the patients were in a 
state of agitation or excitement. When de- 
pressive features were marked, no improve- 
ment was noted. 

Among the complications we observed 
were two kinds of disorders which we did 
not find reported in the literature: sinus 
tachycardia not related to chlorpromazine- 
induced hypotension, and urinary retention. 
The first occurred in two patients whose 
cardiovascular system was intact. It disap- 
peared when medication was stopped. The 
second occurred in two patients who had no 
organic disease of the genito-urinary tract; 
eck of treatment and once 


once after a Wi i d on 
after 2 months, It subsided when medication 


was discontinued. 


A ERI 
SIMPLE TEST FOR THE DETECTION OF CHLORPROMAZINE 
IN URINE 


FRED M. FORREST, M.D.# anD IR 


Tho 
a Of hospitalized and ambulant 
: Particularly in mental hospitals, are 
t 
Mass 


iR 
Ese; s 
Medica oct Chemist, Dept. of Biochemistry, N. ¥- 
College, 


af rug" 
Psychiatrist, V.A. Hospital, Brockton, 


ENE S. FORREST, Pu. D.? 


with chlorpromazine or Te- 
er drugs derived from pheno- 
f the fact that avis of 
: z 
these patients are severely paranoid or 0 
wise Hiffcult to manage, supervision of the 
actual drug intake is frequently difficult. 


on medication 
lated tranquilize 
thiazine.* In view © 


og ee 


Therefore, a simple urine test, especially for 
the detection of chlorpromazine (Thorazine) 
has been developed: 
To a small volume of urine, for instance 
1 cc., the same volume of a solution contain- 
ing equal parts of 10% sulfuric acid and 5% 
ferric chloride, is added in a test tube which 
is gently shaken to obtain a homogeneous 
mixture. Chlorpromazine intake from daily 
doses of 25 mg. upward is easily detected by 
this test. Doses under 200 mg. produce a 
pale violent color reaction (suitably classified 
as “-+”), while doses of 200 to 600 mg. 
yield definite violet shades (“++”), doses of 
600 to 1000 mg. produce dark violet shades 
(“+++”) and doses over 1000 mg. yield 
nontransparent, deep violet, ink-like solutions 
(“++++”). Absence of color develop- 
ment indicates absence of chlorpromazine 
or related compounds.* Tranquilizers of dif- 
ferent types, not derived from phenothiazine, 
e.g. reserpine, meprobamate, etc. are not de- 
tectable by this test. 

While the test is mainly a qualitative 
means of establishing the presence of chlor- 
promazine, it can also be used to estimate the 
amount of the actual drug intake, according 
to the above color intensity scale. Conclusions 
derived in this way with regard to amounts 
of drug ingested, apply to patients of average 
weight from 150 to 180 lbs. The same 
dosages applied to patients of 200 to 300 lbs., 
for instance, will, produce relatively lighter 
color reactions, and may therefore simulate 


8 eg. promazine (Sparine), promethazine (Phe- 
ne rgan) , 10-(N-Methyl-3-piperidylmethyl) —pheno- 
thiazine (Pacatal). 


a smaller chlorpromazine intake. Similarly, 
large fluid intake effecting the specific gravity 
of the urine specimens, also modifies the 
intensity of the color.* 

The violet color is due to the reaction of 
a relatively unstable chlorpromazine metabo- 
lite with ferric ions in an acid medium. 
Present indications are that this metabolite 
is an intermediary between chlorpromazine 
and its sulphoxide.* It seems to be a very 
reactive and photosensitive compound, and 
the color complex derived therefrom is 
equally unstable. The tests should be evalu- 
ated within 5 minutes after mixing the urine 
with the test solution. The violet colors 
finally turn into reddish shades due to fur- 
ther oxydo-reduction processes. 

The same test results are obtained with 
oral or intramuscular administration of 
chlorpromazine. This drug is very slowly 
eliminated by the body, and small quantities 
thereof have been detected in urine one week 
after administration of a single dose. Conse- 
quently, minute quantities of the drug mat 
fested by a pale violet color reaction (“+”) 
may indicate either a recently ingested sm 
dosage, or a higher one ingested several days 
before the test. 

The simple test can readily be performed 
by nurses and ward personnel and has prov 
of definite value in the management an 
treatment of psychiatric patients. 


4 A quantitative method is being developed and in- 
vestigations on the chemical nature of the aa 
olites of chlorpromazine (and related drugs), o 
their action mechanism and resulting clinical 
plications, are now in progress. 


“CHATTERING HOPES AND ADVICES” 


No mockery in the world is so hollow as the advice showered upon the sick. It is of 
no use for the sick to say anything, for what the adviser wants is, not to know the truth 
about the state of the patient, but to turn whatever the sick may say to the support of his 


own argument, set forth, it must be repeated, without any inquiry whatever into 


the pa- 


tient’s real condition. “But it would be impertinent or indecent in me to make such an 
inquiry,” says the adviser. True; and how much more impertinent is it to give your advice 
when you can know nothing about the truth, and admit you could not inquire into it. 


To nurses I say—these are the visitors who do your patient harm. 
How little the real sufferings of illness are known or understood. 


How little does any 


one in good health fancy him or even herself into the life of a sick person 


—FLoreNnce NIGHTINGALE, | 
Notes on Nursing, © 59 


CASE REPORTS 


NEAR FATALITY WITH COMBINED ECT AND RESERPINE* 
ROBERT B. BROSS, M. D2 


Since the publication of Foster and 
Gayle’s article(1) on the danger of combin- 
ing ECT and reserpine, question has arisen 
over the advisability of concurrent admin- 
istration of ECT and certain ataraxic medi- 
cations(2, 3, 4). The following case is pre- 
sented to illustrate a near fatality which we 
believe derived from such combination and 
the measures used in resuscitation. 


A 55-year-old white female was admitted to the 
hospital with a long history of neurosis with com- 
pulsive features and a recent history of sudden de- 
Pression and agitation. She had been treated for 
lues some 23 years previously with heavy metals, 
but had never submitted to adequate follow-up. 
Physical examination on admission was negative, 

neurological exatnination revealed unequal and 
poorly reacting pupils, subdued reflexes (especially 
P jerks), mild Rhomberg, slurring speech on 
est phrases. VDRL and spinal fluid serology were 
Positive, although spinal fluid protein, cells, and col- 
oa gold were negative; other laboratory tests 
re Mental examination revealed mem- 
pee, perceptual difficulties and concrete 

ü g together with evidence of a severe psy- 

PN process with feelings of guilt and depression. 
with aes of chronic brain syndrome associated 
ois of the central nervous system, me- 

5 ncephalitic, was made with the notation that 
eet was suffering with an extreme depres- 

She ne of general paresis. 
wii as placed on massive doses of penicillin 
it be Probamate (800 mg. tid), Within 2 weeks 
sponding 4 oPbarent that the patient was not re- 
bown g to treatment but was developing full- 
ation H ranoid delusions. When, in a neutral situ- 

ilet a suddenly began stuffing hard candy and 
cide T down her throat in an attempt at sut- 
cyanotic “S found by the nurse face down on bed, 
Ordered ‘Sr choking, camisole restraint was 
Test of th nd a special nurse assigned. During the 
free o T day and night, she continually struggled 
tram its a camisole and several times tried to 

eaae down her throat despite the 10 mg. 
inan er which had been given intramuscularly 
of e to sedate her. Because of the genuine- 

a er suicidal gestures, and the extreme diffi- 
to Start Benes her, a staff decision was 

Twenty-¢ T despite her organic impairment. 

-two hours after the single injection of 

1 
of Ai eg is indebted for the helpful advice 

Prom nical Director, Dr. Jane E. Oltman. 
Conn, the Fairfield State Hospital, Newtown, 


reserpine, the first ECT was given with the Reiter 
machine. This procedure went well, the patient 
respiring adequately during the nonconvulsive 
phase. However, when the electrodes were removed, 
she suddenly became apneic. Blood pressure, radial 
pulse, and apical heart beat were unobtainable. Her 
color was ashen and her muscles atonic, Artificial 
respiration was begun, oxygen given, and Coramine 
rapidly injected intrayenously at the wrist. When 
7 cc. had been infused, she gave a convulsive gasp 
and began to breathe spontaneously, approximately 
2 minutes from the cessation of ECT. Within 
another 5 minutes, her color was good and she was 
responding to external stimulation. Over the next 
several hours she rallied and her mood seemed 
much improved. 

However, because of the near fatality, ECT was 
discontinued and the patient placed on ataraxic 
medication again. Within a few days she became 
even worse and a greater suicide hazard. It was 
then decided that ECT offered the only real possi- 
bility of recovery from recurrent suicidal 
Thus, 29 days after her last shock treatment, ECT 

i This time no complications 
improved rapidly in her 


at home. 
Farlier in our experience with combined 


ECT and reserpine, we observed delayed 


respiration in several patients. Now it 1$ 


our routine practice to stop reserpine in any 
patient at least 3 oF 4 days before com- 
mencing ECT. We believe, that in this case, 
the rapid intravenous injection of sean 
was instrumental in reviving the patient rs 

we now have 5 cc. of Coramine ready for 
intravenous administration whenever treat- 


ing a patient who has recently received 


reserpine. 
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CORRESPONDENCE 


COLLOQUIUM ON FREUD AND RELIGION 


Editor, THE American JOURNAL oF Psy- 
CHIATRY: 


Sır: Dr. Hiram K. Johnson, in his letter 
to the Editor in the November 1956 issue of 
The American Journal of Psychiatry, re- 
ferred to a “testimonial dinner” in honor of 
Sigmund Freud’s centennial on May 6 at the 
Cathedral of St. John the Divine in New 
York City. While we are delighted to have 
the fact that the Cathedral sponsored an 
observance of Freud’s centenary brought to 
the attention of your readers, we are anxious 
to correct certain misstatements by Dr. 
Johnson. 

The occasion was not a testimonial dinner 
but a scholarly colloquium on the theme 
Freud and Religion. Those invited were 
psychiatrists, psychoanalysts, psychologists, 
priests, ministers, and rabbis with interests 
and responsibilities in this field. Papers were 
given by Dr. Will Herberg, Dr, Gregory 
Zilboorg, and Professor J. V. Langmead 
Casserley, representing the fields of social 
Rapi psychiatry, and theology, respec- 


tively, 


This colloquium could not have been spon- 
sored, as Dr. Johnson states, by the “Ca- 
thedral Psychoanalytic Clinic,” because no 
such agency exists. Psychoanalysis does not 
take place at the Cathedral. There is a Ca- 
thedral Counseling Service which offers 
counseling, including psychotherapy, and re- 
ferral services to people referred from the 
various Episcopal parishes of the Diocese of 
New York and certain community agencies. 

The Freud colloquium was in fact spon- 
sored jointly by the Dean and Chapter of the 
Cathedral and the Cathedral Forum on Re- 
ligion and Psychology. The occasion was 
the result of a conviction on the part of the 
members of these groups that part of the 
general observance of the Freud centennaty 
should be a constructive, critical study of the 
relationship of his thought to religion. This 
is hardly the process of beatification that Dr. 
Johnson suggests. 

Rey. Joun D, PYLE 
The Snein Church 
of St. John The Divine, 
New York City. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN Journat or Psy- 
CHIATRY: 


Sr: I am delighted to be in a position 
to answer the Rev. Pyle’s letter since I was 
graciously asked to attend the sessions of 
the Cathedral Forum on Religion and Psy- 
chology, which I did for over a year. During 
these sessions from time to time I also heard 
case material presented by the Cathedral 
Counseling Service. 

The language to which the Rev. Pyle takes 
exception occurs in the November Corre- 
spondence section of the Journal and is as 
follows: 

“Although the process of beatification has been 
suspended in the Anglican Communion since 1523, 
there was a testimonial dinner in honor of Sigmund 
Freud’s Centennial on May 6 last at St. John’s Ca- 
thedral in New York City. This was arranged pre- 
sumably by psychoanalyzed priests in connection 
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with the Cathedral Psychoanalytic Clinic. Thus the 
largest cathedral in the Western Hemisphere 
homage to the most influential atheist of 
twentieth century.” l 
Before answering the various points of 
the Rev. Pyle’s letter, it might be worthwh 
to relate the circumstances which im 
me to leave the Forum. It was after the 
capsule presentation of a case of male homo- 
sexuality that had been treated (sorry 
counseled) in the Counseling Service.. fer- 
clergyman treating the case, the dream 10™ 
pretations, mechanisms and general i 
ment procedure, I can affirm, were quite 
petently controlled along orthodox ne a 
lines by another member of the cloth wi 
a distinguished member of the Am T 
Psychoanalytic Society with extensive 
choanalytic experience. ’ 4 
During the clinical presentation, whilst 0° 
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the one hand watching the aerial grace of one 
of the flying buttresses which support that 
vast pile, I was also listening intently to a 
description of how the patient had observed 
his father’s anus and testicles as viewed 
from behind at the tender age of five. Al- 
though I was happy to learn that after the 
ventilation of this material the patient was 
dating girls and was hopefully on the road 
to adult genitality, nevertheless several un- 
pleasantly intrusive thoughts forced their 
way into my mind. The first was a convic- 
tion that this sort of thing could have been 
done better across Amsterdam Avenue in 
some physician’s office. There is more to 
pastoral psychiatry than merely doing ortho- 
dox Freudian analysis in a gothic setting. 
I seemed to be witnessing a sort of philo- 
sophical schizophrenia where the business at 
hand was moving along two parallel planes 
that never touched. On the one plane was 
à poorly structured mixture of fatalism, 
atheism, determinism, materialism and 
hedonism—the whole slightly tinged with 
humanism (more of this later), on the other 
level a presumably supernatural, revealed re- 
ligion with quite different ultimate goods and 
values. 
_ My second query was methodological and 
involved the very nature of the scientific 
method itself, Was this horrendous rear 
view of father’s anus and scrotum the real 
Kua of subsequent homosexuality, or was 
deterministic “as-ifing (in Vaihinger’s 
as , Le., was it part of a negative condi- 
oning technique, was it unpleasantly toned 
personal material being artfully extracted 
a thrown up as road blocks to the patient's 
mosexual drive. This crucial point has 
gone into in extenso in the July and 
mber issues of the JOURNAL. 

Rey. Pyle affirms that the psychoanalytic 
“gape of last May 6 was not a testimonial 
= a to Sigmund Freud, but a “scholarly 
sys on the theme Freud and Re- 
is sate Freud’s attitude towards religion 
SSE known and was quite explicitly 
Putu, 2 his writings, Having read the 
= of an Illusion one wonders what 
tollo, sould be the basis of a “scholarly 
ee To be sure there is a religion 

in Freud’s system and writings. 


Nove 


Again we will describe this as a compound 
of fatalism, atheism, determinism, material- 
ism and hedonism, (conf. the July issue of 
this Journar). 

“Cathedral Psychoanalytic Clinic.” Here 
the language is not mine but that of Webster 
and the Encyclopedia Brittanica. For psy- 
choanalysis is officially the orthodox ap- 
proach of Sigmund Freud and none other, 
During my experience with the Counseling 
Service I must affirm that I never saw any 
other approach used. 

“Beatification.” The here may 
have been somewhat in left field but perhaps 
not too far. Canonization in the early days 
of the Church was the result of a local, popu- 
lar cultus and was marked by a spontaneous 
and enthusiastic movement amongst true be- 
lievers. In my personal opinion and from 
my knowledge of the participants, last May’s 
scholarly colloquium to the Great Man had 
similar roots. In T seer pea! 

, although the eni usiasm sincere, un- 
pe and heartfelt) wa i quite reached 
latria, it is approaching do > 

The basic trouble of course, is ee 
of extreme liberal Protestantism. a 
lost its positive impulse it is left with only 
its astringent, dour, negative characteristics. 
It has become a sort of society for the pre- 
vention of Michelangelo, Bernini, gaity an 


day (ie, 
ae the religious area wh 
abandoned in Protestant cultures. oe > 

Possibly some clarification 1s needed. e 
of all there must be a TEUTA pE j 
istential anxiety and the pathologi 

ich was the provinc er, no 
poir psychoanalytic schools. Existential 


will never 


i the 
th affirmatively as long as 
ng services,” “body and 


936 


mind clinics,” etc., are mere fronts for ortho- 
dox Freudian psychoanalysis. 

Possibly this is the proper place to make 
one more plea for a closer acquaintance with 
such clinical existentialists as Trueb, Blum, 
Boss and notably Binswanger and Frankl in 


RESERPINE AND LOBOTOMY 


Editor, THE American JOURNAL or Psy- 
CHIATRY: 


Sır: In the November 1956 issue of the 
JourNat there are two case reports of 
intestinal hemorrhage as a complication of 
reserpine administration. At the end of the 
article the author mentions “The fact that 
both patients had undergone a lobotomy pro- 
cedure is of interest but is considered prob- 
ably coincidental,” 


REPLY TO THE FOREGOING 


Editor, Tut AMERICAN Journat or Psy- 
CHIATRY : 


Sr: In one of the cases reported, the 
lobotomy was done 6 years before the ad- 
ministration of reserpine. In the second 
e ebei a: i 
i ce i 

Cushing’s ulcer, ce an 

The reference Dr. Stellner mentions de- 
scribes 3 cases with recurrent peptic ulcer 
that were subjected to procainization of the 
frontal lobe in an apparently successful at- 
tempt to remove the “cortical” component 
of the “corticovisceral” complex postulated 


REAPPRAISAL OF PSYCHOANALYSIS 


Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY: F 


Sır: The editors of The American Journal 
of Psychiatry are to be applauded for the 
publication of Dr. Hiram Johnson’s erudite 
article, “Psychoanalysis : Some Critical Com- 
ments” (July 1956), and Dr. Percival 
Bailey’s thought-provoking Academic Lec- 
ture, “The Great Psychiatric Revolution” 
(Nov. 1965). 

In our day a curious attitude of noli me 
tangere has developed concerning psycho- 
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Europe, and of Hulbeck and Hora 
country. 

Hiram K. Jounson, M.D, 7 

Assistant Director, Clinical, 

Rockland State Hospit 

Orangeburg, New) 


I am wondering if it really is coi 
or could the same process be at 
that exists in the Cushing ulcer (gastı 
following cerebral trauma)? On p 
of the Year Book of Neurology and 
chiatry 1955-56, is an interesting abs 
by two French investigators. 7 

Howard A. STELLNER, M. D. 
Fort Wayne, 5 


by the authors as the cause of peptic. 
Our two patients, having already under 
a removal of the “cortical” compone 
should therefore have been relatively 
ant to the development of an ulcer. 
However, results of animal exper 
indicate that reserpine increases gastric í 
ity by the action of humoral (or “visce: 
elements, rather than through ne 
stimulation, and I believe the 2 cases 
ported perhaps represent a degree of 
confirmation of this finding. au 
Jean M. Swain, M. Dy 
Agnew, G 


analysis. As in Andersen’s fairy 
Emperor's New Clothes, there is an 
tion that anyone who cannot see the 
nificent invisible garments is stupi 
tile. Of course, no such thing is true; 
is a healthy sign of progress that fro 
to time a courageous voice proclaims, § 
Emperor has no clothes!” he. 

That such voices are heard with 
purview of psychiatry itself is a who 
indication that our fledgeling specialty 
nizes its responsibilities and is C3 
policing itself. Criticism of psych 
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O 
does not imply hostility toward its principles 
anymore than criticism of a play denotes 
hostility toward the theatre. Most psychi- 
atrists would like to retain its best features 
while discarding its worst. 

Greatly impressed at first with what I had 
heen taught about psychoanalysis, and proud 
of my “dynamic orientation,” I have in re- 
cent years become more and more disillu- 
sioned. It has appeared increasingly evident 
to me through rather close contact with the 
modus operandi of several psychoanalysts 
andas a result of treating previously psycho- 
analyzed patients that one is dealing not with 
arational form of therapy, but with a highly- 
speculative philosophy born of the messianic 
zeal and personal idiosyncrasies of a master- 
mind, and promulgated by his chauvinistic 
disciples. Far from being based upon an 
objective and impartial evaluation of “free 
associations,” psychoanalysis seems to be es- 
sentially a package-deal slanted from the 
beginning in a particular direction by the 
Practictioner who has been similarly pre- 
conditioned by his own analysis to follow a 
Prescribed party-line. 

That psychoanalysis has pervaded our 
present society to such a sacrosanct degree 
merely illustrates the proclivity of the hu- 
man mind, especially in times of severe 
stress, to turn toward the magnetic and the 
Mystical, the esoteric and bizarre. 

Owever, if psychoanalysis has fallen 
short of the mark as a practical and effective 
PAn of therapy, one must at least admit that 

has acted as a potent catalyst in stimulating 
present-day interest in problems of the mind. 

's interest should not be permitted to be- 
tome fixed and sterile. If pyschoanalysis is 
i achieve an honored and permanent niche 
ore ticine, some of the following long- 

3 F modifications are indicated: 
ther, Ore emphasis should be placed on 

3 Ee than theory. 
short fective means should be sought for 

ening therapy and reducing its cost. 
Aa Better criteria should be established for 

Bing, curtailing, or ending treatment. 

* “ss emphasis should be placed upon 
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such “unco . themes as infantile Pee, 
uality, Oedipus complex, castration 5 
latent homosexuality, and simil complex 
that tend to be psychologically and spi tions 
degrading. spiitmly 
5. The continuation of psychoanalysis as 
an exclusive cult should be abolished. Psy- 
choanalytic institutes should not 
separately from universities and apaa 
schools, but should be closely integrated with 
other branches of medicine in research, 
teaching, and practice. 


specialty within 
but should, in modified form, be integrated 
into the general psychiatric armamentarium. 
9. The psychoanalyst should emerge from 
his ivory tower and identify himself with 
medicine as a whole. He should, as other 
doctors do, participate in hospital staff activi- 
ties, report cases, attend medical meetings, 
call other psychiatrists in consultation, be 
ira a r sapre ame 
scribe medication, aia 


psychoanalyst is a physician or he is not 
a physician. If he és a physician, he ought 
to behave like one in all respects. 


n. 
ie me that some such safeguards 


t seems to A 
eal attitudes are mandatory if we are 
again to equate psychoanalysis with pope 
sense, and if prain-washing is to give way 
to mind-healing. ath 

Dean, M. D., 
T Stamford, Conn. 


PRESIDENT’S PAGE 


In his valedictory upon the close of the 

87th year of continuous publication of this 
Journal in 1931, Doctor Edward N. Brush, 
the retiring editor, recounted some of its 
background history and noted among other 
things that it could be “numbered among the 
oldest medical periodicals.” In his narrative 
there also appears the name of one Farrar 
for whose early training in psychiatry Brush 
claimed some credit. The young man’s name 
had been in evidence on the mast head of 
the Journal as an Associate Editor since 
1927, but now he was to guide its destinies as 
Editor, Neither Brush, nor Farrar, nor any 
of their associates could possibly have en- 
visioned the extent of the changes which 
were to mark the advancement of psychiatry 
within the next quarter century. 

Just as the young man in question came 
on the stage, quietly and without fanfare, so 
too did he play his new part. Brush ap- 
parently did not feel the need to eulogize or 
explain him in superlatives; he simply re- 
ferred to him as “an old and valued hospital 
assistant and laboratory worker.” Under the 
dedicated guidance of the new Editor, the 
Journal was eventually to undergo the period 
of its greatest expansion and the knowledge 
that he was at the helm during this time was 
to be a comfort to the officers and Council of 
the Association. They had learned that, de- 
spite occasional disagreement by some with 
editorial policy, the Journal would appear on 
time and there would be no question as to its 
quality. 

The path of the Journal was not always an 
even one. Begun by Amariah Brigham in 
July of 1844, the first few numbers were 
prepared entirely by him and subsequent ones 
appeared with the assistance of the officers of 
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the Utica Asylum. Doctor Brigham was not 
particularly robust and in the fall of 1846 he 
wrote to Pliny Earle: “I am getting old and 
averse to labor and cannot, I think, take 
charge of the Journal of Insanity another 
year.” At the time he wrote this letter he had 
not quite completed his forty-eighth year! 

Then, too, there was the time in 1894 when 
it appeared that the New York State Lunacy 
Commission “of pronounced bureaucratic 
tendencies” threatened to take control of the 
Journal—“to its undoubted detriment.” For- 
tunately, however, it was sold “with its sub- 
scription list and good will” to the Associa- 
tion, In 1921 the American Medico-Psycho- 
logical Association changed its name to The 
American Psychiatric Association and the 
American Journal of Insanity became the 
American Journal of Psychiatry. Published 
bi-monthly, instead of a quarterly, beginning 
in 1927, it became a monthly publication 1m 
1947. 

The history of the Journal in the past 25 
years is thoroughly intertwined with the his- 
tory of its distinguished Editor. Conserva- 
tive, cautious, dignified and literate, it has 
been as sound and as careful in the minds 0 
our colleagues as that famous institution oF 
Threadneedle Street. Like the latter institu- 
tion, its circumspection has not always been 
appreciated by some, but its solidity and its 
integrity have never heen questioned. | 

A grateful Association in this festschrif t 
pays tribute to a quiet, dependable, capabl h 
cultured gentleman who has rendered an m 
valuable service to American Psychiatry. z 
honoring him on his silver anniversary a 
say to him with affection: Ad Multos Annos. 


Francis J. BRACELAND, M.D. 


SALUTE TO DR. FARRAR 


My friendship with Dr. Farrar began October 1, 1900, when he began his 
duties as clinical assistant at the Sheppard-Pratt Hospital, Towson, Maryland, 
where I was an assistant physician, living in one of the main buildings with my 
wife and young daughter. As our sitting room was on the way to the adjoining 
staff dining room it became a pleasant habit for him and any others of the 
junior staff to stop on their way to late dinner to have a manhattan with us. 

In 1902 he went abroad to study in Heidelberg with Kraepelin and later to 
Paris and London. On his return to Sheppard two years later he was appointed 
director of the laboratory, taking the place of Dr. Stewart Paton who had 
gone abroad for study in Naples. Somewhat later Dr. Farrar was also ap- 
pointed assistant physician and embarked on more clinical study. 

One result of his trip abroad was his adoption of a plastron type vest that 
buttons on the side; a style which he wears to this day. ; 

Together we began research on the possible diminution of cortical cells in a 
case of dementia praecox, before that name was ab 
phrenia, This research was discontinued partly because 0 
partly because of some discouragement from Dr. Adolf Meyer. i 

We also abstracted from the French, Dr. J. Christian’s paper on dementia 
praecox. This was published in the American Journal of Insanity tard 
1901). Some of my renditions of the French language gave him mu 


merriment. ie 
During the years Dr. Farrar and I have kept up out friendship insofar as 
b V i isits or at meetings. 


We are able. We correspond quite regularly, and meet on vi EPER 
During Dr. Edward N. Brush’s editorship of the JOURNAL I assisted - a 
tain editorial duties in his absence and had charge of the Half-Yearly ae 
Mary for several years until it was discontinued. On Dr. Brush s ape Ate 
1931, Dr. Farrar was appointed editor and I with others continued © 
torial board, $ 
While at Sheppard Dr. Farrar became interested i TA 
gave a course of lectures on the subject to patients as & pto 
Program of which I had charge. 
Having enjoyed more than 55 years 
glad to pay tribute to him as possessing, 


learning, tact, common sense, and a sense a. WG PE 
making friends and retaining their respect and adm . 


i i _ I hope that 
family has for him an affectionate regard which I ei wae w y 
this tribute from those who have worked with him, a ait 

his burdens, will give him pleasure, even if it bruises his 


W. R. DUNTON, J 


andoned in favor of schizo- 
f lack of time and 


n the study of art and 
e recreation 


of friendship with Dr. Farrar, I am 
among other good qualities, wisdom, 


of humor. He has the faculty of 


r, M. D. 
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I built up a tremendous admiration for Dr. Farrar before I had the privilege 
of knowing him personally. I served as assistant physician at the New Jersey 
State Hospital at Trenton in 1920, Dr. Farrar had served as a staff member 
several years previously and I used his case histories as models. They were 
the best-organized and most complete neuropsychiatric case studies I have ever 
seen. There was real psychodynamic understanding of the issues involved in 
the more serious personality illnesses. He was a past-master at interviewing 
psychotherapy, at chronological listing of dynamic events, and the development 
of real relativeness with the patient. I had always looked upon him as an 
outstanding clinician, teacher, and therapist. Since I have known him more 
closely, these feelings have been fully substantiated. 

I recall with great pleasure visiting the University of Toronto and the 
Toronto Psychiatric Hospital which he was directing, when I served as direc- 
tor of the division of psychiatric education for the National Committee for 
Mental Hygiene in the appraisal made in 1931 and 1932 of the status of psy- 
chiatric education. He was most helpful in these studies and many of his sug- 
gestions were endorsed by the advisory committee in charge. An outstanding 
teacher, both to undergraduate and graduate students, Dr. Farrar ran a model 
university clinic, and all of the therapies, including forerunners of present-day 
group therapy, were in use in his hospital, He likewise established an excellent 
liaison between the departments within the medical school. 

An outstanding editor, Dr. Farrar has never accepted an honorarium. But 
he has gained the real honorarium: the respect and admiration of all members 
of The American Psychiatric Association for the many challenges he has met, 
and for a job well done. 


Franxun G. Enaven, M. D. 


aen I have always considered Dr. Farrar a scholar and a modest and 
friendly gentleman; in short, an ideal editor who does not get into controversies 
and always has “the soft answer that turneth away wrath.” 


Sraney Coss, M. D. 


Dr. Farrar succeeded my appointment at Trenton State Hospital. There he 
was known as a keen diagnostician, expert clinician, and excellent leader, P3% 
tient and sympathetic with the efforts of others. His staff associates were Pf 
foundly impressed by his activities... . . As editor, he discusses all develop- 
ments with his associates on the Board, to which he has attracted many able men. 
His judgment is excellent, not involved with present-day fads and fancies: - -< 
A cultured gentleman and bibliophile, he has an extensive medical and general 
scientific library. 


Wittram C. Sanpy, M. D. 
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On June 4, 1931, Edward N. Brush, after 27 years’ service as editorin- 
chief of the JouRNAL, predicted for his successor, whose modesty he empha- 
sized, “an editorial career which will enhance the reputation of the Jounwat and 
of which his friends will have occasion to speak with gratification and pride.” 

Even a man as modest as C.B.F. could not have failed to notice the fond 
admiration which has come to him for many years and from many sources. 
A part of it, to be sure, is based on the appreciation of his editorial activities 
conducted with competence, skill, and hard work. Recognition has come to 
him, besides, for his contributions as a clinician, a teacher, and a participant in 
all that is valid and substantial in the development of psychiatry. 

Still, all of this does not quite give a true picture of the stature of the man. 
Those fortunate to know him through personal contact have marveled at his 
encyclopedic erudition, his profound honesty, the clarity of his thinking, and 
the nobility of his spirit. Luckily, he has inadvertently provided a telling testi- 
monial to which I should like to call the attention of the readers of the JouRNAL. 

Since 1931, when he took over the editorship, Dr. Farrar has somehow 
found the time to publish 172 book reviews. He alone knows how he was able 
to do all the reading and writing in addition to his manifold obligations. The 
reviews cover books in English, German (9), French (5), Spanish (2), Italian 
(1), and Portuguese (1). j 

It pays to set ee few weekends to reread those reviews. From them 
emerges the impression of a man imbued with the respect for the inner and 
outer freedom of man, an understanding and therefore never mer: E 
of sham and mystifying obfuscation, a keen sense of historical em nese 
above all, an empathic fondness for his fellow men. This is done in a eg 
style which occasionally blossoms out in quotable aphoristic gems. I may 
allowed to put down a few selected at random: 

“It is inevitable in the eternal questing of the human 
time authorities are set up; and it is the task of ages 
mine whether such authorities shall continue to ho X 

“The present is but a geometrical point in the flow of time. Fragmentarily 

i but the record of things 
we know the past, and naught else, and all science 1s } and that the indi- 
done. If we believe all nature and all life to be continual, ce thieve 
vidual cannot live in social isolation, then it fopa gel URR shoulders 
the isolation of the present; and how often has it been sai tific perspective of 
of the ancients afford the proper vantage point for the son 


the workers of today.” 
« y- inati k to read. Word 
A dictionary always is, or should be, a meS s k 
Symbols and the meanings and unmeanings attached to ces of the 


mind that from time to 
ho come after to deter- 


” 


Vagaries of the human mind.” $ tl nebulous con- 
“The insurmountable stumbling block in metaphysics is the 
cept of a soul,” rer. he 


_ is dangerous . - 


“The tendency to moralize . i physiologi aiad psychological 


Server will not attach religious connotation 
Processes,” 
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“All may not share the same pet hobbies and theories.” 

“While a considerable number of people conduct their lives apparently quite 
satisfactorily without consciously practicing any religion, those who habitually 
disregard the fundamental tenets of mental hygiene . . . are headed for future 
punishment, not in the next world but in this.” 

“One must have a considerable measure of hardihood, or rashness, or some- 
thing to perform a psychological post-mortem 68 years after the death of the 
victim (Carlyle) ; even more to interpret arbitrarily his findings; and more 
still to publish his interpretations.” 

“When one tries to force into the arena of science a concept from the outer- 
worldly sphere, one cannot safely disregard the test question over the gateway: 
What is the evidence ?” 

“Faith healing cannot avoid the passivity of the subject, his own inadequacy 
and dependence; whereas psychotherapy should stress the active role of the 
patient in his own treatment and endeavor to build up his own self-sufficiency.” 

These are but a few samples. They illustrate the gentle outspokenness de- 
rived from the honest convictions of a free man—free from the shackles of any 
kind of dogma accepted in blind faith, free from the superciliousness of those 

whose gobbledygookish verbiage presents itself as ommiscience, but also free 
from hostile condemnation of those who have the need for dogma or obscur- 
antism. 


i sa wonder that Dr, Farrar has the respect, admiration, and affection of his 
riends. 


Lro Kanner, M. D. 


Dr. Clarence B. Farrar, in his long service as editor of the JourNAL, has 
brought a wide outlook into his work for The American Psychiatric Associa- 
tion. Truly American, with training and practice in both the United States and 
Canada, he has studied in Heidelberg, Paris, and London, has five languages to 
his credit, and membership in foreign societies, 

i His personal qualities of fine taste, sensitiveness, professional integrity, and 
impeccable editorial standards have been foremost in placing and maintaining 
THE AMERICAN JOURNAL or Psycuiatry in 


today. the eminent position it holds 


Lauren H. Smita, M. D. 


I was an associate editor of THE AMERICAN Journat or PsycHIATRY 
when Dr. Farrar was made editor, and it has been my privilege and pleasure to 
work with him throughout his editorship. He has developed THE AMERICAN 


JournaL or Psycuiatry working against many difficulties which are not 
known to most members of the Association. 
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During the war and for a period following, there was a shortage of paper, 
and long delays which made it impossible to get the JourRNAL out on time. 
Dr. Farrar dealt with this and similar difficulties in the same understanding, 
unruffled manner. He always consulted the associate editors about any change 
in policy and in choice of any persons to be recommended to the Council for the 
editorial board. 

He has always been on the most friendly terms with the associate editors and, 
when some of us have been a little delinquent in sending in material, he has 
never nagged or scolded. In a most understanding manner, he has urged us 
to keep up to date in our responsibilities. 

I am very happy, therefore, to add my tribute to those of many others and 
to congratulate Dr, Farrar on the very fine manner in which he has edited THE 
AMERICAN JOURNAL oF Psycutatry, and dealt with those of us who have 


worked with him. 
Kart M. Bowman, M. D. 


I first met Dr. Farrer in 1919, when he was being considered for the director- 
ship of the psychiatric division of the then War Risk Insurance Bureau (now 


Veterans Administration). We have been good friends since. 


He assumed the editorship at a time when new points of view were being 
ychiatric social services, and 


developed; for example, child guidance and ps : 
greater public awareness of the significance of mental illness and the needs z 
its victims. I can image that in the early days he was beset by some to p 
articles snared from the cloudland of theory, but he stayed on his feet aes 
this confusion and has become, in my opinion, one of the very good ely : 
medical editors in the country—and among the best in the world. In e a 
the financial struggle through which the JOURNAL and the PIRETA om ce 
persisted, and has built the JouRNat into a well-balanced organ w1 p 

favors to any particular point of view. 


It is a l N hi asa y 
pleasure to look upon him as a © i e on 
have indulged our mutual interest in visiting the art galleries of p 


convention cities. Neither of us has been impressed A ea 
art known in some quarters as “Mona Liza’s Monstgehe a 1 fs eement that it 
temporary art.” We have arrived at the more or less HER ag nogogic ex- 
is a spontaneous endeavor to express objectively an ce z t which no others 
Perience about which the individual artist knows all or little, bu 

understand, 

A good amateur art critic, like John Ru y 
the paintings of Joseph M. Turner, an English 
century whose work embraces the whole range 9 
mires Murillo, a seventeenth-century Spanish painter d religi 
jects are street children, but who painted legendary an 
well, 


friend. At many annual meetings we 


i thers, he greatly admires 
skin and 0 ee 


inter of the ear 

be landscape art. He also ad- 
whose most popular sub- 
ous subjects as 
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We two amateur critics have, from time to time, expressed our mutual likes 
and dislikes in the field of art. As for music, he has no respect for the dissonant 
resonances of so-called contemporary music. He has remarked on occasion 
that it represents decadent tastes. 

Our sojourns through American art museums have been but a sidelight to 
the annual meetings, but are visits to which we both look forward as part of the 
annual meeting of the Association. 


Wa ter L. Treapway, M.D. 


I wish to pay tribute to our beloved editor, Clarence B. Farrar. In deference 
to his personal modesty, I choose praise not to his person, but to his work, 
in which his high personal qualities are memorably expressed. 

When I pick up a new copy of the American JOURNAL or PSYCHIATRY, I 
seldom lay it aside without a quick look in the back pages (the book review 
section) for the initials C.B.F. When I find them I mark that review for 
quiet and thoughtful reading, for I am sure that it will provide a rewarding 
experience. 

In the careful and courteous effort to grasp an author’s meaning and pur- 
pose; in the respect shown for context and background, but with forthright 
interpretation and thoughtful comment; in the charm and delicacy of phrase, 
yet with vigor and clarity of expression—in these manifestations of the integ- 
rity of mind and heart of our editor one finds refreshment of spirit in a strident 
and clamorous age of excessive assertiveness, 

It is good to be reminded thereby of the humanism inherent in our profession. 
It is good to have at the head of our editorial board one who is a gracious 
exemplar of such qualities, 


Joun C. Wurtenorn, M.D. 


Tt has always been a great personal pleasure, as well as a lesson in serenity, 
to be associated with Dr. Farrar as one of his associate editors. I always have 
a feeling that he making “deliberate speed,” in the sense that I am sure was in 
the minds of the Chief Justices when they coined that phrase recently. He 
never pushes; but leads, always gentle in his reminders of our many delin- 
quencies... . . He gives me a feeling that God’s in his Heaven and all is well 


with the world. I admire him as a gentleman, scholar, good statesman, and 
devoted A.P.A. member and official. 


S. Sparrorp Acxerty, M. D. 


CB, as he is widely and affectionately known, was born in Cattaraugus, 
N. Y., Nov. 27, 1874. The facts that he was born in N. Y., educated at Har- 
vard (A. B., ’96) and Johns Hopkins (M. D., '00), came as a surprise to me 


a ek ee a 
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when they were first read some years ago. He had always been identified with 
Canada and Canadian psychiatry in my mind. This is not surprising, since he 
was in Canada by 1916, following service at Sheppard-Pratt Hospital (00702 
and ’o4-’12); two years abroad, principally at Heidelberg (‘o2-'04); and 
Trenton State Hospital (’13~16). He has held several positions during his 
40 years in Canada, the most important of which was as director of the 
Toronto Psychiatric Hospital, ’25-'47. He continues to hold consultant ap- 
pointments. He belongs to numerous societies and clubs, which demonstrate 
his wide range of interests, literary and artistic as well as scientific. 

My first personal contact with CB was in 1931, when he was assuming his 
present post as editor of our JouRNAL, the eighth man to hold that position 
in the 113 years of Association existence. We discussed many of the issues 
involved in editing and manufacturing a journal of this type. They are actually 
more numerous and more complex than the reader with no editorial experience 
may suspect. 

My first impressions of CB still obtain, A quiet, self-contained, scholarly 
gentleman, a clear thinker, well aware of his goals, with a flexible, inquiring 
mind. This is combined with that tactful tenacity which produces results. 

Certainly CB has needed all these qualities to make of the JOURNAL the out- 
standing success which it is. There was a time when all the papers from i 
annual meeting and many others could be published. Then the Association had 
fewer than a thousand members. A newcomer in the field, such as myself, 
had no trouble in having papers accepted by the then editor, Dr. Edward N. 
Brush (who served for 27 years from 1904). It is my impression that scientific 
Writers during my early days were, on the average, better trained in the pregen- 
tation of their data and conclusions than is true today. However, ous thiol 
sion may be related to the point that there were fewer writers then ea ' 

Tn any case, CB has had the difficult task of choosing from a ple id 8 
Papers those which would be most effective for the readers. When CB a 
26 years ago, the Journat had a circulation of about 2,400, by ging xi 
With some 12,000 at present, Association membership now goo ztn a 
what more than 9,000 (by comparison with 3,600 in 1945). These es just 
brought out to emphasize the fact that the editor may not choose pap 
for the members, but must bear in mind the subscribers as well. ding talent. 

With these and a myriad other details, CB has shown outstan Pe H 
His utilization of the editorial board is remarkable in my eg iis ues- 
leads and does not drive; divides responsibility 2 vii ori ted in his 
tions regarding an editorial comment are searching, gianna into many 
well-rounded grasp of the extraordinary developments of tes aay plays 
related, extramural fields. The sensitivity to all areas in which psy 


4 part, or is the whole, is truly remarkable. 
To me, CB is one of the three or four 


may his banner fly at the masthead of THE AMERICAN 


iret i : itors. 
TRY. Greetings and saluations to the Dean of pe papers 


best editors in the country. Long 
JOURNAL OF PsYycHIA- 
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History has shown that the advance of science is due largely to the efforts 
of those who undertake the dissemination of information to their colleagues. 
Through our journals, we in medicine function not as isolated individuals 
but as an integrated whole. This is a task that requires the best efforts of the 
best men that our science and education can produce. A constant vigil must 
be maintained to guarantee that only work of the highest professional, ethical, 
and scientific calibre is communicated to those in the field. The leaders who 
hold this responsibility must subserve their own individual values and biases 
to the needs of science. 

We, in psychiatry, have been fortunate in having such a man; possessing 
not only the necessary qualifications of a scientific editor but wisely temporizing 
them with good and human judgment. For twenty-five years, unselfishly, and 
constantly placing the needs of our Association above his own, Dr. Farrar 
has served us. This can be but a small acknowledgment to the friend, coun- 
selor, and leader that Dr, Farrar has been to us for the past quarter century. 


Titus H. Harris, M. D. 


In January, 1931, the then current editor of THE AMERICAN JOURNAL OF 
Psycutatry, Dr, Edward N. Brush, resigned and Dr. Clarence B. Farrar of 
Toronto, Canada, succeeded him. It was only shortly after this that I, myself, 
began my job with the Association, and so it might be said that both Dr. Farrar 
and I began our respective careers together. 

Since the founding of the American Jornal of Insanity in November, 1844, 
to the present, there have been only eight editors, but this list includes some 
of the most outstanding members of the Association who have left a permanent 
mark on the history of psychiatry. 

: When Dr. Farrar assumed the duties and heavy responsibilities of Editor 
in 1931 we had only 1,393 members and it had taken many years for the Asso- 
ciation to grow to this point. But from 1931 on, it was destined to grow 
rapidly. Psychiatry not only expanded greatly in its numbers, but it broadened 
Fe. bens of service such as private practice, research, and industrial psy- 
A et, also came into being such as psychoanalysis, insulin 
The fact that Dr. Farrar was able to guide the Journat safely through 
these new channels was in itself a great tribute to his leadership; but, more 
than that, he and his editorial board were able to expand the prestige of 
psychiatry to a significant degree through the instrumentation of the JOURNAL 
In addition to A.P.A. members, the Jourwax has approximately 2,500 sub- 
scribers and it is now reaching nearly every country in the world! The 
development of this present international interest can be properly credited to 
Dr. Farrar’s foresight and efforts, due to the fact that he has regularly pub- 
lished news items from various countries and he has also been constantly 
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carrying on many personal correspondences throughout the years with the 
specific aim of achieving this. 

I hope that every member is aware that all of our editors have been vol- 
untary workers who have given freely of their time, their intelligence and thelr 
services, and who have made personal, financial sacrifices in order to do so! 
That any individual should have been willing to give twenty-five years of such 
extraordinary, dedicated service to any Association is a most remarkable con- 
tribution to the Association and to the whole field of psychiatry. 

It has been my privilege, as business manager of the Journat, to have 
worked very closely with Dr. Farrar during these past years, and throughout 
this time I have always found him uncompromisingly anxious to maintain the 
high standards and high principles. In my opinion, and I believe most will 
agree, THE AMERICAN JOURNAL OF PsycHtarry has far more than adequately 
reflected these same attributes for psychiatry. 

Austin M. Davies, Pu. B, 
Business Manager, 


Dr. Farrar is no autocrat at the editor’s desk, but one of the most consid- 
erate and non-directive chiefs any proofreader or galley slave could hope to 
work for. A careful reader, he has perused every manuscipt submitted to the 
Journat in the past 25 years. In correspondence with authors he is helpful 
and courteous; in controversial matters he is a diplomat par excellence, patiently 
soft pedalling the harsh notes of extremists and pruning the insidious verbiage 
which plagues psychiatric terminology. 

Dr. Farrar neue of the finest private libraries in Toronto. He goes aa 
town “booking” several times a week, and punches the time clock at the stom 
office every day. His reflections, as he watches the traffic pour down oa 
Avenue in the late afternoon, are on a par with the choice filles 5 ge Ala 
line the bottom pages of the JOURNAL, “There they all go, phage ai 
in the morning and up at night like automatons. I used to do i wit 
myself and what for? What are we all waiting for?” “Maybe we are f anid 
For Godot,” quips the junior amanuensis who reads modern tae we J 
lunch hour. “Well. ...,” C. B. replies with slow, studied, whimsey, 
+... have....to.... wait...» anyway. 


ANNE CARNWATH, B.A, 
K Editorial Office. 


Mi : k and 
One of the most rewarding experiences in life is to ips shy ee 
have the privilege of close association with men Le ae 

of endeavor, For many years, including the years . Serve 


: i viy king together 
as editor of the JouRNAL, we have printed this publication, wor ing togeth 
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with the editor and his able staff. Our admiration and respect for Dr. Farrar 
has always inspired our best efforts. We welcome this opportunity to express 
our appreciation of his friendship, and cooperation. 
Donap H. Reeve, 
NELLIE ATKINSON SHAWE, 
Lord Baltimore Press. 


Clarence B. Farrar retired as professor and head of the department of 
psychiatry, University of Toronto, and director of the Toronto Psychiatrie 
Hospital in June 1947, and was appointed professor emeritus. The fortunate 
who were initiated into psychiatry under his guidance cherish rich memories 
of his scholarship and wisdom. 

Dr. Farrar, of asthenic build and abstemious habits, conveys an initial impres- 
sion of shyness soon dispelled after a moment’s conversation. His gift for 
placing a person at ease reveals a warm, understanding heart capable of great 
loyalty. As students, we were continuously impressed by his insistence on 
factual verification of the historical background; his artful skill in interview- 
ing patients at teaching conferences; and his summarization and treatment 
planning, couched in simple, precise language. 

At the Toronto Psychiatric Hospital, one of the early institutions of its kind 
on the continent, Dr. Farrar pioneered postgraduate psychiatric education in 
Canada. Because of his broad approach, he devoted his energies to the train- 
ing of psychiatrists; and nursing, occupational therapy, psychology, ¢tc., also 
profited from his endeavours. His many interests were a great asset in bring- 
ing the anthropologist, sociologist, geneticist, lawyer and philosopher to 
“Saturday Morning” seminars. The biological and physiological aspects were 
not overlooked. It was Dr. Farrar’s inspiration that prompted Sir Frederick 
Banting to undertake a joint research study of schizophrenia and the role of 
insulin in the treatment of mental illness. The first electroencephalogram in 
Canada was installed at the Toronto Psychiatric Hospital due to Dr. Farrar’s 
efforts, and the first Canadian leucotomy was instituted under him, after pains- 
taking consultation with Drs. Harvey Cushing and Walter Freeman. 

To a scholar with such wide interests, retirement came easily, giving 
Dr. Farrar time to enjoy and further expand his horizons. During the first yea", 
of his “new freedom,” besides devoting much time to editorial work and writ- 
ing, he found opportunity to renew acquaintance with Greek and Roman classics 
in the original, and to reread the historical plays of Shakespeare with parall 
study of their contemporary history. 

Dr. Farrar’s library is second to none among the local medical professions 
covering art, religion, astronomy, medicine and literary classics. He is a COM 
lector of pictures, oriental rugs, and photographs of famous medical men- n 
recent years, as a “worshipper” of Osler, he has accumulated much Oslerian@ 

Friends find welcome in his home—evenings of pleasant talk, wise couns 
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and good fellowship never to be forgotten. The body is refreshed, the spirit 
uplifted, as if something from this man, his books, his contentment, infused 
one’s very being. 
Mary V. Jackson, M. D., 
Joun G. Dewan, M. D., 
Toronto Psychiatric Hospital. 


MELANCHOLY 


No worst, there is none, Pitched past pitch of grief, 
More pangs will, schooled at forepangs, wilder wring. 
Comforter, where, where is your comforting? 

Mary, mother of us, where is your relief? 

My cries heave, herds-long; huddle in a main, à 

Woe, world-sorrow; on an age-old anvil wince and sing— 
Then lull, then leave off. Fury hath shrieked, ‘No lingering! 
Let me be fell: force I must be brief! 

O the mind, mind has mountains ; cliffs of fall 

Frightful, sheer, no-man-fathomed. Hold them cheap 
May who ne’er hung there. Nor does long our 

Durance deal with that steep or deep. Here! creep, 
Wretch, under a comfort serves in a whirlwind: all 


Life death does end and each day dies with sleep. 


THE STATUE OF MELANCHOLIA 


In bronze sublimity she gazes forth 
Over her Capital of teen and threne, 
Over the river with its isles and bide : 
The marsh and moorland, to the stern ridges, 
Confronting them with a mien. 


The moving moon and stars from east to west 


Circle before her in the sea of air} 
Shadows an gom si i raat sel rest, 
Her subjects often r there 
The strong to drink new strength of iron endurance, 
The weak new terrors; all, cere: be wia 
‘And confirmation of the ol otis ee 
(The City of Dreadful Night) 


COMMENT 


DEPRESSION INDUCED BY RAUWOLFIA COMPOUNDS 


For the past two years (December 1954- 
December 1956) there have been about 8 
well-documented reports in the literature of 
depressions occuring in hypertensive cases 
treated with Rauwolfia Serpentina or its 
derivatives. In spite of this, the 21-page bro- 
chure of a well-known pharmaceutical manu- 
facturer, in referring to the use of this drug, 
stated (August 1955) in three lines, “a very 
few patients have developed moderate to 
severe depression after long-term therapy, 
with return to normal after withdrawal of 
therapy.” 

An analysis of the reports as well as un- 
reported experiences of the average alert 
psychiatrist will reveal that the occurence of 
depression may run from 7% to 20%. These 
depressions in many instances are associated 
with profound suicidal drives and there are 
both reported and unreported deaths— 
usually in cases of unrecognized depression 
induced by the Rauwolfia compounds, In the 
majority of cases reported, as well as those 
observed by the writer, which have not been 
reported, the patients do not return to normal 
after withdrawal of the drug. Electrocon- 
vulsive therapy has been effective in terminat- 
ing the illness in most instances, 

It is, therefore, obvious that misinforma- 
tion disseminated to the entire medical pro- 
fession for the promotion of a useful drug 
may produce considerable morbidity and 
mortality even after the side-effects of such 
drugs are well publicized to the profession, 

In one report (Kline, Barsa, Gosline) the 

authors discuss the management of the side- 
effects of reserpine and combined reserpine— 
chlorpromazine treatment, listing 25 physical 
and 12 psychological side-effects, or a total 
of 37 side-effects. They noted 3 psychologi- 
cal effects as: anhedonia, depression, and 
suicide. It is significant that a drug with so 
many side-effects has heen so widely used. 
A perusal of the case reports for char- 
acteristics of the depressions strongly sug- 
gest, as Litin, Faucett, and Achor delineate, 
that: “the patients exhibited typical depres- 
sions which were indistinguishable from the 
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usual depressions. One of the earliest symp- 
toms was the altered sleep pattern of the 
depressive, namely early awakening with 
inability or great difficulty in getting started 
in the morning. They complained of a heavy 
feeling with periods of ‘feeling blue’ and 
‘down in the dumps.’ ” í 
The specific action of the drug per se is 
not the cause of the depression or other 
psychotic manifestations which have been en- 
countered in the use of the Rauwolfia Com- 
pounds. The drug seems to exert a fairly 
constant physiological effect, but in its action 
as a “deinhibitor” the supression of anger 
in the hypertensive patient is removed, of 
changes in the capacity for interpersonal re- 
lations occur, thus inducing the need for 
new psychological defenses. “The depression 
serves as an effective defence against the ex 
pression of unacceptable angry feelings, ac- 
cording to Litin, et al. á 
The widespread use of these drugs in both 
the fields of internal medicine and psychiatry 
emphasizes the need for informing all physt- 
cians, especially psychiatrists of the cleat 
cut dangers, despite the acceptance of these 
compounds as being worthwhile and useful in 
the management of vascular hypertension, 
as well as in the management of some ar 
chiatric problems, How to avoid this unde 
sirable side-effects to reduce its frequency, 
without condemning the use of the ona 
remain a problem for current researc 5 
solve. In the interim, psychiatrists are pe 
and will be in the future, confronted be 
the recognition and treatment of the = 
tively new entity of drug induced bate 
is means the administration of conv a ; 
therapy in the large majority of such ae 
if prolonged morbidity and/or self des be 
tion are to be avoided, The overall ¢ 


se ee 

clusion regarding this complication res 
z è Ie »stion: 

the interesting perennial ques he treat- 


promiscuous use of a remedy for a E 
ment of symptoms justified, instea 
treatment of the whole patient ja, nE 


the 
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Tue EMIL KRAEPELIN CENTENNIAL 
MEETING ON THE EPIDEMIOLOGY OF MEN- 
TAL DisorpDER.—Emil Kraepelin was born 
February 15, 1856, in Neu-Strelitz, the 
capital of the grandduchy of Mecklenburg- 
Strelitz. To commemorate the centennial of 
his birth, a symposium of the epidemiology 
of mental disorder was held in connection 
with the annual convention of the American 
pepietion for the Advancement of Science 
a a York City, December 27-28, 1956. 
> si leap was arranged by Dr. Benjamin 
FOR Dek for the committee on research of 
es tican Psychiatric Association and 
a posium was also co-sponsored by the 

pm Public Health Association. 
he foe ne opened with a memorial lec- 
he r. Eugen Kahn, Baylor University, 
nerd member of Kraepelin’s staff. His 
eect rE discussion was devoted to a re- 
ee spevelin s research and teaching in 
R xt of his life, flavored with many 
ecak pees and interpretations based 
oie a knowledge of the great psychi- 

i = : cer. The remainder of the first 
age in the presentation and critical 
i, of 5 papers in the epidemiology 

oe health and disease. 
Pek ty cd di and Dager, Ohio State Uni- 

ll oo paper on “Factors Related to 
ade in v pea During the Second Dec- 
detailed the mi of Young People” which 
Geroental rip on changes in the levels 
ents first iw th among public school stu- 
055 in a en a in 1946 and then again in 
personality 3 west county, using a structured 
“The Rel Aaa! The second paper on 
cial oe of Schizophrenia to the So- 

a. ming, of a Small City” by Drs. 
a Ee oe of the National Institute 
Social statue ait, repai the findings on 
0Spitalizatic, f schizophrenics pre- and post- 

fe i in Hagerstown, Md. 
Milbank M ; , Barry and Tompkins, of the 
Vications torial Fund, spoke OA 
atients Re F'regnancy. Ane Ree 
Negg” ee a Previous Nervous Ill- 

ing the findings of incre 
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complications of pregnancy and delivery in 
some groups of patients who had had pre- 
vious nervousness or mental illness. Drs. 
Zubin, Burdock, Sutton and Cheek, Bio- 
metrics Research Division of the New York 
State Department of Mental Hygiene, read 
a paper on “Epidemiological Aspects of 
Prognosis in Mental Illness,” which was de- 
voted to studies on the relationship of a 
number of behavior traits and psychiatric 
symptoms as related to outcome of illness. 
Drs. Wilner and Walkley, Johns Hopkins 
University, spoke on “The Housing Environ- 
ment and Mental Health,” discussing the 
methodology and findings of a controlled ex- 
perimental study of the influence of rehous- 
ing on adjustment in a large sample of 
families in an eastern city. 

The second day’s session was opened by 
Drs. Srole and Langner, Cornell University, 
with a paper on “Treated and Untreated 
Mental Disorders in the Metropolis,” and in 
addition to a review of the prevalence of 
mental disorder in midtown New York, it 
gave their findings on the relatively low in- 
cidence of therapy which these patients re- 
ceive, Dr. Pasamanick, Ohio State, Roberts, 
National Association for Crippled Children 
and Adults, Lemkau, Johns Hopkins, and 
Krueger, Columbia University, gave the sec- 
ond paper on prevalence by economic status 
and race in “A Survey of Mental Disorder 
in an Urban Population.” It gave the find- 
ings of the Chronic Disease Commission 
study of Baltimore as far as income and 
color groupings were concerned. Dr. Mac- 
millan spoke on “A Survey Technique for 
Estimating the Prevalence of Psychoneu- 
rotic and Related Types of Disorders in 
Communities,” and discussed the reliability 
f a new survey method 


and validation © v ey methp 
developed in the Canadian epidemiologic 


rveys of mental disorder. 

piss Rainer and Kallmann, New York 

State Psychiatric Institute, presented a paper 

on “The Genetic and Demographic Aspects 

of Disordered Behavior Patterns in @ Dea 

Population,” describing the preliminary find- 
951 
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ings and methodology of a study of mental 
illness in the deaf population of New York 
State. Drs. Knobloch and Pasamanick read 
a paper on “The Distribution of Intellectual 
Potential in an Infant Population,” in which 
they described the much smaller range of 
adaptive behavioral functioning during in- 
fancy as contrasted to the much broader 
range later in childhood, and which they 
attribute to environmental factors taking 
their effect with time rather than genetic 
factors. The last paper presented by Drs. 
McCaffrey, Downing and Rogot of the Syra- 
cuse Community Mental Health Research 
Unit, “An Investigation of Seasonal Varia- 
tion of Mental Hospitalization for Old Age 
Psychoses,” offered a series of hypotheses 
to account for the finding of seasonal dif- 
ferences in hospitalization of elderly indi- 
viduals, 

It was peculiarly appropriate that the 
centennial of Emil Kraepelin’s birth be com- 
memorated by a symposium on the epidemi- 
ology of mental disorder, since the categor- 
ization of mental illness in which Kraepelin 
played so important a role laid the founda- 
tion for epidemiologic studies, This field of 
investigation, a relatively new one, was rep- 
resented by a large proportion of its prac- 
titioners at this exceedingly stimulating and 
interesting symposium, It is expected that 
the proceedings will be published in one of 
the symposium volumes of the American 
Association for the Advancement of Science. 

BENJAMIN Pasamanick, M. D. 


INTERNATIONAL GROUP THERAPY CON- 
GRESS.—The Second International Congress 
of Group Psychotherapy will meet in Zurich, 
Switzerland, August 29-31, 1957, immedi- 
ately preceding the Second International 
Congress of Psychiatry. Officers of the Con- 
gress are: president, J. L. Moreno, U.S.A.; 
program chairman, S. Lebovici, Paris, For 
further information write: Dr. W. J. 
Warner, 812 Stuart Avenue, Mamaroneck, 
Na: 


New Jersey Neuro-Psycuiatric INSTI- 
rutTe.—The Frederick H. Allen Building at 
the New Jersey Neuro-Psychiatric Institute, 
Princeton, N. J., was officially dedicated 
February 27, 1957- The Honorable Lloyd 
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B. Westcott, president of the State Board of 
Control of the department of institutions and 
agencies, and Mrs. William T. Campbell, 
president of the board of managers at the 
Neuro-Psychiatric Institute, spoke at the 
dedication ceremony. George E. Gardner, 
M. D., director of the Judge Baker Guidance 
Center, Boston, and professor of child psy- 
chiatry at Harvard University, delivered the 
principal address. 

The building is named in honor of Fred- 
erick H. Allen, M. D., who served as director 
of the Philadelphia Child Guidance Clinic 
for 30 years, until his retirement in 1956. 
He is also a past president of the American 
Orthopsychiatric Association, the American 
Association of Psychiatric Clinics for Chil- 


dren, the International Association of Child 


Psychiatry, and the Pennsylvania Psychiatric 
Society. Dr. Allen received the Bok award 
in 1949. At present, he is psychiatric con- 
sultant to the board of education of the public 
schools of Philadelphia. 

The Allen Building will accommodate over 
100 patients in the children’s unit at the 
Institute, who are presently housed in two 
older buildings. The director of the unit, 
Isobel P. Rigg, M. D., also states that the 
division of the building into separate wings 
will enable the staff to group the children 
according to age, sex, and diagnostic cate- 
gory. 


RORSCHACH SEMINARS, UNIVERSITY OF 
Cuicaco—The department of psychology, 
University of Chicago, announces that Dr. 
S. J. Beck will conduct his 21st annual work- 
shops in the Rorschach test, in the summe 
of 1957. The first workshop, July 8-12, ee 
be devoted to the basic processes of the r 
and related problems. Principally, these oe 
scoring techniques and methods for organi” 
ing separate data into whole personality pe 
structs, The second, July 15-19 will des" 
with advanced clinical interpretation ig 
ing on two varieties of cases: the ye 
acute (benign) reactions in adults; and pas 
ceptual and perceptual distortions 45 yp 
fested by schizophrenic children. Both EF 
personality disorders will be demonstri 
from Rorschach test pictures 5 obta 
from patients in these 2 clinical groupe 

For information write: Departmen 
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Psychology, University of Chicago, Chicago 
3, lll. 


ANNUAL SCHERING Award FOR MEDICAL 
Srupents.—Further to the announcement 
of this award in the December 1956, issue 
of the Journal, we are now informed by the 
award committee that “medical students sub- 
mitting papers for the competition have 
shown a clear preference for the topic, “Re- 
cent Advances in the Biochemical Aspects 
and Treatment of Mental Disease.” To 
date, the papers dealing with this subject are 
almost double those submitted on both cardi- 
ology and eye disorders, the other two sub- 
jects for the 1957 competition. 

“ae Richard McCormick, chairman of 
lined has also announced that the 
25 YRR entry forms for the contest has 
a ended to March 15, 1957; and that 
a gall ag must be submitted by 
i TEA i The address of the Schering 
Bloor ommittee is 60 Orange Street, 
eld, N. J. 


E Kren Heaps Peoria STATE Hos- 
Kin wi, ie appointment of Dr. Ernest S. 
SIA % during the past 3 years has been 
hospital ee nde of the Elgin state 
) Napa superintendency of the Peoria 
1957, nospital took effect February 1, 

D a 
ape a graduate of the University 
1937 ie te zi lege of Medicine, and since 
fee on the staff of a number of 
i ie Illinois state service. From 
Service, iy , Dr. Klein was in military 
thie ar was commanding officer and 
time arist at the Fort Leavenworth 
lege He had also been 
ti ea of Kankakee state hospital. 
ard of “alle diplomate of the American 
certified ag ‘et and Neurology, and is 
$a Mental Hospital Administrator. 


of 


BE n. 

Si Correce or Mepicine PRO- 
Parchi eee EBS department 
Medicine atry, Albert Einstein College of 
Study of’ has set up a program for the 
tudy wie uP process in psychiatry. This 


will be c x 
edi I be conducted in connection with 
“ical st 


Tuning udent education and resident’s 


Two fellow ships in group process 


will be available July 1, 1 psychia- 
trists who have parla R train- 
ing. For further information write: Dr. 
Harris B. Peck, Bronx Municipal Hospital 
Center, Pelham Parkway South & East- 
chester Rd., Bronx 61, N. Y. 


V. A. Hosprrat, Lyons, N. J., INSTI- 
TUTE IN PSYCHIATRY AND NEUROLOGY.— 
The 7th annual Institute at Lyons, N. J. is 
sponsored by the Veterans Administration, 
the New Jersey Neuropsychiatric Associa- 
tion, and the New Jersey District Branch of 
the A.P.A. It will be held at the hospital 
April 3, 1957. The morning session will con- 
sider the topics: 1. psychotherapy in schizo- 
phrenics; 2. tranquilizing drugs; 3. group 
psychotherapy with psychotics, The after- 
noon session will also deal with the psychi- 
atric hospital as a mental health center and 
with psychiatric therapies. 

Speakers will include Dr. Freida Fromm- 
Reichmann, Dr. Nathan S. Kline, Dr. Hugh 
Mullan, Dr. Harry C. Solomon, and Dr. Paul 
Hoch. Guest speaker at the dinner in the 
evening is Dr. Benjamin Karpman. 

SEN ul 

LANKENAU Hospital Expansion PRO- 
GraM.—President ‘Alfred Putnam of Lan- 
kenau Hospital, Philadelphia, announces the 
long term expansion program constituting @ 
4o million dollar project and which will re- 
quire a considerable period for its comple- 
tion, Many new services would be included 

as 


to make the hospital 
center as possible. 

Menica To REVIEW Soviet 
The U. S. public health serv- 


edical e 

To meet the costs of this 

the Surgeon General of 

service has app l 
ta Medi dation. Soviet m 

a ite has hitherto been wan inac- 


cessible to Western 

it i t authentic 
arrangement, it 1S propo. t 
abstracts of the most important material i 
be published by Excerpta Bess ol 

i A 2 AS 

<I volumes ence and Clinical 
Medicine. 
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National LFAGUE ror Nurstnc CON- 
VENTION.—The National League for Nurs- 
ing annual convention will be held in Chi- 
cago, May 6-10, 1957. The activities of the 
Psychiatric and Mental Health Advisory 
Service of the N.L.N. at this convention will 
include the presentation of films dealing with 
psychiatric problems and program meetings 
featuring discussions of problems related to 
psychiatric nursing. On Tuesday, May 7, 
Dr. Edward Stainbrook, Los Angeles, will 
deliver an address, “Human Behavior in the 
Social System of the Hospital.” The follow- 
ing day, Major William H. Mayer, Army 

Medical School, will lecture on “Commu- 
nists’ Indoctrination Techniques.” 


Dr. Davin Wies Dies.—Word has been 
received of the death of Dr. David Wies, 
Baltimore, Md., on January 19, 1957. Dr. 
Wies was a specialist in child psychiatry, 
and served for many years as a teacher and 
consultant in state and municipal institutions 
in Maryland. 

Born in Malden, Mass., Dr, Wies gradu- 
ated from Harvard in 1931, and from Tufts 
University School of Medicine in 1935. He 
became a diplomate of the American Board 
of Neurology and Psychiatry in 1942. 


Famy Nicur ar Nesraska Psycri- 
ATRIC INstiruTR—The Nebraska Psychi- 
atric Institute recently held a family night 
for all its employees and their families, The 
program was designed to point out the im- 
portance of the contribution of every staff 
member of the hospital in the successful 
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treatment of mental patients. The evening 
consisted of an “open house” for the benefit 
of those who had never toured the building, 
and a formal program held in the Institute 
auditorium. 


DorotHy HUTCHINSON LIBRARY FUND. 
—The New York School of Social Work, 
Columbia University, has established a li- 
brary fund in memory of the late Dorothy 
Hutchinson, former professor of child wel- 
fare. The fund will be used to establish a 
special collection of readings in the field of 
child welfare. A bronze plaque marks the 
shelves where the Hutchinson collection is to 
be located, 


Dr. Marc H. HoLLENDER APPOINTED 
DIRECTOR or SYRACUSE PSYCHOPATHIC: — 
Dr. Marc H. Hollender has been appointed 
director of Syracuse Psychopathic Hospital, 
to succeed Dr. Richard F. Binzley. Dr. 
Binzley was named assistant commissioner 
of the department of mental hygiene in 1954- 

Dr. Hollender is a graduate of the Uni- 
versity of Illinois College of Medicine, and 
the Tilinois Neuropsychiatric Institute. He 
is a Fellow of the A.P.A. 


Correction.—In the article, Seizures and 
the Menstrual Cycle, in the February issue 
of the Journal, a footnote erroneously state 
that this work was done at Yale University. 
It should have read, at Boston University 
School of Medicine. p 

The name at the bottom of the filler titled, 
Communication, in the January issue of the 
Journal, should have read George Sarton. 


SPECIAL NOTICE 


THE RESPONSIBILITIES OF THE MEDICAL PROFESSION IN THE 
USE OF X-RAYS AND OTHER IONIZING RADIATION 


Statement by the United Nations Scientific Committee on the Effects of 
Atomic Radiation 


1. The United Nations General Assembly, being aware of the problems in public 
health that are created by the development of atomic energy, established a Scien- 
tific Committee on the Effects of Atomic Radiation. This Committee has considered 
that one of its most urgent tasks was to collect as much information as possible on 
the amount of radiation to which man is exposed today, and on the effects of this 
radiation. Since it has become evident that radiation due to diagnostic radiology 
and to radio-therapy constitutes a substantial proportion of the total radiation re- 
ceived by the human race, the Committee considers it desirable to draw attention 
to information that has been obtained on this subject. 

2, Modern medicine has contributed to the control of many diseases and has sub- 
stantially prolonged the span of human life. These results have depended in part 
on the use of radiation in the detection, diagnosis and treatment of disease. There 
are, however, few examples of scientific progress that are not attended by some 
disadvantages, however slight. It is desirable therefore to review objectively „the 
Eble present or future consequences of neat irradiation of populations 
which result from these medical applications of radiation. — f 

3. It is now accepted that the irradiation of human beings, and particularly 
their germinal tissues, has certain undesirable effects. While many of the soma 


effects of radiation may be reversible, germinal irradiation alkene Py es 
versible and therefore cumulative effect. Any irradiation of the ator ae 


however slight, thus involves genetic damage which may b ar ri lars’ 

“4 real. For somatic effects there may howe E i ds for any 

“ects, altl i 3 holds may well be low. F , 

orah 1e a E AWAN that the human be is naked 

$ ; å 

to natural radiation,’ as well as to artificial radia’ dical app , 

to atomic industry and its effluents and to the ra 

Plosions. The Committee is aware of 

involves, and it is collecting and exami 
5. The amount of radiation received by the popula e iB probably 


now, in certair i h in source 
ain countries, the main 
bare . Moreover, 


responsibility 


medical use of radiation, both in the os srt the early mass detection of condi- 


the treatment of many such diseases as meee ie extension of ca noe 
‘huti radiological pro 7 

7- Moreover, it appreciates fully the contribution of the gi a 
orbs between 70 and 170 millirem 
è The radiation due to natural sources has been rT we sin countries in which it ia ii 
Tradiation to the gonads per annum in most parts O ek See the reports The 
studied, although higher values are found locally i te United Kingdom ^ 
Q man of nuclear and allied radiations” publish ; defined; and from information 

Ouncil in June 1956, in which also the millirem i$ i 


the Committee. 955 
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through the International Commission on Radiological Protection * in recommend- 
ing maximum permissible levels of irradiation. As regards those whose occupation 
exposes them to radiation, the establishment of these levels depends on the view 
that there are doses which, according to present knowledge, do not cause any ap- 
preciable body injury in the irradiated individual; and also on the consideration that 
the number of people concerned is sufficiently small for the genetic repercussions 
upon the population as a whole to be slight. Whenever exposure of the whole popu- 
lation is involved, however, it is considered prudent to limit the dose of radiation re- 
ceived by germinal tissue from all artificial sources to an amount of the order of that 
received from the natural background radiation. 

8. It appears most important therefore that medical irradiations of any form 
should be restricted to those which are of value and importance, either in investi- 
gation or in treatment, so that the irradiation of the population may be minimized 
without any impairment of the efficient medical use of radiation. 

9. The Committee is consequently anxious to receive information through ap- 
propriate governmental channels as to the methods and the extent by which such 
economy in the medical use of radiation can be achieved, both by avoiding exami- 
nations which are not clearly indicated and by decreasing the exposure to radia- 
tion during examinations, particularly if the gonads, or the foetus during pregnancy 
lie in the direct beam of radiation. It seeks, in particular, to obtain information as 
to the reduction in radiation of the population which might be achieved by improve- 
ments in instrument design by fuller training of personnel, by local shielding of the 
gonads, by choosing appropriately between radiography and fluoroscopy, and by 

etter administrative arrangements to avoid any unnecessary repetition of identical 
examinations, 

10. The Committee also seeks the co-operation of the medical profession to make 
possible an estimate of the total radiation received by the germinal tissue of the 
population before and during the child-bearing age. It considers it to be essential 
that standardized methods of measurement, of types at present available, should 
be widely used to obtain this information and it emphasizes the value of adequate 
records, maintained by those using radiation medically, by the dental profession, 
and by the responsible organizations in allowing such radiation exposure to be 
evaluated. The Committee is convinced that information of this type will make it 
possible to decrease the total medical irradiation of the population while preserving 
and increasing the true value of the medical uses of radiation. 


2See the report of the International Commission on Radiologi ti plished in 
i urnal of Radi ogical Protection (publis! 

pi clogieoN a ology—Supp. 6, of December 1954—in the Journal francais d’electro- 
radiologie—No. 10, of October 1955—etc. and revised in 1956). 


WORDS 


Every word we speak is the medal of a dead thought or feeling, struck in the die of 
some human experience, worn smooth by innumerable contacts and always transferred 
warm from one to another, By words we share the common consciousness of the race, 
which has shaped itself in these symbols, By music we reach those special states of con- 
sciousness which, being without “form”, cannot be shaped with the mosaics of the vo- 
cabulary. The language of the eyes runs deeper into the personal nature, but it is purely 
individual and perishes in the expression. If we consider them all as growing out 0 
consciousness as their root, language is the leaf and music is the flower, but where the 
eyes meet and search each other, it is the uncovering of the blanched stem through which 
the whole life runs but has never taken color or form from the sunlight. 


—Ontver WENDELL HotMes 
(Elsie Venner) 
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BOOK REVIEWS 


Ascureiapes. His Life and Writing. By Robert 
Montraville Green, M. D. (New Haven: Eliza- 
beth Licht Publisher. 1955. $6.00.) 


The name Asclepiades is a patronymie, signifying 
an assumed relationship with Asclepios, the Greek 
god of healing and son of Apollo. The subject of 
the present biography was the last of 40 or more 
Greek physicians bearing this name, and in the 
opinion of the editor, the most important link be- 
tween Hippocrates and Galen. He practiced in 
Rome in the time of Cicero and achieved consider- 
able fame, 

The book is in two parts. The first is a life of 
Asclepieades by anatomist Antonio Cocchi (1695- 
1758) of Florence, newly translated by Dr. Green, 
Emeritus Professor of Anatomy of Harvard whose 
death in 1955 preceded publication of this work. 

The second part contains fragments from the 
Writings of Asclepiades collected by Christian 
Gottlieb Gumpert and published by him in Weimar 
in 1794. The only known copy of this work is in 
the Surgeon-General’s Library in Washington and 
from it this present translation by Dr. Green was 
made, 

t The timeliness of the publication together of these 
m items is indicated by the fact that it is now 
E years since the last preceding, book on 
is epiades, Des Asclepiades von Bithynien Gesund- 

“tevorschriftem, appeared. 
oo the “invidious detraction” of Pliny’s state- 

re Asclepiades set up his practice in Rome, 
sili remarks: “In the testimonies of the 27 
out, who have mentioned him, there is not 
oo ee single reproof of his actions or man- 
sabi i if there are combined the minute an 
ca io i though imperfect, notices which are 
ite. be im, he cannot be denied the praise of hav- 
jat we sagacious, valorous, temperate, truthful, 

A, and merciful.” 

A aaien, “perhaps more than others, con- 
Physical an in his bodily operations, subject, to 
theory j aws, and thus introduced philosophical 
origin TE the medical art... he deduced the 
rejecting human thoughts from sensations alone, 
also he the hypothesis of innate ideas, which have 
[ohn “race forever by the sovereign master 
hat A, e] of modern metaphysics.” 

Fun oe? held a leading place among w 
disciples, fot] Rome seems apparent. Probably r 
it is found “ower, and pupils were many, Sii 
foutished a that the best known physicians who 
im were 10 the three or four generations after 

Tobie all of his school.” 
with * s estimation of Asclepiades corresponds 
Minor rA > Cocchi Born in Bithynia m p 
then proe Ssa p dwelt for a time in Athens an 
age a tpn to Rome “where, until extreme O 
immens cat he practiced his art adorned, with 
S¢ praise and rejoicing in good success: 


Of the writings of Asclepiades only fragments 
have been preserved. Dr. Green presents these as 
they were collected by Gumpert. Asclepiades based 
his doctrine on that of Epicurus and Democritus. 
The mind-soul-spirit which gives life, motion and 
sensation to the body is composed of atoms which 
are “carried into the body by respiration and wander 


Asclepiades reacted against the great multiplicity 
of drugs in use in his time: “and since almost all 


sleep”), the selective prescription of wine, music in 
mental cases. He gives attention to a considerable 
number of diseases, among them “phrenitis” and 


happily. C. B. F. 


Tue Turee TRIALS OF Oscar Witoz. Edited by 
H. Montgomery Hyde. (New York: Uni- 
versity Books, 1956. $5.00.) Te 

This book was first printed in England int 

The present edition is the first American. It is one 

in the series, “Notable British Trials, and a 

cially naear becat ce o 


Oscar Oe ee of social criticism and raillery 


s Wh 
3 i ish literature. Who can 
hold a unique place in ap Being Earnest written 


P i di \ 
in the year of ka vill be found the verbatim tran- 


In this volu hrase aesthetically 
scripts—with an occas oE Oscar Wilde. In 


motivated—of the three 

the first Wilde ai 

the Marquess of Queen 
: ” of cri 


berry’s action had been s soe 
with no alternative eae the defendent. But the 


paces in tauced bore heavily on the question of 


eement. in 
almost immediately fi a con m ‘sn 
to two ye ie fall pri much of it solitary 
He served his full prison term, gor kang 
in his si ji. When on release, 
in his silent ce fet 
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sought sanctuary for a period of recuperation in a 
Roman Catholic Seminary, he was refused admis- 
sion. Being an outcast in his own country he went 
straightway into exile in France with the help of 
remaining friends. Not satisfied with having ruined 
Wilde, Queensberry hired detectives to shadow him 
in his retreat in Normandy and report any irregu- 
larities. And irregularities there were—absinthe 
and his former kind of associates. Three years 
after his release from prison Oscar Wilde died 
wretchedly, aged 46, a victim of his life-long enemy 
—his own personality. His recompense came post- 
humously, his plays live and are still played and 
the Ballad of Reading Gaol, written in exile, main- 
tains his rank as a poet. 

The value of this book, aside from the full tran- 
script of the trials, is in the introduction of nearly 
100 pages by the editor. It gives an account not 
only of all the principal actors in the tragi-comedy 
of the trials, before during and after their court 
experience, but also the sequence of details of the 
court transactions themselves without the wordiness 
of the literal transcripts. It also supplies a running 
commentary to give completeness and continuity to 
the record. 

The succession of events during and following 
these court actions of 60 years ago seems from the 
viewpoint of today almost incredible. Homosexual- 

ity in the 1890's was a despicable crime—nothing 
less, and considerably more. When after Wilde’s 
arrest bail was applied for the Magistrate (Sir 
John Bridge) gave expression to his righteous in- 
dignation : “I think there is no worse crime than that 
with which the prisoners are charged"—worse even 
apparently in the Magistrate's view than murder 
Or rape, „This attitude, supercharged with venom 
and vindictiveness, was shared not alone by the 
Marquess of Queensberry but by the contemporary 
press and the public. It was all the more remarkable 
in the fact that only nine years before Wilde was 
put on trial the crime he was convicted of was no 
crime at all, cither in England or other European 
countries. Before January 1, 1886, acts of indecency 
committed in public or tending to the corruption 
of youth had been punishable by the common law; 
but the law took no account of familiarities rated 
as indecent occurring between grown men in 
private. On the above date came into effect section 
11 of the Criminal Law Amendment Act, 1885 
Section 11, the brain-child of Mr. Labouchere, to 
whose name the credit or blame for the ruin of 
Oscar Wilde must be attached, created “the new 
offence of indecency between male persons in public 
or private” There was no evidence that the ac- 
cused had committed the offences in ion in 
public, neither was there evidence that he had ever 
debauched an innocent youth. Ak his accomplices 
“were already steeped in vice before Wilde met 
them, and two at least were notorious and self- 
confessed blackmailers,” In his Autobiography 
(1929) Lord Alfred Douglas admitted certain 
“familiarities” between himself and Wilde such as 
might occur among boys at English public schools, 
but he declared, “of the sin which takes its name 
from one of the Cities of the Plain there never 
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was the slightest question. I give this as my solemn 
word before God as I hope to be saved.” 

There was no evidence to show that Wilde had 
been guilty of causing any social damage. The 
clause in the Act that made his conviction possible 
did not appear in the original Bill passed in the 
House of Lords. The record is that it was intro- 


‘duced and assented to in the Commons without 


Proper discussion. 

_ The personality of Oscar Wilde is well revealed 
in this book and its good as well as its questionable 
qualities are brought out. The general tendency 
during the few remaining years of his life and ever 
since has been to overlook the valuable qualities— 
quite aside from the further contributions to English 
literature that might have been expected from him. 
One incident may be mentioned. During the trial an 
item of misbehavior was charged against Wilde— 
for which, apparently Douglas and not he was re- 
sponsible—on the questionable evidence of a cham- 
bermaid at the Savoy Hotel. Wilde, through loyalty 
to his friend, would not allow his counsel to set the 
matter straight. Editor Hyde states the possibility, 
however slight, that if Wilde had told the whole 
story of this incident he might have been acquitted. 

Heredity and pituitary dysfunction were at least 
two of the factors that produced the nature of Oscar 
Wilde. His behavior like his physical appearance 
and the things he wrote was expressive of that 
nature. The holistic view of his actions that may be 
possible today did not characterize the court pro- 
cedure of the 1890's. Nor was the fact considered 
that his “crimes” were not listed in the penal code of 
10 years earlier. Nor was the question pressed 
whether he had created actual social damage. 

Paradox was a conspicuous feature in Wilde’s 
life, and it is so characteristic of his plays as to 
become almost monotonous. He made an interest- 
ing reference to this circumstance that may be 
worth bearing in mind. “What the paradox was to 
be in the sphere of thought, perversity became to a 
in the sphere of passion.” The first was one of the 
hallmarks of his genius, the second of his pathology i 
and pathology is primarily a medical matter. p 
Oscar and his father exhibited sex deviations, t e 
latter in the hyper- the former in the para- om 
tion. It was only the parasexual that, once it T 
made public, society could not condone or E7 H 
to understand. In Wilde's code, “Sins of the fet 
are nothing. They are maladies for pra 
cure, if they should be cured. Sins of the soul $ 
are shameful.” And he continues ; “To have secur 
my acquittal by such means [betrayal of his papi 4 
would have been a lifelong torture to me. ad 
then he turns on Douglas, to whom he was wie 
ing, in this revealing sentence: “But do Lag em g 
think you were worthy of the love I was $ ‘ght 
you then, or that for a single moment I thong! 
you were?” (Italics ours). 

It is to be noted that no medical ¢ 
Presented that might have thrown 
Wilde's inversion and perhaps altered t 
e rane plic to 

The nineteenth century attitude of the r t 
cases such as Wilde’s is not incomprehensible; 


vidence was 
light upon 
he issue © 


_ *hotations 
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one may regret the immoderate language his Lord- 
ship saw fit to employ in passing sentence. Ad- 
dressing the accused he deplored the “Crime... . 
so bad that one has to put stern restraint upon one’s 
self to prevent one’s self from describing, in langu- 
age which I would rather not use, the sentiments 
which must rise to the breast of every man of 
honour who has heard the details of these two ter- 
rible trials. . . . People who can do these things 
must be dead to all sense of shame, and one cannot 
produce any effect upon them. It is the worst case 
I have ever tried.” The severest sentence the law 


allowed, his Lordship considered “totally inadequate” 


for such a case as this.” 

_ This book has pictures of the various principals 
in the drama, among them Lautrec’s famous por- 
trait of Oscar Wilde, also several appendices, in- 


_ cluding a discussion of the problem of Wilde's in- 


version and one on the history and prevalence of 
male homosexuality in England. 
Cc. BHB: 


Tae INTERPRETATION or Dreams. By Sigmund 
Freud. Translated and edited by James 
eed (New York: Basic Books Inc., 1955. 


hes first edition of Trawndeutung is dated 1900. 
thie has stated that the book was actually 
published in November 1899. About the middle of 


} October he had received two advance copies and 


rr one to his friend Fliess as a birthday present. 
fa his first edition attracted little attention, only 
ti copies being sold during the first 6 years. From 
reared, the eighth and last during Freud’s lifetime 
as published in 1930. 
ban case English translation is based on this 
tracing on edition. For scholars interested in 
Various de opment of the book through its 
translator itions this text provides the means. The 
editions, Con cates that it differs from all previous 
a Vari tman and English, being “in the nature 
Heilen oe edition” since it contains every 
including "Rect in the text since the first issue, 
later toma from earlier editions that were 
ortam ae tttung Freud considered his most im- 
work. By the use of many footnotes with 
to give F the translator and editor has sought 
Nothing Waral genuine text, his whole text and 
Standpoj ut his text, making the book, from the 
tion, h of _ present at least, a pape edi- 
ing Prefaces to all the previous editions are 
aed The bibliographies have been recast and 
attention — correction has heen made. Particular 
ation ref, as been given to make the English trans- 
Origin Ap ect faithfully the precise meaning of the 
| ep 
With qeeemaix lists other writings of Freud dealing 
there į ams. Following the bibliographies (25 PP 


S an Inde n isti ith refer- 
ences, ex of Dreams listing, WI 
dreamt b ) those of Freud himself, (B) those 
Closes mtd Others. A detailed general index (28 pp.) 


i 
Wok, which runs to 692 


ges. A 
Taumdeutung Freud wrote: “It contains, 


‘me to time new revised and enlarged editions’ 


even according to my present day (1931) judge- 
ment, the most valuable of all the discoveries it has 
been my good fortune to make. Insight such as this 
falls to one’s lot but once in a lifetime.” 

t C. B.F. 


Procress IN PsycuorHerapy, 1956. Edited by 
Frieda Fromm-Reichman, M.D., and J. L. 
Moreno, M.D. (New York: Grune & Strat- 
ton, 1956. $8.50.) 


The Council of The American Psychiatric Asso- 
ciation established a new Section on Psychotherapy 
in November 1952 because of a growing interest 
among psychiatrists in psychotherapeutic techniques 
and the various modern trends and schools of 
psychotherapy. The first meeting of the Section 
on Psychotherapy was held at the annual meet- 
ing of The American Psychiatric Association in 
St. Louis, May 5, 1954. The first program offered 
by the new Section was at the annual meeting of 
the A. P. A. in Atlantic City, 1955. This volume 
is a publication of the proceedings of that first pro- 
gram with the additional written contributions of 
various other schools which could not be heard be- 
cause of the limitation of time, as well as other 
written contributions from various psychiatric 
leaders in Austria, England, France, Germany, 


ica. edi- 
Spain, Switzerland and South America. The 
tors state in the preface : “We hope that this pub- 


volume t 

be tp STatreduction a concerned with the his- 
d philosophy o y 

toy ana Peyehotherapy; Part III: ae vk 

Psychotherapy ; Part IV: Present Psychothera 

a ts in European and South Ameri- 


Hel future of psychotherapy. The refer- 
be ral of each contributor’s apn 
index at the en 1 

aoa ee oe aE greatly to this 


possible 


PAo eave “school of 


more 


ive insight one 
comprehensive insig by 
ing the problems of f net ort fe ange mm 
rating this book. tors and the tremendons 


range of subject matter, it is nearly impossible to 
give a brief review without discussing each con- 
tribution separately, which would amount to a 
volume in itself. 

Some general themes occur frequently in many 
of the presentations. The question whether psy- 
chotherapy is a science, an art, or a inati 
of both is frequently asked, and the problem of 
scientific research and of teaching psychotherapy 
is complicated. The doctor-patient relationship is 
an often repeated theme. How active or passive 
should the doctor be? Is the doctor inherently 
endowed with scientifically unmeasurable qualities 
which enable him to do psychotherapy, or can such 
qualities be acquired? Should multiple. therapists 


be employed? What about the community type of’ 


therapy such as that employed in group therapy and 
psychodrama? One answer to these questions seems 
obvious, and that is that therapists with certain 
types of personalities whether acquired or inherited 
can best use one or another approach, frequently 
depending upon the patient’s problems. The re- 
sultant problem then arises as to how the thera- 
pist is to know which approach to use. Can this 
problem be scientifically studied? 

Much of the book is taken up with discussions 
of the various psychiatric schools and philosophies. 


that there is more that is unknown about 
psychotherapy than is known. Others are more 
dogmatic and pedantic, giving one the impression 
that the only form of psychotherapy, al- 
though they do not answer many questions which 
(IDS de meal ea archaea 
) 1 present psychotherapeu- 
tic developments in European and South Ameri- 
can countries, among other things, leaves one with 
the impression that the chaos of war has retarded 


One adverse criticism might be made—that the 
reading would be easier and the interest greater 
if more case material had been presented to illus- 
trate the various psychotherapies. The few sec- 
tions where case material is used are delightful to 
read and easy to understand. 

In part of his summary Moreno says: “The re- 
discovery of the therapist is one of the chief fea- 
tures of this book. Instead of concentrating, as we 
do every day, on what we can do for our patients, 
let us think for a moment of what we can do for 
each other. It would be a most salutary thing if 

the 45 or more psychotherapists (and their many 
peers) who meet each other in this book would 
step out of it and meet each other in reality, en- 


_ analytic Society in which the views of Adler were 


gaging in a therapeutic session for these 
Psychotherapy should start with psy: 

Every psychotherapist is his own ire 
This 


reviewer says: “Amen!” 
Wriu1aMm-J. Trrrany, Lr. MCG | 
Fitzsimons Army Hospi 
Denver, Calo. 


Tue Invivwuat PsycHoLocy or Auraep Aou 
Edited by Heins and Rowena Ansbacher. 
(New York: Basic Books, Inc., 1956. $7.50) 


What is Adler’s present status? How useful and 
durable are his ideas on field theory, the structure 
of neuroses, ego psychology? Definitive answers 
are given in this compilation of his papers, 3 
includes many of his published works in these and 
other fields, many of them here translated from 
the German for the first time. ' 

Inevitably a comparison with Freud comes 
mind. Both from these papers and from @ 5 
larly exciting account of the crucial January a 
February, 1911, meetings of the Vienna Psycho- 


presented and warmly debated, one has important 
data on which to base an evaluation of his stature: 
The editors’ method has been to juxtapose frag- 
ments of publications from a wide span of 
with paragraphs of explanatory and critical com- 
ments of their own in order to impose 
unity and coherence to Adler’s written statements. 
In addition to a complete bibliography of his wri! 
ings there is a general bibliography of commen- 
taries on Adler. The editors’ painst effort 
is itself a major step toward bringing the work 
of this germinal figure into focus. -> 
Stoney L. Werkman, M. Dy 
St. Elizabeths Hospital 


Tue Lecacy or Sicmunp Freup. By Jacob A 
Arlow, M.D. (New York: Internat t 
versities Press, 1956. $2.00.) »i 

out of the 


This attractive small volume grew § the 
efforts of the Freud Centenary Committee of th 
American Psychoanalytic Association to, arrange 
a display for the general public of Freud’s works, : 
It carries out its goal of portraying some : 
of Freud’s genius and of indicating the fi legacy 
from his labors. The author succeeds in cm 
ing to the general reader the directions, changes 
growths and possible implications of Freud's HAm 
ing. He touches on Freud as a biologist, neurol 
gist and translator. He follows the develope 
Freud’s thinking about the interpretation of f pologi 
the theory of drives, and about general psycho” 
cal theory. He indicates Freud’s contributions ‘ie 
therapy, aesthetics, mythology, anthropology He 
sociology, as well as to the study of reigi 
concludes with a discussion of Freuds maam 
style. S 5 
This book is recommended as an interesting ¢ 
authoritative addition to the library ‘ 
or laymen. 
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AN APPRAISAL OF CHLORPROMAZINE * 


GENERAL PRINCIPLES FOR ADMINISTRATION OF CHLORPROMAZINE, BASED ON 
EXPERIENCE WITH 1,090 Patients 


N. WILLIAM WINKELMAN, JR, M.D*%* 


INTRODUCTION 


A preliminary report on the present in- 
vestigation was- published in the J.4.M.A. 
on May 1, 1954, at which time certain clinical 
findings were observed and conclusions 
tached concerning the use of chlorproma- 
zne in the treatment of psychiatric dis- 
orders ; 142 cases were reported, The present 
Paper continues that study, and reports 1,090 
psychiatric patients treated with chlorpro- 
mazine and followed up to three years. 

Although only recently introduced, chlor- 
promazine has become one of the most widely 
wed and discussed compounds in the world. 

tkable claims have been made for it in 

both the lay and the medical literature. On 
the other hand, some observers have reported 
= effectiveness than that generally claimed. 
urthermore, there have been reports of 
Stlous side-effects that could contraindicate 
te of the drug almost entirely. All this is 
confusing enough to warrant a drastic re- 
ri uation and clarification of the precise 
e and a general, realistic appraisal of what 
an and what cannot be expected from the 
a based on this series of 1,090 psychi- 
io © patients which, we believe, has been 
Sat ae longer than any other in the United 


MATERTAL AND METHOD 


The method of treating the 1,090 patients 
a ia such that the original plan of ther- 
the ear} adjusted to experience gained during 
hodyn >) months. After a diagnostic, psy- 

ynamic, and prognostic evaluation—and 


*Read at th 
tan t the 112th annual meeting of The Ameri- 
May iat Association, Chicago, Ill., April 30- 
2 d a 
Phils, the Sidney Hillman Medical Center, 
K e “phia, Pa., Dr. Joseph Langbord, medical di- 
Tay Josephs, Herbert Schiller, Irving Golden, and 
tin Sam o gave technical assistance and Dr. Mar- 
e chlas On numerous suggestions in this study- 
and Prea Promazine was supplied by Smith, Kline, 
Add ch Laboratories as Thorazine. 


delphig Pa Suite 106, 1930 Chestnut St. Phila- 


for which the patient pays has not, as far as 
I know, been studied. Each patient was 


zine dosage is A 
found this to be true with the initial dosage, 
the optimum therapeutic dos: Sii 
mally tolerated dosage, and in the ohi 
of dosage. For example, some patients 

tolerate equally well 


ment that pati 
frequently followed. 


partment 0 
ivate practi 
a eng the drug for more than eer 
month, the starting dosage had been w 
tained in 98 of them. In nan cases 
i . tid. 
was either 10 mg. or 25 ME: = ene 


ble 1 shows that three- : 
I Sh patients in this series have et 
lowed for 12 months or longer, more 
o6t 
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TABLE 1 
MONTHS OF TREATMENT 
No. of 
Duration patients 


Less than, weelk:..!.0 0. ni riae nA 85 


half for 18 months or longer, and one-third 
for 24 months or longer. 

This series included 652 patients with all 
varieties of psychoneuroses ; 130 with schizo- 
phrenias, acute and chronic, both inpatients 
and outpatients; 115 with senile psychoses, 
both inpatients and outpatients; 50 children 
with various behavior disorders; 53 psycho- 
physiological reactions ; and 5 cases of central 
nervous system syphilis, Most of the pa- 
tients received only chlorpromazine; other 
treatment is discussed below. The psycho- 
neurotics were divided into those treated with 
chlorpromazine alone and those treated with 
combined chlorpromazine-analytic group 
psychotherapy. The distribution of the sexes 
was about equal; ages varied from 6 to 94. 

_ Chlorpromazine therapy was thought of as 
either primary or secondary treatment. It 
was primary—the most basic therapeutic 
available—in patients whose disease entity, 
personality, age, or social situation ruled out 
other treatment. It was secondary—ancillary 
and more symptomatic—in patients able to 
receive and respond to other treatment. In 
either case, our aim was to treat the outpa- 
tient effectively while keeping him on the job. 

At each visit a complete evaluation was 
made. This was a major problem, Each pa- 
tient’s clinical syndrome was divided into 
each of its component parts expressed as 
reactions described in the new Standard 
Revised Nomenclature (1) approved by The 
American Psychiatric Association, A study 
of the individual reactions alone, however, is 
also inadequate for total appraisal, There 
are too many spontaneous changes and too 
many symptom substitutions. Combined 

total change and individual reaction change 
were regarded as necessary to make a com- 
posite picture. Both the individual reactions 
and the total picture were evaluated by at 
least two trained observers and the patient. 
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In this way, a qualitatively and quantitatively 
more accurate evaluation of the clinical status 
can be obtained. 


RESULTS 


Repeating the conclusions of my prelimin- 
ary report of two years ago would be merely 
re-echoing what have, happily, become gen- 
erally recognized observations of other in- 
vestigators. Shortly after I gave the drug 
its first intensive clinical trial in this country, 
I wrote the manufacturer that it was par- 
ticularly remarkable in its effect on anxiety 
and agitation. Since that time, the weight of 
evidence in the literature has strongly sup- 
ported these impressions. 

The re-evaluation mentioned earlier was 
initiated and the project continued to its 
present length in order to find answers to 
certain basic questions. How much further 
are we able to go now in describing the ac- 
tions of chlorpromazine? How effective 1s 
the drug in the psychoneurotic reactions 
treated in the usual psychiatric practice of 
clinic? Can the response in a particular situ- 
ation be predicted? Should the same dosage 
be used over long periods, or should dosage 
be increased or decreased? Will chlorpto- 
mazine therapy be more effective than the 
usual sedatives, or well-oriented psychother- 
apy? Will undesirable reactions occur ? i 
can be expected with chronic and even for i 
schizophrenic patients treated on an ambu as 
tory basis? What exactly can be be 
plished in the hard-to-manage senile? iat 
effective is the drug in children? Is it i a 
tive in the psychophysiological disor er 
When should it be given a trial? Does 
patient suffer a relapse if the drug is stopp® A 
When would this occur? How can this ily 
prevented? How does chlorpromazine heer 
“stack up” when compared with pheno sie 
tal or with a placebo? How does it come i 
in a double-blind test? When can chlopie 
mazine be advantageously used in coni 
tion with psychotherapy? Are pe ne 
maintained while patients are on tl á that 
for one, two, or three years? We believ pon 
our results and the conclusions based BER 
them enable us to give answers to these q 
tions. The remainder of this report Pre 
those answers. 

In such a large series, 
cluding a study of relapse rate, 


the results— E 
and two © 
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GENERAL OBSERVATIONS: 1,090 PATIENTS 


Of the 652 patients with psychoneurotic 
reactions (Table 2), 6% showed a complete 


Psychoneuroses Schizophrenias 
Improve- (652) (130) d P 
Pauents Percent Se 
ating r atients Percent Patients Percent an jConpistent absence of symptoms, and an 
pee... 39 6 25 19 additional 37% showed a marked improve- 
aE vs» 241 37 36 28 ment that stood the test of critical, long-term 
A 198 30 18 14 follow-up. Only 12% showed no essential 
| 97 15 22 17 change. These figures are based on all dura- 
Beta. e 77 12 29 22 


* Improvement ratings in all tables are made on this 
basis: 4 = 100% relief of symptoms; 3 = marked (75%) 
improvement; 2 = moderate (50%) improvement; 1 = slight 
(25%) improvement; and o = no essential change. 


trol studies—are necessarily involved and 
difficult to present. They are thus divided 
into four parts. Unless otherwise indicated, 
all results imply that the patients involved 
were maintained on the drug. 

Ratings of improvement are shown in 
Table 2. Each component reaction and the 
over-all picture were separately rated on a 
stale from o to 4: 0 indicates no essential 
change ; I indicates a slight but definite and 
Consistent improvement, about 25% ; 2 indi- 
cates a consistently moderate improvement, 
about 50% ; 3 indicates a marked improve- 
ment equal to about 75% ; 4 indicates total 


tions of treatment. It was found that, if the 
dosage of the drug was carefully and ac- 
curately followed and altered to suit the 
patient, the 6-month result could be main- 
tained, provided acute traumatic events— 
such as the death of a parent—did not occur. 
The dosage must be increased during these 
times of stress. 

The results of studying the individual re- 
actions in the psychoneuroses were slightly 
more impressive (Table 3), probably be- 
cause a specific reaction was under our 
attention and was being measured alone, 
while some of this reaction could well have 
been converted to another kind of ee 

In each category of improvement, anxi 
reactions responded far better than any other 
disorder; 84% responded moderately well 


ni did not respond at 
or better, and only 7% o noa Tea: 


cinical improv i il, Sixty percent of the 
provement or 100% relief of all. Sixty per 
paoms, : tions responded moderately well or better, 
TABLE 3 
Fryar Resurts: INDIVIDUAL REACTIONS 
Psychoneurotic Reactions 
(1,218) 
Anxiety Conversion a rg ea (90) 
Trove. (595) (395) =a i > 
Patients y n 
e Patients Percent Patients Percent Patients Percent : oe" Sie ety 
MEN vain 6 ir 34 9 2 ‘ 3 i5 fe, 23 
ee 275 46 82 21 5 10 2 2 22 
E 156 æ% 14 oO ee 2 33 po z 
a 55 9 98 25 20 23 io 3 4 5 
bees 43 7 56 14 31 35 
Schizophrenic Reactions 
(210) RAN 
Agitated Deri 
l Hallucinatory Delusional (60) — E 
prove. (50 a cine a = 
T Patients Percent Patients na on not o i 
ec. > : s 3 
3.. S 22 15 19 30 rs o i 
1 13 26 10 13 7 re 5 y 
ie 6 12 19 23 : 5 14 
o 16 32 30 38 
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while only 14% did not respond at all. It 
may seem surprising that as many as 41% 
of the depressive reactions responded moder- 
ately well or better. However, many of these 
depressions were secondary to or aggravated 
by other reactions. Accordingly, when the 
other reactions were relieved, this type of 
depression responded, too. Only two obses- 
sive reactions were fully relieved, but in 
many more the drug gave some measure of 
relief—39% moderately improved or better. 
In 38% the drug had essentially little or no 
effect. The phobias showed more encourag- 
ing results, with 52% responding moderately 
well or better, and only 15% not responding 
at all. 

Thus, we can predict that enough benefit 
to administer the drug will be obtained in 
17 of 20 patients with anxiety, 15 of 20 with 
conversion reactions, 10 of 20 with phobias, 
to of 20 with secondary depressive phe- 
nomena (but less than half that in pure de- 
pressions), and 8 of 20 with obsessions, 

Duration of illness in the schizophrenics 
varied from 1 month to 30 years, Most of 
these were outpatients. Chlorpromazine was 
used to maintain the outpatient schizophrenic 
at his job and prevent a costly hospitalization, 
The over-all results in schizophrenia (Table 

2) show 19% free from all symptoms, and 
61% obtaining moderate results or better ; 
22% failed to respond at all, and these were, 
as has been reported by other investigators, 
chronic cases, without overactivity, of many 
years duration. A break-down into the com- 
ponent symptoms is of interest and can be 
used to help predict responses (Table 3). 
Slightly more than half of the hallucinatory 
Teactions were relieved moderately well or 
better, but one-third of the patients showed 
no change at all. While 27% of the delusional 
reactions had marked to total relief, 61% 
were not affected or only slightly so. As is 
now generally observed, agitations responded 
very well, 83% showing marked to total re- 
lief, and only 5% showing no change. The 
depressive reactions in schizophrenia re- 
sponded very poorly; 95% of the patients 
showed either no response or a minimal re- 
sponse, and there were no total remissions, 
The dosages used in the schizophrenias 
were double to triple those in the psycho- 
neuroses—more drowsiness occurred, but we 
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encouraged the patients to remain at their 
jobs, and most of the outpatients did so. 
About 40% of the schizophrenics were ade- 
quately treated as outpatients, one-third of 
them requiring dextro-amphetamine sulfate 
to help fight drowsiness. The other 60% 
were unable to work and were hospitalized 
and treated in the conventional manner. 

The clinical results with the behavior prob- 
lems of the aged—the senile and arterio- 
sclerotic psychoses—responded in an ex- 
tremely gratifying manner (Table 4) : 86% 
responded moderately well or better; 74% 
showed marked relief or better, and only 6% 
showed no response. The total life pattern 
was changed. Aggression and destructive- 
ness were lost. Night became the time for 
sleeping. Appetite improved and delusions, 
if present, were reduced. Real cooperation 
made its appearance. The drug enabled many 
of these older people to remain at home. 

The behavior problems of children, both 
organically and functionally caused, re- 
sponded well (Table 4): 78% responded 
moderately well or better, and only 12% 
showed no response. 

The group with psychophysiological dis- 
orders was a relatively small one. The results 
(Table 4) do not have too much meaning, 
for the various somatic reactions are grouped 
together. Our impression is that all the psy- 
chosomatic manifestations benefited to vary- 
ing degrees, but not remarkably so. More 
investigation is certainly needed in this area. 

Five patients with central nervous system 
syphilis associated with psychosis character- 
ized by agitation, delirium, delusions, and 
wandering were treated with chlorpromazine, 
in addition to primary therapy (penicillin) 
with extremely gratifying results. Until a 
true, beneficial change occurred as a result of 


TABLE 4 
Finat RESULTS 
Behavior problems io- 
(res) Perola 
Aged Children reaction 
Gis) (0) (53) 
Improve. “Pa. Pers Ee Per- ae 
ment” tients ‘cent deste cent tients a. 
s 28 24 6 12 8 17 
SAS Sg... sr 12 24 9 30 
Dass. 1a) To 2 42 16 23 
Llic 9 5 10 12 
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adequate penicillin therapy, chlorpromazine 
very adequately controlled symptoms. 

The remaining 85 patients in the series 
spontaneously stopped the drug in less than 
one week, owing to what might be called a 
negative psychological response, and these 
tases are not included in the tables of results. 
These patients were severely hypochondriacal 
with bizarre symptoms and interpreted sub- 
jettively-experienced reactions during chlor- 
‘Promazine therapy as serious manifestations 
of disease, or as serious effects of the drug. 
Their reactions were not associated with a 
fall in blood pressure. That this response 
Was not a sensitivity peculiar to the drug is 
shown by the fact that the same patients 
showed similar unexpected subjective reac- 
tions in trials with other drugs. They did not 
show normal response to any treatment. 

en some were given chlorpromazine in 
an unrecognized form, in smaller or often 
in the same dosage, the response was not 


pnie 5 shows that the optimum dosage 
tor the vast majority of patients in our series 
‘Mas between 75 mg. and 300 mg. a day. How- 
ever, individual dosages did range as high 
5 1,250 mg, a day, 
p clapse Rate After Withdrawal of Chlor- 
e Comparing the chlorpromazine 
ka S with combined chlorpromazine and 
ee Psychotherapy is not really possible, 
q “Pt on quite a long-term basis. This is be- 
j € almost immediate effectiveness of 
aA r Contrasts sharply with the slow, up- 
ing Hey Progress in analytic therapy, dur- 
isis 7 Symptomatology is not the sole 
ha Rene, Progress. However, after looking 
that eel à 3-year period, I am quite certain 
Wor 100 patients in analytic psychother- 
group psychotherapy responded sig- 


TABLE 5 
Orrituse DOSAGES 
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nificantly better than those in treatment with 
the drug alone. 

Investigating the relapse rate is of prime 
importance. We made a careful study in the 
652 cases of psychoneuroses, All had been 
on optimum maintenance dosages for a mini- 
mum of 6 months, As shown in Table 6, 
the first two groups—divided into those on 
chlorpromazine alone and those with com- 
bined chlorpromazine-analytic group psycho- 
therapy—were subjected to sudden with- 
drawal, Another group, receiving combined 
therapy, had the drug withdrawn, but slowly 
over the course of a week. 

The results are of great help in indicating 
the most effective treatment. First, there is 
no doubt that one takes a great chance in 
withdrawing chlorpromazine, Second, the 
chance is significantly reduced when the drug 
is withdrawn slowly. Third, when well- 
oriented psychotherapy is utilized as the pri- 
mary treatment, and chlorpromazine is given 
as secondary treatment, the danger of re- 
lapse after withdrawal is still further and 
considerably reduced. 

Control Study: Chlorpromazine vs. Pheno- 
barbital and Placebo—One control study 
utilized 50 patients given a placebo and 50 
similar patients given phenobarbital. The 
results (Table 7) are surprisingly similar, 
and in both groups much less encouraging 
than those with chlorpromazine. Chlorpro- 
mazine is clearly superior to phenobarbital, 
which is not much more effective than the 
placebo. 

Double-Blind Study: Placebo vs. Chlor- 
promazine —Our findings in the double-blind 
study (Table 8) are in agreement with the 
few available studies on the effects of a 


TABLE 6 
RELAPSE RATE 
(All patients treated 6 months or longer) 


Slow withdrawal: 
Sudden G 
pienk Mo perone: therapy 
Percentage 
—_—— 
* 20 25 
30 30 
40 34 
50 36 


(2) reported 35% +2.2 
and Wolf and Pinsky(3) pb ti a 
significant effectiveness with placebos. In 
comparison, the chlorpromazine effect is ap- 
proximately double that of the placebo. 
Beecher reported that while 35% of pain is 
relieved by a placebo, 4 grain of morphine 
relieves 75%. Chlorpromazine stands in an 
even more favorable relationship, 


UNDESIRABLE REACTIONS 


Chlorpromazine possesses numerous, wide- 
spread pharmacologic activities, and we must 
accordingly understand that there will be 
some not particularly desirable side-effects, 
However, we must look upon them objec- 
tively and appraise them accordingly, For- 
tunately, nearly all of them are mild and 
disappear spontaneously, after modification 
of dosage, or after the rarely needed cessa- 
tion of treatment. As with most drugs, these 

reactions are unpredictable, and they are for 
the most part unrelated to dosage. 
As Table 9 indicates, about three-quarters 
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TABLE 7 
Controt Stupy: PLACEBO vs, PHENOBARBITAL IN PSYCHONEUROTIC REACTIONS 
(3 mos. Duration) 
Anxiety Conversion Depressive Obsessive Phobic 
‘he: Pheno- no- Pheno- Pheno. 
2 Placebo barbital Placebo barbital Placebo barbital Placebo barbital Placebo barbital 
3 (45 (45) (29) (32) (11) (12) (8) (5) (7) (6) 
Bw 2 a eS Cas fete oj ee a s 3) “oe 
H E È PANE: g ze ipi: ‘3 ae i] g T a g 
a a A S A A A A A ae oe a & & a u & 
PNA aa 4 9 3 10 13 90> O09— o-—- o—- 0—- O— 
we odes 7 16 8 18 6 21 a GANO TORRES o — o — I m4 o — 
Fisca 6 13 9 20 4 14 § 160, 2 RON re § I 3 #o— tT E 38 
Ribs sa 5 1 9 20 6 21 eas sashes. I 13, 1 20 tr ig ee 
Wrens 25150" IS cs sO se TRC OER Om G 78 4 80 4 57 3 50 
TABLE 8 
Dovste-Biinp Stupy: CHLORPROMAZINE vs. PLACEBO 1N PSYCHONEUROTIC REACTIONS 
Anxiety Conversion Depressive Obsessive Phobic 
Chlor- Chlor- a a Chlor- 
k Placebo promazine Placebo promazine Placebo FOA Placebo TS Placebo promazine 
5 (90) (91) (62) (70) (24) (20) (10) (10) (14) (1a) 
Sy 2) 4 ‘gs per 2 u a 2 a a Ai 4s 2 p 8-a 
S +} Es] psi 2 
ee ee ae 
a” aba ig e E ef ke ge & A 
Felesi PIOA Laas eoe qaer A A e of — o — 1 § 
grees tS eae oe Os OES ary, | O-- 2 20 2 14 «2 17 
Bate e gu atientOlganwaiaauiws a T to 2 20 2 14 3 35 
: Sop Osa nON MTG MAN ea ay). i) o 3 30 3 2t 2 17 
“47 52 7 8 26 42 14 2 4 Reo s)eo 330. 7 50 4 33 
placebo. Beecher 


of the patients complained of some degree 
of drowsiness, but only one-quarter found 
this disturbing enough to interfere with their 
daily activities. Doses of caffeine citrate up 
to 600 mg. a day were not nearly so effective 
as 5-10 mg. of dextro-amphetamine sulfate 
in relieving this. Dry mouth and a bad taste 
were common, but of no significance, and 
generally passed, The appetite was often in- 


TABLE 9 
Unpesiraste REACTIONS 

Reaction ae 
Disturbing drowsiness .........--+0-0+009* 274 
Undisturbing drowsiness ..........++++00+ 562 
E N eee 178 
eer 92 
M E ses cccsscenene? 136 
Excessive weight gain ......... oee 3 
CS A 23 
a nee nese) Ra eee 36 
Photosensitivity ..........0....seeseeeeee® hs 
Increased dreaming ...........00e0000000"* 163 
Tn I RE i eee ¥ 
Parkinsonism-like syndrome ....-.+-+++'*" 
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creased and weight was gained, but in only 
a small percentage was it excessive. Palpi- 
tations of the heart and constipation were 
occasionally seen. We have not seen a full- 
bown case of Parkinsonism, Two patients 
exhibited the characteristic facies and gait, 
but without cog-wheel rigidity or any sign 
ofa tremor. 

A very small percentage of the patients 
demonstrated a dermatitis. Some were kept 
onthe drug, and the dermatitis disappeared. 
In some others, antihistaminics seemed to 
help; in any event, the eruption disappeared 
afew days after the drug was withdrawn. 
About 3% of our patients developed photo- 
sensitivity. A marked overreaction to the 
sun with erythema and pruritis was seen, pri- 
marily in the summer months. After observ- 
- ing these reactions in our patients, Cahn and 

(4) concluded that the sensitivity was 

y to intense summer sunlight containing 

traviolet wave-lengths of between approxi- 
mately 3,025 and 2,968 angstrom units. 

lthough there are rare reports of serious 
| G changes, such as agranulocytosis, we 
_ =W no such complications, 

„Chlorpromazine icterus—an acute febrile 
a ary duct obstruction caused by a sensitiv- 
i ied essentially the only other 
Ei, : reaction that need be taken seri- 

Le fice 1,090 patients we saw 9 cases of 
fuy tee incidence of 0.99%. We care- 
os, led 230 patients by doing liver 

n tests before treatment, and then 
lions fre? during treatment. The con- 
hial € om this study(5) indicate several 

| acts: (1) Chlorpromazine did not 

a vate previously existing liver disease. 

ihe cases developed within 5 weeks 
= a within 2 to 10 weeks, (3) The 
areata by chlorpromazine is due to 
ti oe present and the hy- 
Prod “ity not overcome, it may be re- 
ced in some pati by a single thera- 
E dose of patients y a single thera 
ay the drug. Re-use of chlor- 
n a sensitized patient should be 

en with great caution. 


Tap 
jg OF CHLORPROMAZINE 
e 
Pesen ao have enough knowledge at 
*eeurate tt this and related drugs for their 
term = Scientific classification by a 
Will refer specifically to these com- 
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pounds and exclude others, such as the opium 
derivatives, alcohol, scopolamine, and the 
standard sedatives. Ataraxia and tranquiliza- 
tion certainly do not meet this need, These 
terms lack the precise boundaries necessary 
to differentiate one central nervous system 
depressant from another, in view of the 
many dozens of drugs that are currently 
available and have overlapping actions, yet 
differ widely in many ways. 

The new term should include exact refer- 
ence to the mode of action, the site of action, 
and the chemical structure, or as much in- 
formation about these as is compatible with 
brevity and knowledge. Until the time that 
we find a name that will fulfill these require- 
ments, several descriptive terms, based on 
experimental work and clinical observations, 
present themselves. Since the drug acts pri- 
marily on the reticular formation, but seems 
also to act on the hypothalamus, the basal 
ganglia, thalamus, subcortical and cortical 
regions, and since it exerts a depressive effect, 
we can accordingly call it a reticular forma- 
tion depressant or, to use a more general 
term, a diencephalic depressant. Further- 
more, since chlorpromazine is a phenothia- 
zine derivative, it and other such derivatives 
could be so classified. In contrast with other 
central nervous system depressants that act 
in increasing dosages from the cortex down- 
ward, chlorpromazine and similar drugs act 
more or less from the lower centers upward, 
and could accordingly be termed “ascending 
depressants.” Clinically, since the action of 
the drug causes disinterest or indifference 
to exogenous or endogenous painful stimuli, 
it could be called an indifference-producer. 

Incidentally, one wonders whether the men- 
tal state produced by chlorpromazine, which 
seems to make the patient indifferent to some 
of his symptoms, and relieves anxiety in 
doing so, is related in some way to a naturally 
occurring conversion hysteria, In both states 
the patient exhibits outward calm, unconcern, 
and satisfied indifference. In the chlorpro- 
mazine-treated neuropsychiatric patient, the 
energy accompanying anxiety 1s combatted 
chemically. Some patients receiving the drug 
reveal this energy in increased, vivid, emo- 
tional dreaming, In ‘the patient suffering 
conversion hysteria, the energy is partially or 
fully released in the conversion symptoms, 
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e.g., loss of vision or paralysis of a limb or 
segment of the body. The conversion hys- 
teria is an adjustment mechanism of the pa- 
tient faced with conflicting wishes and drives 
or other incompatible psychic elements. Since 
this patient’s conflict cannot be resolved, it 
is repressed, rather than chemically com- 
batted, and the accompanying energy mani- 
fests itself in the conversion hysterical 
symptom. The symptom—motor, sensory, 
psychic, or visceral—is actually the method 
of adjustment, and it serves as a retreat from 
anxiety. The conversion hysteria is charac- 
terized by a state of indifference and com- 
placency, and, to quote Noyes(6), “patho- 
logical tranquility of mind,” described by 
Janet as la belle indifference. The clinician 
who has seen large numbers of patients 
treated with chlorpromazine will readily note 
the similarities, 

Further consideration and study of the 
similarities in the mental states of these two 
types of patients might prove mutually in- 
formative. By drawing comparisons between 
the effects on the brain of a conversion hys- 
teria, on the one hand, and of chlorproma- 
zine, on the other, we might gain increased 
knowledge of both states, 


DISCUSSION AND CONCLUSIONS 


I. Chlorpromazine is a highly effective 
drug in many psychiatric entities, more ef- 
fective in some than in others, and in groups 
of patients suffering the various syndromes 
although its exact effectiveness cannot be 
predicted in the individual patient. 

2. It is more effective in severe symptom- 
atology than in mild, and is most effective 
when there is overactivity in any subdivision 
of psychomotor activity, such as anxiety, agi- 
tation, panic, hostility, manic behavior 
phobic activity, obsessional activity, and de- 
lusional and hallucinatory activity. Acute 

emotional illnesses have a better prognosis 
than chronic illnesses ; chronic hypochondria- 
sis and personality problems offer very poor 
prognosis. 
3. Since its exact effectiveness cannot be 
accurately predicted, chlorpromazine must 
be initiated on a 6-8 week trial basis. With 
the accompanying tables as a rough basis for 
prediction, each case must be evaluated for 
treatment separately. To predict, the clini- 
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cian should evaluate the patient’s disease 
entity as a whole and also the individual 
symptom reactions. In this way, while keep- 
ing the charts in mind, the clinician should 
be able to predict approximate results in 
perhaps 3 of the patients, provided the diag- 
nostic and symptom evaluations are correct. 

4. When the decision to use the drug has 
been made, it must be used in an optimum 
manner. As is true with insulin in diabetes, 
liver in pernicious anemia, and the anti- 
biotics in infection, a small amount is es- 
sentially worthless. 

5. However, chlorpromazine is a potent 
drug and its use should be considered “chlor- 
promazination,” rather than. just a routine 
administration. Chlorpromazine therapy is 
as sensitive and skilled a procedure as insulin 
is for the diabetic, anticonvulsives for the 
epileptic, or digitalis for the cardiac. This is 
illustrated by experience with the 85 patients 
who stopped taking chlorpromazine because 
of the negative psychological response. These 
patients were chronically ill, fearful, and 
highly suggestible. Their reactions occurred 
during the early months of the investigation, 
and we soon learned that it is necessary to 
start treatment with small dosages and build 
up gradually in this type of patient in order 
to avoid such reactions, Resistance to psy- 
chotherapy makes effective use of chlorpro- 
mazine all the more important for these pa- 
tients. 

6. Before the therapeutic test is made, the 
clinician must decide what additional treat- 
ment is necessary for the most complete and 
effective management of the individual prob- 
lem. In thinking of treatment, the clinician 
should consider 4 factors: (1) The probable 
benefit to an individual patient from the 
drug; (2) the achievement of adequate dos- 
age to initiate treatment, to build up, to reach 
optimum dosage, and to maintain; (3) the 
length of treatment probably to be required; 
(4) the additional treatment necessary for 
the most effective management in view 0 
the: diagnosis, prognosis, age, resistance, 
duration of symptoms, intelligence, psycho- 
dynamics, ability to communicate, ability tO 
achieve insight. 

7. Chlorpromazine therapy should be 
thought of as either primary or seconda 
treatment, Primary treatment employs t 
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drug as the most basic therapy available. 
Secondary treatment employs it as an ancil- 
lary and more symptomatic treatment. Its 
use in the agitated delusional paretic is sec- 
ondary to the high-dosage penicillin therapy. 
In the psychoneuroses this concept is par- 
ticularly important. Certain types of patients 
are known to respond well to psychoanalysis 
or other well-oriented psychotherapies, Use 
of the drug in these is, of course, secondary, 
and much can be said concerning this use. 
In elderly patients or those with low intelli- 
gence, with too great resistance, or with in- 
ability to communicate verbally, the drug 
becomes of necessity the primary therapy. 
Inthe acute, agitated, unapproachable schizo- 
phrenic the use of the drug is primary, unless 
électroconvulsive therapy is administered. 

8. The drug has considerable use as a 
secondary treatment with psychoanalysis or 
Psychotherapy, However, the more classical 
Psychoanalysts give three objections. They 
contend first, that partial relief of anxiety 
will remarkably decrease the motivation for 
eo. I do not believe that this is 
n owever, each case must be individually 
; ged. Good treatment should be motivated 
y more than anxiety, However, the skilled 

rapist can adjust the chlorpromazine dos- 
ng anxiety can be rather accurately 
thet . It is ideal to reduce anxiety so 
tiene € patient will be able to work in treat- 
lesen be able to use ego functions un- 
tht he oe and yet not be so symptom-free 

“ite Ta not be motivated to continue 
ces fe the drug is at least partially suc- 
$ this aspect, the patient will cer- 
i seta in treatment with intensity. 

erapist 6 renia the drug helps foster the 

i. Aa a kind, helpful, giving, parental 
will x le second objection, that the patient 

“gard the medication as the primary 
isnot ent and psychotherapy as secondary, 
Particularly valid. If the drug is given, 
that j Eia should explain to the patient 

i to be considered something to help 
them. UY relieve certain symptoms while 
Patients, treatment is going on. In fact, most 
thirg ote therapy already know this. The 
Psycho 10n, that the drug implies that 

therapy is not does not 
UP, if the . ee i 
dentally a the explanation is given. Inci- 
Y, the vivid dreams full of emotion 
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are often helpful in the psychotherapeutic 
approach. 

9. In my original paper I suggested that 
the drug could be well used by the general 
practitioner. I now believe that he should 
treat patients with chlorpromazine only after 
being certain of the exact diagnosis and being 
thoroughly familiar with the therapeutic pro- 
cedure. Better still, the situation should be 
discussed with a psychiatrist as to diagnosis, 
prognosis, and treatment of choice. If indi- 
cated, a consultation concerning a therapeutic 
trial should be carried out; this can be done 
by the practitioner and save referral. If re- 
ferral is made after this, then the therapeutic 
trial does not have to be repeated. The great- 
est tragedy of management by the general 
practitioner is that many patients will never 
benefit from a basic psychotherapeutic atti- 
tude toward treatment. 

10, To achieve optimum chlorpromazine 
therapy in the psychoneuroses, combined 
chlorpromazine-well-oriented-psychotherapy 
should be instituted. Chlorpromazine should 
not be eliminated but continued indefinitely, 
according to the patient's clinical status. If 
withdrawal is necessary, it should be slow, 
taking a week or more, depending on the 
level of dosage. 

11. Chlorpromazine may be used instead 
of convulsive therapy in the acute agitated 
states of schizophrenia, manic-depressive 
psychosis, or the psychoses of organic origin. 
It markedly reduces risk, the need for seclu- 
sion, and various restraints; and it can fre- 
quently be used to care for acute episodes 
or acute exacerbations at home and save the 
expense of hospitalization. 

12, Chlorpromazine can be used at home 
for treatment in all except the most extreme 
situations, and many patients can even re- 
main at their jobs; 40% of patients who 
would formerly have been hospitalized were 
treated as outpatients. 

13. Pure depressions do not respond to the 
compound, 

are The relapse rate after withdrawal 
(Table 4) was considerable: 80% in 6 
months. This rate was markedly reduced 
(in half) if the patients were also being 
treated by psychotherapy. 

15. Maintenance therapy must be con- 
tinued indefinitely, unless the basic pathol- 
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ogy is altered. A certain percentage who live 
successfully and have a real ego-reorganiza- 
tion on this basis can in time be taken off the 
drug. Slowly diminishing the drug over a 
few days is suggested after maintaining the 
patient on it for at least 6 months. If any 
symptom recurs during dosage reduction, 
dosage should be returned to its former level. 
Some patients can be maintained on dosages 
smaller than the optimum dosage. Trial and 
careful observation will determine this. 

16. Two control studies with phenobarbi- 
tal prove the marked superiority of chlor- 
promazine. 

17. Control studies showed that a placebo 
has 35% effectiveness, but this is far short 
of the 84% effectiveness of chlorpromazine. 

18. Undesirable side-reactions do not con- 
traindicate the drug when it is clinically in- 
dicated, especially as primary treatment. 

19. Suicidal outpatients should certainly 
be given chlorpromazine instead of the bar- 
biturates, because of the great margin of 
safety. Suicidal attempts were made by 3 

patients who took up to 1,250 mg., with only 
a 3-day sleep resulting. 

20. Since there are available today many 
dozens of drugs that have a depressing ac- 
tion on the central nervous system, classifica- 
tion of them becomes increasingly difficult, 
Ataractic and tranquilizer could essentially 
be used to describe them all. At the present 
time our knowledge is probably insufficient to 
label each group with precise boundaries, 
Considering its site of action, its chemical 
structure and character of action, we can 
describe chlorpromazine as a reticular forma- 
tion or diencephalic depressant, a phenothia- 
zine derivative, an “ascending depressant,” 
or an indifference-producer. i 

21. Freud and many others showed 
the difference ieee “normal” stead 
neurotic is a quantitative one. Anxie is 
certainly an important component of healthy 

mental functioning and plays an important 
role in the adjustment of the organism to 
reality, just as muscle tonus readies the body 
for physical action. A tranquilizer should 
not be used unless the anxiety is actually 
pathologically increased, and the degree of 
anxiety reduction should be regulated care- 
fully so that the organism will be able to 
respond in a healthy manner to environ- 
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mental stimuli, and yet not over-respond 
abnormally to either exogenous or endoge- 
nous stimuli. Let us, as physicians, not take 
away the already impaired ability of the 
neurotic to respond to his environment with 
awareness and effective action. 

22. The conversion hysteric and the tran- 
quilized patient have something in common. 
Whereas the patient with conversion hysteria 
has “la belle indifference” concerning his 
paralyzed right arm, the tranquilized patient 
has a rather generalized indifference. This 
Suggests that the two conditions stand in a 
relationship which might give us a lead to 
further understanding of the anatomical- 
physiological-psychological relationships. The 
energy of anxiety is certainly combatted by 
the drug; whereas, it is bound or “con- 
verted” by the hysterical system. 

23. The author feels that a study of a 
large series of patients is an important and 
necessary approach to the investigation of 
drugs. This has been the approach of the 
investigations up to this time. A really in- 
tensive study of a small number of patients 
also seems important, but no such studies 
have been reported in the literature. I have 
studied 6 patients during the course of 200- 
300 hours of psychotherapy. An investiga- 
tion of the intra-psychic changes that could 
possibly be attributed to a drug appears to 
me to be of real importance. This study is 
in its preliminary stages and will be pub- 
lished at a later time. The investigation is 
exceedingly difficult. Tentatively, a reduc- 
tion in the drive of id impulses and in super- 
ego rigidity and strictures occurs ; with a re- 
duction in the energy of these traditional 
enemies, the ego has less of a conflict to 
handle. Therefore, the ego can function 
more smoothly, coping with reality more 
effectively, 

24. We are dealing with an exceedingly 
complex arousal mechanism involving ana- 
tomically not only the reticular formation, 
but also a whole interconnecting system 0 
cortical and subcortical structures. This sys- 
tem has to do with the response of the organ- 
ism to stimuli, both external and internal. It 
appears that the signs and symptoms of anx- 
iety arise in response to any evidence © 
threat to continued intactness and feelings 
of stability and constancy of the organism. 


ety reflex,” which probably be- 
ioned reflex and acts upon the 
es of such a reflex, is probably 
gh part of the reticular acti- 
em. It appears to be one of the 
automatic, and most primitive 
the organism. A tranquilizer 
promazine produces a chemical 
the arousal system and of the 
ex.’ This theory in no way 
sychoanalytic thinking. Threat- 
stress from emotional con- 
two or more institutions or 
mponents of the psyche—ego, 
rego—probably resides in areas 
connected to the activating sys- 
gy created by such a conflict 
to the activating system, anx- 
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iety results, unless it is combatted either by 
solving and eliminating the emotional con- 
flict psychoanalytically or by chemical action 
on the structure of the arousal mechanism. 
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CHLORPROMAZINE IN THE TREATMENT OF MENTAL ILLNESS, 
IV: FINAL RESULTS WITH ANALYSIS OF DATA 
ON 1,523 PATIENTS 


HERMAN C. B. DENBER, M.D, anb ETTA G. BIRD, M. D.2 


The introduction of chlorpromazine hydro- 
chloride(1) opened a new era in psychiatry, 
and recent conferences have reviewed the 
physiological, pharmacological and therapeu- 
tic aspects of this compound (2-7). We have 
already noted our experiences briefly (8-11), 
and deal here with the final results and 
analysis of data from treatment of 1,523 pa- 
tients between 1 and 15 months. 


MATERIALS AND METHODS 


Six hundred twenty-two male and gor 
female patients, hospitalized for acute and 
chronic psychoses at Manhattan State Hos- 
pital, were treated with chlorpromazine hy- 
drochloride between September 1954 and 
December 1955. One thousand forty were 
diagnosed as dementia praecox, while 26 
other diagnostic groups were represented 
(Table 1). Five hundred sixteen (33.9%) 
were hospitalized for less than 1 year before 
treatment, 435 (28.6%) from 1 to 5 years, 
and 572 (37.5%) more than 5 years. The 
daily average number of patients receiving 
chlorpromazine between May 23, 1955, and 
November 30, 1955, was 959. 

They were grouped in 3 divisions—138 
male and female patients in the reception 
service, 566 males and 819 females in the 
Tespective continued treatment buildings, 
From April 1 to July 31, 1955, every patient 
with the exception of those suffering from 
arteriosclerotic brain disease was treated 
within 24-48 hours of arrival. Entire wards 
(70-90 patients) were frequently placed on 
medication simultaneously in the other 
buildings. Chlorpromazine was administered 
3 times daily either orally, intramuscularly 

or, rarely, by suppository, It was given in- 
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2 Formerly senior psychiatrist, Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 
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TABLE 1 
DIAGNOSTIC Catecortes—31 
Male Female Total 
Dementia Praecox, 

PBTANOIO isan s cists cie ee vee 244 427 61 
Dementia Praecox, 

E esis ne sise nies « 75 119 194 
Dementia Praecox, 

Hebephrenic .............. 52 54 106 
Dementia Praecox, Simple... 15 15 30 
Dementia Praecox, Mixed.... 15 24 39 
Psychosis with Cerebral 

Arteriosclerosis ........... 39 46 85 
Psychosis with Syphilis of 

ED 25 SSS eee 59 21 80 
Tnvolutional Psychosis, 

ARNO sat ccc seSes.cn cu » 9 37. 46 
Tnyolutional Psychosis, 

Melancholia: 0.3.5 655.085 9 25 34 
Psychosis due to Convulsive 

a Osis cise sin See we sce 18 22 40 
Senile Psychosis .. Saato 24 34 
20 Other Groups............ 77 87 164 


tramuscularly to severely disturbed and para- 
noid individuals. In order to prevent pain 
or abscess formation, hyaluronidase was 
mixed with the injectable material. 

Fifty mg. t.i.d. was administered initially 
for a 2-week period to all patients. If no re- 
sult was obtained, 100 mg. t.i.d. was given 
for 2 additional weeks. When necessary, the 
dose was increased to 200 mg. t.i.d. or higher, 
until control was established or the patient 
considered refractory. The lowest daily dose 
was 25 mg. and the highest 1,200 mg.; 705 
(46.2%) received 300 mg. daily (Table 2). 


TABLE 2 


Darry Dose * 
Total 


Female 
22 32 
139 380 
70 126 
499 705 
45 78 
102 178 
3 
: 1 
20 20 


* Average daily dose used by all patients, 
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Very disturbed patients received 100 mg. 
tid. of qid. intramuscularly for 2-5 days 
and orally afterward. Some were occasion- 
ally placed on a 2-3 hour schedule, intra- 
muscular injections alternating with oral 
medication, The time interval was varied ac- 
cording to the drug’s action. 

Periodic memoranda were circulated to 
acquaint the nursing personnel with prod- 
tomal signs of various side-reactions, There 
was a standing order on all treatment wards 
that chlorpromazine be discontinued when a 
patient developed pharyngitis with fever, and 
for an immediate white blood count to be 
done, 
$ Chlorpromazine was withdrawn when 
jaundice developed. Appropriate counter- 
measures were taken for other side-effects. 

ison symptoms were treated with the 
addition of either promethazine (20-50 mg. 
_ tid), diethazine (250-500 mg. tid.), or 
trihexphenidy] hydrochloride (2-4 mg. 
tid). Hydrocortone was used for skin 
tah. The jaundice was treated in 1 patient 
DACTH while chlorpromazine was con- 
o petitive epileptic seizures neces- 
at continuation of treatment. Bed 
Was ordered for the first 2-5 days when 
sive Symptoms developed. Other- 
£, Patients were kept ambulatory during 


£ treatment . 
active period and encouraged to be 


t Acutely ill recently admitted patients were 
from 1-2 months before the results 
essed, Chronic patients were con- 
refractory if no result was obtained 
to 9 months, 
© Patients’ condition was evaluated by 
thysi rs of the research team and/or ward 
clans, Placement on convalescent care 
ering discharge from the hospital was 
tector, Fe independently by the clinical di- 
Ma based oration of the clinical state 
Of the red On changes in either all or any 
(2) oes: (1) emotional reactions, 
"elated tonal content, (3) interpersonal 
Wer 


Were agg 


after 6 


| Be on the ward. Four categories 
of tm to classify the patients at the end 
|r dies t: (1) convalescent care status 
Proved, tge, (2) much improved, (3) im- 
vi (4) no change. 
ig Patient was i 
E there was considered to be improved 
| Was a decrease ina significant num- 
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ber of the following: Tension, anxiety, 
uneasiness, restlessness, impulsiveness, agita- 
tion, combativeness, destructiveness, delu- 
sions, hallucinations or other abnormal men- 
tal trends. For example, a patient who had 
been in restraint for intermittent periods 
during several years and was now quiet, co- 
operative, and taking part in ward routine 
would be considered improved. His condi- 
tion would be much improved if he gave no 
evidence of abnormal mental trends, had 
adequate and appropriate emotional re-' 
sponses, and was able to relate to the ward 
group. 


RESULTS 


Acutely ill patients usually responded 
rapidly to chlorpromazine, particularly when 
begun with intramuscular injections. Leth- 
argy was noted frequently after an injection 
of 100 mg. The patient stopped molesting 
others, did not rush about the ward, no 
longer shouted or screamed, and did not in- 
flict bodily injury on himself or others. A 
state of lassitude developed after 48-72 
hours. While appearing drowsy, the patient 
answered questions immediately and was 
alert during the time. As the emotional drive 
abated, the pathologic thinking process un- 
derwent change. Afterward there was a 
resynthesis of feeling and thought, and the 
patient began to speak of his “breakdown” 
or “illness,” 

The response in chronically ill patients was 
slower. They became disinterested in their 
persecutors. “Voices” or “visions” that had 
been a source of torment for years were felt 
to exist no longer. At other times patients 
would say, “I hear them but they don’t 
bother me anymore.” Bizarre feelings were 
normalized. Mute patients began to speak. 
Interest was shown in the surroundings. 
Detachment and isolation were steadily re- 
placed by group activities. Some who had 
been treated unsuccessfully with ECT, in- 
sulin coma or lobotomy, and who had been 
in continuous restraint or seclusion for long 
periods eventually were able to leave the 
hospital. 

It was not possible to make a more de- 
tailed study of the various psychopathologi- 
cal changes in view of the large number of 
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patients under observation. The results in 
patients with depression have been reported 
elsewhere(10). 

Dose—One thousand two hundred forty- 

three (81.6%) patients were treated with 
300 mg. of chlorpromazine or less per day 
(Table 2); 25-250 mg. daily were given 
to 49.3% of male patients and 25.6% of 
female patients. The preponderance of pa- 
tients in the lower dose range were male, 
This was particularly evident in the de- 
pressed group, where 7 of 9 male patients 
were treated with less than 250 mg. daily, 
while 22 of 36 females used 300 mg. or more. 
The patients who showed the best results 
required the lower doses of chlorpromazine, 
while the more seriously ill received the 
higher amounts. It seemed, however, that if 
control was not established with 600-900 mg. 
daily, additional amounts up to 1,200 mg. 
did not materially influence the result. 
Side-effects—Six major reactions oc- 
curred (Table 3). The Parkinson symptoms 
resembled the classical neurological disease 
with muscular rigidity, flexion of the fore- 
arms, shuffling gait, frozen facies, tremor 
and drooling. They varied from patient to 
patient in degree or intensity but were never 
severe and always reversible. Their f. requency 
was highest between the first to sixth months 
of treatment, and were unrelated to the higher 
dose. Fifty-six patients were receiving 

300 mg. daily, and 36 were taking 600 mg. 
daily at the time the Parkinson symptoms 
developed (Table 4). The addition of either 
diethazine, promethazine hydrochloride or 
trihexphenidyl hydrochloride decreased or 
abolished the syndrome during the concomi- 
tant administration of chlorpromazine, 

, The skin rash was macular, papular, pru- 
riginous, covering hands and face or gen- 
eralized. Twenty-nine patients showed this 
symptom within 1 month of treatment, 19 


TABLE 3 
Swe-Errects 
Male Female Total 

107 117 (7.6%) 
50 71 (4.6%) 
15 28 (18%) 
Face & Ankles. 5 22 27 (17%) 
Jaundice ........ 2 17 19 (12%) 
Convulsions ..... Ir 6 17 (1.1%) 
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between 1 and 2 months, 12 between 2 and 
4 months, and the rest between 5 and 10 
months. When the rash developed, 26 pa- 
tients were receiving 150 mg. daily, 1 was 
receiving 250 mg., 39 were receiving 300 mg., 
4 were receiving 600 mg., and 1 was receiv- 
ing 750 mg. The rash responded rapidly to 
hydrocortone, frequently clearing within 24 
hours. Some patients developed a second 
rash and chlorpromazine was discontinued. 

The cardiovascular effects consisted of 
mild to severe tachycardia and/or hypoten- 
sion. Fainting occurred occasionally at the 
onset of treatment, but very infrequently 
after the first 10 days. ‘ 

Jaundice was observed in 9 patients within 
I month of treatment, in an equal number 
between I and 2 months, and in 1 patient be- 
tween 2 and 3 months. At the time of oc- 
currence, 6 patients were receiving 150 mg. 
daily, 12 were receiving 300 mg. daily, and 
I was on 600 mg. daily. Jaundice was of 
the obstructive type, self-limiting in dura- 
tion, although some cases were not symptom 
free until 3 months had elapsed (9). The pa- 
tient treated with ACTH seemed to show 
a more rapid remission of her icterus. 

The convulsions were of the grand mal 
type and were observed early during treat- 
ment. Their frequency in epileptic patients 
showed little to no variation with chlor- 
promazine, Anticonvulsant drugs were al- 
ways continued at the regular dose for each 
patient. The menstrual cycle was often dis- 
turbed with either menorrhagia or amenor- 
thea. Exact data on their incidence was not 
obtained. Only 2 cases of leukopenia were 
observed. There were no cases of agranu- 
locytosis, 


TABLE 4 


107 Female 
PARKINSON Symproms—t117 PATIENTS 


10 Male 


Months of treatment Total 


8 

15 

18 

N 17 
3-4 z 
17 

3 


Re 

“ 

S 
EEY 
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TABLE 5 
RESULTS 
Male Female Total 
Convalescent Care or 
0 osooso oeus 103 229 332 
Much Improved ......... 56 39 95 
543 820 
83 264 
7 12 


Minor side-effects were noted, such as 
abdominal cramps, epistaxis, anemia, diar- 
thea, constipation, hyperpyrexia, seborrhea, 
lactation, dryness of the mouth and stuffi- 
ness of the nose. 

Clinical.— Three hundred thirty-two 
(21.8%) patients were placed on conya- 
lescent care or discharged from the hospital ; 
237 of these had been hospitalized 1 year or 
less before treatment ; 47 had been ill 1 to 3 
years; 26 from 3 to 5 years; 19 from 5 to 10 
Years; and 3 more than 10 years. Ninety-five 
(62%) were considered much improved ; 
820 (53.8%) improved; and 264 (17.3%) 
unchanged (Table 5). There were no deaths 
ue to drug toxicity, One hundred sixty- 
nne (72.5%) of patients ill more than 10 
years were improved following treatment 
(Table 6). One patient hospitalized for 30 
‘i was placed on convalescent care after 
4 Months of chlorpromazine treatment. 
Wie The data on relapse following 
Tawal of chlorpromazine have already 
i described(9). Those patients ill the 
A Best before treatment was begun relapsed 

Pidly after withdrawal of the drug. 

€ number of restraints has fallen sharply 
Mande many wards this practice has been 
ig Seclusion is rarely used. Acci- 
* involving patients as well as assaults 
Deh Sonne] have significantly decreased. 
tuction of clothes, furniture, windows 
ig ather material has almost ceased. It 
necessary to expand occupational 
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therapy. Recreational and music therapies 
have been made available to many more pa- 
tients. They ask to discuss their problems 
with “somebody.” The group and indi- 
vidual psychotherapy programs have been 
expanded. 


DISCUSSION 


There has been much controversy regard- 
ing the dose of chlorpromazine with 300 to 
4,000 mg. daily being advocated (3). It is 
not generally known that cultural factors in- 
fluence this level(5). The English as a 
rule use no more than 400 mg. daily, while 
French, Swiss and American patients re- 
ceive up to 1,000 mg. and more per day (12). 
Three hundred mg. daily was capable of pro- 
ducing a successful clinical result in our 
series. Women required higher doses than 
men. The bulk of male patients received less 
than 300 mg. daily, while female patients 
took 300 mg. or more (Fig. 1). 


„o OF PATIENTS 


TABLE 6 
Aut PATIENTS 
` Convalescent 
Nene Sie rd apral oae D 
A ra OO 0cceebenaen aera 237 s "= I 
O re 4 2n m8 45 A 
5 Years i 26 17 126 nid 
Elen eee een esennersemeses® 49 2 
A n ES E 19 = ae 2 
eee, pepe ak 3 ° hi Alas 
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Patients who responded rapidly to chlor- 
promazine usually did so with 300 mg. or 
less. The dose should be rapidly increased 
to at least 1,000 mg. daily if no clinical re- 
sult is observed in chronic patients within 
1-2 months. It is possible that better results 
might have been achieved in resistant pa- 
tients had we followed this procedure. We 
must emphasize the need to treat chronic 
psychotic patients for extended periods (9-12 
months) before assessing the result. Insuffi- 
cient treatment at ineffective doses have un- 
doubtedly been the cause of many therapeutic 
failures(13). 
The improvement rate for all categories 
of patients was 81.8%. The total num- 
ber placed on convalescent care status or 
discharged decreased rapidly after the first 
year of hospitalization. The inverse relation- 
ship of duration of illness and therapeutic 
effect holds true for chlorpromazine. Pa- 
tients ill the longest show the poorest dis- 
charge rates. There was no relationship 
between diagnostic group and result. A pa- 
tient may show features of catatonic, hebe- 
phrenic, or paranoid schizophrenia during 
one or subsequent hospitalizations, This 
makes correlation of diagnosis and clinical 
result difficult and even questionable. 
_ The incidence of Parkinson symptoms, 
jaundice, and skin rash was strikingly more 
frequent in female than in male patients. 
Szatmari(14) and Ayd(15) have reported 
that skin rash among their patients was pres- 
ent “only in females.” Goldman(16) noted 
that 3 patients with agranulocytosis were 
females. Lomas(17) found that jaundice, 
skin rash and edema were most preva- 
lent among females. Stacey and collabora- 
tors(18) found 6 of 8 cases with jaundice to 
be females. Isaacs eż al. stated that jaundice 
was more common in females, 2 or Ztek 
They said, “The sex incidence of this com- 
plication also awaits an explanation” (19). 
Jaundice has been attributed to alterations 
of the bile with increased viscosity leading 
to “intrahepatic bile stasis” (20). Almaden 
and Ross(21) attributed methyl testosterone 
jaundice to a similar cause. The histo- 
pathological picture of chlorpromazine jaun- 
dice is analogous to that found with a wide 
variety of drugs(22). This still does not 
explain the striking preponderance of fe- 
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males with this symptom. The incidence of 
jaundice varies from country to country, 
with the French reporting the lowest 
rate(12). 

It is fairly certain now that jaundice oc- 
curs with increasing frequency from the 
second to eighth week of treatment and 
rarely thereafter (18, 23). When large num- 
bers of our patients were placed on treat- 
ment simultaneously, it appeared as if the 
rate of jaundice was high. For this reason, 
infectious hepatitis was implicated. The use 
of this word is misleading(24), for path- 
ologic studies show no signs of inflamma- 
tory changes in the liver parenchyma(20). 
Once the initial group is under treatment for 
several months, the morbidity suddenly de- 
clines. This results from the diminished rate 
of new patients admitted to treatment. One 
case of jaundice appeared in the 5 months 
preceding termination of this study. 

Jaundice has been treated for the most 
part by cessation of chemotherapy. Lab- 
hardt(25) used chologogues in an effort to 
increase the flow of bile. Although our case 
of jaundice treated with ACTH seemed to 
show a much more favorable response, it is 
not possible at present to draw any con- 
clusions(20). 

Side-effects and toxic reactions have not 
been studied in relation to their real im- 
portance(11). One can draw deductions of 
theoretical interest from their occurrence. 
It has been stated that patients should be 
pushed to a toxic level before lowering the 
dose, and that a good clinical result is related 
to these symptoms(4, 6). The relation of 
improvement to occurrence of Parkinson 
symptoms was discussed recently, but no 
clear-cut opinion was established(4, 6)- 
Hewat et al. stated that “this action (Parkin- 
sonism) may have therapeutic signifi- 
cance” (26). A study of chlorpromazine- 
diethazine in the treatment of depression 
demonstrated clearly that clinical improve 
ment did not take place unless physiological 
symptoms developed(27). This problem re- 
quires further study, Our tentative belief at 
present is that pharmacologic compounds 
without side-effects are clinically ineffective. 

Chronically ill patients who relapse follow- 
ing withdrawal of chlorpromazine are ust- 
ally those with lengthy hospitalizations be- 
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fore treatment. It would, therefore, seem 
logical that such patients be on medication 
for the duration of their hospital stay. It 
is essential to be aware that control is ex- 
tremely difficult to establish once the drug 
is withdrawn and relapse occurs. 
We did not combine chlorpromazine with 
ECT, but used the former in combination 
with diethazine for depression with promis- 
ing results(27). Analysis of our data has 
shown that chlorpromazine alone can fa- 
vorably influence depression(10). Baruk 
æ al.(28) were able to discharge 7 of 13 
longstanding cases of melancholia after 
treatment with chlorpromazine. However, 
chemotherapy of depression is still a con- 
troversial issue, 
The mass application of chlorpromazine 
mith as many as 1,000 patients on treatment 
at any one time has led to an extraordinary 
transformation of this hospital unmatched 
in its existence. At the time of this writing 
(July 1956), 22 months after the program 
n, the positive results outlined in this 
al : still maintained. Other therapeu- 
e ods, such as electroshock, insulin 
eoo, etc., have not been as suc- 
These el wards” no longer exist. 
tit a dings are quiet, clean, with flower 
ii ains and new furniture decorating 
‘rer SEa Patients resident in former 
faite um security” wards now attend ball 
Gi and picnics, 
nip pomazine does not protect against 
: "h iscontinued after discharge. Pre- 
ee ics of patients returned from 
lowed a care status show they must be 
te A osely after leaving (29, 30). Re- 
unless T take place within a short time 
tegtlated. aita dose is accurately 
algio oe ot only should the psychophysi- 
linerabie os OS considered, but the in- 
observati social factors as well(31). Our 
ons indicate that patients with re- 
tenan Psychotic attacks should be on a main- 
Der ce dose of chlor ine fi tended 
tiods, promazine for exten 


salient features emerge from this 
Males Aa The average dose used by fe- 
i den ceded that of males. (2) The 
Males, of side-reactions was greater in fe- 
tients a 3) The clinical results in female pa- 

ere superior. After 50-55 years the 


Ti 
sy = 
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percentage improvement of female patients 
begins to decline, while that of males in- 
creases. This material is now being ana- 
lyzed further. 

It would seem that a hormonal factor is 
operative in the psychosis. The structural 
formulae of male and female hormones, as 
well as that of the adrenal cortex, show a 
common steroid configuration, of which 
cholesterol is considered to be the precursor. 
One of the main sites of cholesterol metabo- 
lism is the liver. It is possible that a meta- 
bolic defect of this organ may exist in mental 
illness. The relationship of the liver to psy- 
chotic disorders has been claimed for many 
years(32). Rinkel has briefly reviewed some 
of the evidence for liver involvement in 
experimental psychiatric procedures( 33). 
While most of our attention in psychiatry 
has been concentrated on the brain, it is in- 
deed possible that the primary disturbance 
lies in other organ systems, and the central 
nervous system involved secondarily. 


SuMMARY AND CONCLUSIONS 


1. Of 1,523 patients treated with chlor- 
promazine from I-15 months, 81.8% showed 
improvement. 

2, Problems concerning dose, side-effects, 
and clinical results have been considered. 

3. Female patients used higher doses, had 
a proportionately larger number of side- 
effects, and showed a better discharge rate 
than males. 

4. Some theoretical considerations of these 
findings have been reviewed. 
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 GLINIGAL EVALUATION OF TWO PHENOTHIAZINE COMPOUNDS 
PROMAZINE AND MEPAZINE* 


L. H. RUDY, M.D., H. E. HIMWICH, M.D, ano D. C. TASHER, M. D+ 


Because of the continued research for 

more effective tranquilizing drugs, two 

jazine compounds were evaluated 

dinically and the results compared with 

chlorpromazine on the same group of chronic 

ay One of these, mepazine (Pacatal) 

tad been used successfully in Europe. 

Promazine (Sparine) is now under investi- 

_ gation at another hospital and has been 

found to be effective in the management of 

en with acute mental disturbances(1). 

This report is concerned with the effects of 

_ mepazine and promazine on the same groups 

facute and chronic patients. The chronic 

Patients had a previous therapeutic trial on 

azacyclonol (Frenquel), chlorpromazine 

(Thorazine) and reserpine (Serpasil(2). 

Tn view of the turnover of the acute patients, 

å comparative study could not be done in this 
category. 


METHOD 


The study of the acute patients was made 
at the East Moline State Hospital by one of 
us (D.C.T.). Fifteen acute patients (8 
then, 21-53 years of age, and 7 women, 26-51 
a 3 of age) were given these drugs. In 
Addition, approximately 50 chronically i 
Psychotic patients, almost equally divided ac- 


Sording to sex, were tested; the majority 
ha, between 40-70 years of age with long 
histories of residence averaging 19 years 10 
State hospitals. All the chronic patients wert 
‘Sufficiently disturbed to require closed ward 
apy and maximum hospital security. The 
hedule of oral medication was an initial 
Placebo period of 2 weeks followed by 4 
Weeks a = of these drugs, then a 
etore was em- 
oe a the alternate one 
a 
at the 112th eeting of The Ameri- 
on ei RREI axes Jil., April 30- 
Ga” the Galesburg State Research Hospital, 
East M, g, Ill, and East Moline State Hospital, 
oline, Ti. 


Acute Patients —This group of 15 pa- 
tients with acute psychotic episodes were all 
recently admitted to the hospital and had not 
yet received any therapy other than isolation 
and hydrotherapy as necessary; 3 had re- 
quired intramuscular Sodium Amytal. 
Among the 8 men were 3 patients with acute 
exacerbations of chronic undifferentiated 
schizophrenia ; 2 who were classified as hav- 
ing an initial attack of undifferentiated 
schizophrenia; and 3 id schizo- 
phrenics, Of the female patients (26 to 51 
years of age), 3 had acute exacerbations of 
chronic undifferentiated schizophrenia ; 1 had 
been initially diagnosed as an acute undif- 
ferentiated schizophrenic; 2 were i 
schizophrenics; and 1 was diagnosed as a 
severe acute anxiety reaction. The patients 
were first given 4 weeks of treatment with 
promazine starting with a test dose of 25 mg. ; 
this was increased to 50 mg. tid. the second 
day and 100 mg. qid. following that. All 
medication was by the oral route. and 
blood pressure were taken daily and the pa- 
tients seen twice daily ids ey S 
With mepazine, dosage levels ot 25 mg- tid. 

ep: : 4 


qid. following that, These pal 
kept on the ward for at least 2 weeks after 
starting therapy, and if they become stabil- 
ized without any manifest untoward effects, 
they were permitted to go off the ward to 
recreational therapy, yisit with relatives, and 
participate in hospital activities. _ 

The criteria used for these patients are as 
Recovery : indicates social re- 


of the following 3 changes: (a) loss of hal- 

marked improven S in in- 

aa Pall 

terpersonal relationships, (c) mar 

provement in affect; these pui jea 

given a parole card and/or transferre rom 
979 


980 


an untidy ward to a tidy one and continued 
to improve without further medication; (3) 
Improved: includes all the criteria for Great 
Improvement except that these improve- 
ments were temporary and ceased when 
medication was withdrawn. Some of the pa- 
tients were unchanged by medication, as 
indicated in Table 1, and none was made 
worse. 

Chronic Patients —The criteria for clinical 
evaluation of the chronic patients at the 
Galesburg State Research Hospital (by 
L.H.R. and H.E.H.) were the same as those 
previously used for the study of other 
tranquilizing drugs on this group of patients 
(2). The results obtained with promazine 
and mepazine were classified at various de- 


TABLE 1 


Tue Errects OF PROMAZINE AND MEPAZINE ON A 
Group or AcuTE PATIENTS 


Psychoneurotic 
anxiety 
Total 


A 
PROMAZINE 
MEN 
Recovered Modders Eeoa I I I o 3 
Great improvement .. 1 I I o 3 
Improved .........05 o I o o I 
Unchanged .,........ 0 o I o I 
SOP Ekaa 2 3 3 o 8 
WOMEN 
Recovered urreaz I I o 0 2 
Great improvement .. 0 I f o 2 
Iriiproredit Se nenn A o I I 1 3 
Unchanged .......... o o o o o 
Total, sa erences I 3 2 iy T 
MEPAZINE 
MEN 
Recovered .......... o 1 I o 2 
Great improvement .. 1 I o o 2 
Improved ceses. etae 0 OS 0 o o 
Unchanged .........- o oO I o I 
Total oscedi ten 1 2 2 o 5 
WOMEN 
Recovered ......+.. o o (o o o 
Great improvement .. 1 0 0 o 1 
Improved ....-++++++ o 0 I o 1 
Unchanged .......... o I I o 2 
Totál ...ccccvess I I 2 o 4 
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grees of improvement, unchanged condi- 
tion, or worse. The term improvement was 
applied to beneficial change in the psychotic 
symptoms that appeared while the drug was 
being administered and then disappeared 
with regression toward the premedication 
state after discontinuation of the drug. The 
degrees of improvement were: (1) Marked 
improvement—an over-all amelioration of 
the fundamental psychiatric symptoms, such 
as the delusional thought process of the para- 
noid patients, the dissociation of ideas and 
the autism characteristic of the hebephrenic; 
(2) Definite improvement—a change of the 
psychotic picture including an attenuation of 
all psychotic symptoms, but referring chiefly 
to the secondary ones, such as diminution of 
psychomotor hyperactivity; (3) Partial im- 
provement—desirable effects limited to the 
mitigation of only some of the psychotic 
symptoms so that ward management was 
greatly facilitated; (4) Doubtful improve- 
ment—some beneficial effects noted but the 
patient did not fulfill both requirements men- 
tioned above in regard to the correlation of 
the patient status with administration or Te 
moval of the therapeutic agent, so that it re- 
mained doubtful whether the amelioration 
was actually due to the drug or to a spon: 
taneous fluctuation in the psychotic symp- 
tomatology; (5) the category of ee 
results was necessary in order to classtty 
changes consisting of a sedative or hae | 
effect which might be considered beni 
from the viewpoint of ward managemen 
but hardly so from the psychiatric viewpo™ 
as these changes were associated with im 
tensification of withdrawal, apathy, passivity 


and inactivity; (6) this category, ne 
who remained unchanged, is self-exP! 
le worse 


tory, as is (7) those who were mad 


RESULTS 


Acute Psychotic Episodes.—Eight jee 
were placed on a 4-week period of prom call 
therapy (Table 1). Three were a dis- 
recovered and sent home on condition pee 
charges, One was an acute undifferenti i 
schizophrenic, another a paranoid Dao 
phrenic, and the third an acute exacet ent in 
Three others exhibited great improv dis- 
that they ceased to hallucinate of to aby 
turbed so that special nursing care i 


1957] Le, He 


drotherapy could be discontinued at the end 
of 2to 3 weeks. One of the acute exacerba- 
tions of the chronically undifferentiated 
schizophrenics revealed improvement and 
exhibited resocialization, enhanced interper- 
sonal relationships and better ward adjust- 
ments. He was distinctly less aggressive and 
able to take part in the total hospital treat- 
ment without showing any evidence of 
drowsiness. One paranoid patient was un- 
changed following the course of therapy. 
Seven women also received promazine and 
Were included in the acute group having been 
admitted to the hospital within the preceding 
4weeks. One acute undifferentiated schizo- 
phrenic patient and another with acute ex- 
_acerbation were considered clinically re- 
covered and discharged from the hospital. 
One patient with acute exacerbation and one 
Paranoid were greatly improved and no 
longer required closed-ward management. Of 
the other patients, 1 with psychoneurotic 
anxiety, another with acute exacerbation, and 
a third with a paranoid reaction showed im- 
provement, All were able to tolerate this 
age of promazine and the only side-effect 
Noticed in the 15 patients was constipation 
- Which was easily corrected by cascara or milk 
of magnesia. 
Only 10 of the acute patients were given 
Mmepazine therapy inasmuch as 5 had previ- 


"Marked improvement ......+« 2 4 ; 
paat improvement ........ o 4 4 
E al improvement .......+ 2 5 4 
) ibtful improvement ....... 2 2 3 

‘J fa utvocal results o Q 4 
Worsneed TA 3 2 2 
ARA o o o g 

Sot nE OOA 9 15 15 

o 2 E 

3 4 4 

o 3 3 

I I g 

I o 3 

1 3 5 

I I = 

5 woe 


RUDY, H. E. HIMWICH, AND D. C. TASHER 


gı 


ously been discharged. One, a paranoid 
schizophrenic, and another with an acute 
exacerbation, were regarded as social re- 
coveries. Great improvement was obtained 
in I male with acute exacerbation and with 
I male and 1 female with acute undifferen- 
tiated schizophrenia. One paranoid was im- 
proved, 2 paranoids and 1 female with an 
acute exacerbation were unchanged, Of the 
10 patients receiving mepazine, drug intoler- 
ance was noted in 2 cases diagnosed as drug 
dermatitis. There was slight elevation of the 
pulse with moderate fall in blood pressure. 
The treatment of 1 patient was discontinued 
because of dizziness; she is not included in 
Table 1. 

Chronic Patients—In Table 2 it should 
be noted that of the 50 patients treated with 
mepazine, 50% showed marked, definite, or 
partial improvement; and of these 25 pa- 
tients 3 manifested marked improvement, te. 
only 6% of the total number of chronic pa- 
tients under treatment with this drug. Six 
other patients or a total of 12% manifested 
exacerbation of their psychotic behavior, and 
were termed worse. The side-reactions were 
as follows: constipation(4), dizziness (4), 
dry mouth(3), dermatitis(1). Two displayed 
general tremulousness when the dosage was 
raised to 100 mg. t.i.d. 


A review of Table 2 discloses that of the 


TABLE 2 


Tue Errecrs or ProMAZINE AND MEPAZINE ON A Group or CH 


RONIC PATIENTS 


Schizo- 
i Hebe- EAR cns z 
psychosis Paranoid phrenic Catatonic Simple syphilis affective Total 
PROMAZINE 
o o o o 7 
o I I 6 16 
o I 2 ° 4 
o I o o 6 
I o o o 4 
o 0 o o 5 
o o (3) o o 
I 3 3 6 52 
MEPAZINE 
o I o o 3 
o o 2 o 13 
o I 0 2 9 
o 0 0 o 2 
o 0 0 o 4 
o 0 0 4 13 
I I 0 I 6 
I 3 2 7 50 
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52 patients treated with promazine, 37, or 
62%, exhibited marked, definite, or partial 
improvement. In these 37 patients, 7, or 13% 
of the total number of patients treated, dis- 
played marked improvement. None became 
worse. The following side-effects were noted : 
constipation(4), dry mouth (3) ; 1 patient be- 
came dizzy with a dose of too mg. t.id.; and 
1 developed a Parkinsonian tremor of the 
hands on a dosage of 200 mg. q.id. 


Discussion 


Two phenothiazine compounds were tested 
clinically on acute and chronically disturbed 
psychotic patients. It was not possible to 
evaluate these drugs with chlorpromazine on 
the acute psychotics because of patient turn- 
over. Both mepazine and promazine appeared 
to be effective although under promazine 
therapy a greater number of patients showed 
improvements and fewer side-effects than 
with mepazine. On the other hand, patients 
who exhibited social recovery with mepazine 
failed to do so with promazine. As might 
have been expected, the results obtained on 
the acute patients were better than those on 
the chronically ill, Improvement in the acute 
category was equivalent to marked improve- 
ment in the chronic group. 

A review of Table 3 reveals that the per- 
centage of patients showing marked, definite 
and partial improvement was greatest with 
promazine and least with mepazine, On the 
other hand, when the best type of improve- 
ment is taken into consideration, chlorproma- 
zine is most effective, followed by promazine 
and then mepazine. In general, it may be 
said that chlorpromazine more consistently 
caused complications than did the 2 other 
phenothiazine derivatives. With chlorproma- 
zine were observed decreases of blood pres- 
sure of rapid onset, greater variability and 
instability with occasional depressions to ex- 

treme low values affecting especially the di- 
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often associated with spells of dizziness and 
fainting. Chlorpromazine also produced a 
variable tachycardia. In addition, skin 
erythema and urticaria were observed and 
one patient developed icterus. However, 
chlorpromazine was the most effective drug 
in treatment of the disturbed patient. 

With promazine 2 patients who had been 
previously seizure-free had grand mal sei- 
zures, one convulsing on a dosage of 100 mg. 
qi.d. and the other on 400 mg. qi.d. How- 
ever, in both there was a suggestion of previ- 
ous brain damage—one has been diagnosed 
luetic meningo-encephalitis and the other 
mental deficiency. In a previous paper (7), it f 
was noted that patients with organic brain — 
disease were susceptible to high doses of the 
phenothiazine compounds and that perhaps 
the threshold of cerebral discharge may be 
lowered by brain injury and, therefore, make | 
the patient unduly sensitive to the tranquiliz- 
ing drugs. In evaluating the side-effects, # 
must be recalled that the actual dosage of 
promazine was greater than that of the other 
two drugs. Nevertheless, the side-effects 0 
mepazine and promazine were less promina 
than those of chlorpromazine. Such hig 
dosage may be responsible for the large pet 
centage of various degrees of improvement 
as well as for the untoward effects of Parkin 
sonism and grand mal seizures. 

It is known that chlorpromazine depre 
hypothalamic functions and this depre k 
may in part account for the clinical ree 
ment of disturbed patients(3). ie ; 
and promazine also exert effects on ae 
thalamic structures. Another locus © ‘he 
activity of chlorpromazine 1s found in a 
reticular system. Chlorpromazine a 
press this system and thus alter the ane all 
to painful stimuli(4). It is thereto i ma 
terest to note that promazine, like ¢ sal fe 
mazine, also effectively blocks the arou ia(b 
action of the reticular formation to p^ 


3 aps 
astolic levels. These hypotensive crises were 6), while mepazine fails to do $0- Perhaps { 
a 
t 
TABLE 3 ‘ 
EFFECTS OF CHLORPROMAZINE, PROMAZINE AND Mepazine on Curonic PATIENTS F 
Numberof Marked Definite & 
i i orë 
Treated ments secre ee Unchanged W 390) 

Chlorpromazine ....ess.esereres 38 9 (24%) 15 (39%) 24 (63%) 13 (34%) 6 (120) 3 

Mepazine ... 22 (44%) 25 (50%) 19 (38%) = 

Promazine 30 (38%) 37 (71%) 15 (29%) 
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this failure may be partially responsible for 
its less effective clinical action. 


CONCLUSIONS 


We found promazine and mepazine to be 
of value in the treatment of psychotic pa- 
tients with acute and chronic symptomatol- 
ogy. In the acute patients both promazine 
and mepazine yielded social recoveries as well 
as lesser degrees of improvement. One pa- 
tient in 15 remained unchanged with proma- 
zine as did 2 in 10 with mepazine, Of the 
chronic patients 50% of those on mepazine 
revealed various grades of improvement, 
while 71% exhibited similar improvements 
with promazine. The best type of marked 
improvement was shown in 3 patients (6%) 
with mepazine, 7 (13%) with promazine, 
and 9 (24%) with chlorpromazine, Side-re- 
actions with mepazine were constipation, diz- 
ziness, dry mouth, and dermatitis. In some 
instances the use of promazine was associ- 
ated with constipation, dry mouth, dizziness, 
and Parkinsonian tremor. Two patients ex- 
hibited grand mal seizures. In general, for 
the chronic patients, the dosage employed 
with promazine was greater than that used 
with mepazine. 
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AN EVALUATION OF PROMAZINE HYDROCHLORIDE IN 
PSYCHIATRIC PRACTICE + 


STANLEY LESSE, M.D. 


This paper represents our initial clinical 
evaluation of a new synthetic phenothiazine 
derivative in psychiatric practice: promazine 
hydrochloride, a gamma-dimethylamino-n- 
propylphenothiazine hydrochloride. Its for- 
mula is very similar to those of the other 2 
phenothiazine compounds that have been in- 
tensively tested in psychiatric patients; 
namely, phenergan hydrochloride and chlor- 
promazine hydrochloride. Promazine hydro- 
chloride differs chemically from chlorproma- 
zine hydrochloride only in that the latter has 
a chlorine atom attached to the phenothiazine 

nucleus. 

Promazine hydrochloride was studied in 
our search for an ataraxic drug which would 
be equal or superior to chlorpromazine as a 
tranquillizer in psychiatric patients, while at 
the same time having fewer adverse side- 
effects. 


METHODOLOGY 


The case material consists of 50 patients, 
45 of whom were seen in private practice, 
and 5 were clinic outpatients. Thirty-six 
were women ranging in age from 28 to 75 
years, while 14 were males 35 to 72 years of 
age. As to diagnoses, 22 had schizophrenia, 
15 had agitated depressions, 11 had psycho- 
neuroses, and 2 severe, acute organic mental 
reactions. The duration of illness varied 
from 20 hours to 21 years, the vast majority 
being less than 4 months. All patients were 
treated with promazine hydrochloride for 
more than 2 weeks. The longest period of 
treatment has been 4 months, The majority 
of patients had had therapy with other 
ataraxic drugs prior to starting on promazine. 


TECHNIQUE OF EVALUATION OF IMPROVE- 
MENT LEVEL 


The technique used in evaluating the level 
of improvement was the same as that intro- 


1The promazine hydrochloride was generously 
supplied as WY-1004 (Sparine) by the Wyeth 
Laboratories, Philadelphia, Pa. 

2 From the Neurological Institute of the Presby- 
terian Hospital of New York and the College of 
Physicians and Surgeons, Columbia University, 
New York, N. Y. 
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duced by us in our initial evaluation of the 
efficacy of chlorpromazine therapy in private 
practice(1). It considers and attempts to 
quantify, as much as possible, both subjective 
and objective factors. The criteria used stress 
the patient’s adaptation to routine responsi- 
bilities of everyday life in addition to the 
degree of symptomatic improvement. The 
degree of pride and pleasure obtained from 
successful performance was considered also. 
The details of the scheme are as follows: 
I. Performance—(A) Vocational Per- 
formance—Key: (1) Excellent: full-time 
employment. Functioning efficiently without 
strain, Great pride and pleasure from attaim- 
ments. (2) Good: full-time employment. 
Greater effort required than was necessary 
prior to illness. Moderate pride and pleasure 
from attainments. (3) Fair: working inter- 
mittently with considerable difficulties, fre- 
quent absences. Faulty performance at times. 
Lack of pride and pleasure. (4) Poor: unable 
to perform at all. (B) Social Pee 
(Individual and Group Interpersonal Rela- 
tionships) —(1) Excellent: active and es 
fortable. High level of pride and pleasure y3 
tained. (2) Good: active but with slight id 
moderate difficulty at times. Limited ere i 
capacity. (3) Fair: socializes with grea 
ficulty. Readily becomes very anxious. F: 
of pride and very limited and ini 
pleasure. (4) Poor: seclusiveness or ¢ 
relations. eee 
II. Amelioration of Ansiety — ATAA 
defined for our purpose here in its br 
aspect. We consider it synonymous wees 
whether this fear is generated by uncom 
conflict or actual difficulties. „poin 
to quantify anxiety according to a 49. 
scale after analyzing this psychophys!© 
phenomenon into several 
namely, (1) motor component, 
component, (3) verbal compone ine 
autonomic component. Key: (I ae 
restlessness, Overt expression of fea $ 
it occurs, is appropriate to the re ight 
actual stress. (2) Slight roura ess? 
affectual expression of fear, slig p 


oe and (4) 


hen 
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of speech. (3) Marked restlessness: pacing. 
Marked overt affectual expression of fear. 
Often severe pressure of speech. (4) Panic. 

Ill. Amelioration of Initial Symptoms.— 
Key: (1) Excellent: all symptoms completely 
gone. (2) Good: symptoms markedly re- 
duced in intensity and frequency. Patient 
able to cope with them. (3) Fair: Slight im- 
provement only, with the symptoms con- 
tinuing to plague patient most of the time 
and with marked impact. (4) Poor: symp- 
toms unchanged. 

IV. Dreams.—Whenever possible, dreams 
were sought out and studied in an attempt 
to gain additional information. Disappear- 
ance of nightmares, decrease in the fre- 
quency of rage dreams, and an increase in 


the frequency of pleasant dreams were points 
that were evaluated. 
The final Improvement Rating was in- 


dicated on a 4-point scale which took into 
account all of the factors described above. 
Key: (1) I. Excellent: full-time efficient em- 
ployment. Active and comfortable in social 
performance. Marked pride and pleasure 
vocational and social performance. (2) 
IL. Good: full-time employment but requiring 
slightly greater effort than usual. Active so- 
cially but with slight to moderate difficulties 
at times. Slight residual anxiety. Symptoms 
markedly reduced in intensity and frequency. 
ited pride and pleasure from perform- 
ance. (3) ITI. Fair: working but with con- 
siderable difficulties, Frequent absences. So- 
with great difficulty. Moderate to 
Marked residual anxiety. Slight improvement 
in symptoms. Minimal pride and pleasure 
performance. (4) IV. Poor: unable to 
perform yocationally or socially. Anxiety 
Ve Severe and unchanged. Symptoms un- 
ged. Absence of pride and pleasure from 
Ormance, 
_ Of the 50 patients, 44 were too ill to func- 
9n socially or vocationally, being completely 
lominated by their symptoms. The other 6 
ed but only with very great diffi- 
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Improvement.—Ot the 50 patients studied 
7 (34%) were considered as presenting €x- 
ent or good results (Improvement Rat- 
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ings I or II). The remaining group obtained 
very slight benefit or none at all. In other 
words, the drug worked effectively in ap- 
proximately one-third of the cases, while it 
had very slight or no effect in the remaining 
two-thirds, 

Factors Affecting Degree of Improvement, 
—As with chlorpromazine, age, sex, and di- 
agnosis did not significantly affect the im- 
provement ratings. The factor upon which 
the degree of improvement appears to rest 
is the degree of overtly manifested anxiety. 
Promazine hydrochloride was most effective 
in patients with marked anxiety, particularly 
those in whom there was a great deal of 
motor activity as part of the anxiety. Figure 
I illustrates the relationship between the 
degree of anxiety and the improvement rat- 
ing. Note that only 1 patient with relatively 
slight overtly manifested anxiety showed a 
significant improvement. 

It is my impression also that the drug is 
more effective in acutely ill patients than in 
those who have been ill for 6 months or more. 

Technique of Drug Administration — 
Dosages with promazine hydrochloride were 
similar to those used with chlorpromazine 
hydrochloride. The initial daily dose ranged 
from 50 mg. to 600 mg. per day (average 100 
mg.). I have given initial daily doses of 400- 
600 mg. to patients who were on correspond- 
ing doses of chlorpromazine and in whom the 
chlorpromazine had to be discontinued þe- 
cause of a severe side-effect. This change- 
over was made without any observable dif- 
ficulty. In severely agitated patients the 
initial daily dosage was as high as 400 mg. 
per day. I have used promazine intramuscu- 
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larly in only 4 patients who manifested ex- 
treme anxiety, the maximum dose being 400 
mg. spread over 24 hours. The intramuscular 
promazine appears to be far less painful than 
the parenteral chlorpromazine. It took ef- 
fect, in the 3 patients in whom it was very 
efficacious, in from 15 to 30 minutes, which 
is about the same as I have found with intra- 
muscular chlorpromazine. As yet I have had 
no experience administering the drug intra- 
venously. The majority of patients report 
that promazine taken orally begins to take ef- 
fect in from 45-60 minutes. 

The maximum dose of promazine used was 
1,000 mg. per day. It is my impression, how- 
ever, that if the drug does not have very sig- 
nificant benefits by the time 500-600 mg. per 
day are used, it will be of no use at higher 
dosages. However, as with chlorpromazine, 
if the patient shows definite symptoms and 
signs of improvement before he has received 
500-600 mg. per day, the drug should be in- 
creased until maximal benefits are obtained. 
The maximum dosages were maintained for 
2 weeks or longer. They were not decreased 
until there was definite evidence that the pa- 

tient had maintained a high level of improve- 
ment for several weeks. 

_ The medication was a valuable adjunct to 
either Supportive or analytical psychotherapy, 
but only in those patients who initially were 
very tense. These patients at the onset were 
poor candidates for any type of psychother- 
apy given on an outpatient basis. The amelio- 
ration of the marked anxiety enabled many 
in this group to cooperate in psychotherapy. 

Complications of Promasine Therapy — 

We have found that over 50% of patients 
treated with chlorpromazine had adverse 
side-effects(1) ; in 1 of every 8 chlorproma- 
zine was discontinued because of their 
severity, 

We found that promazine had far fewer 
side-effects than chlorpromazine, and when 
present, with 3 exceptions, they were very 
mild and caused no great difficulties. Mild 
drowsiness or fatigue and dryness of the 
oral and nasal mucosa were the only symp- 
toms commonly seen. Of the 14 patients com- 
plaining of drowsiness only 6 required 
amphetamines to counteract the B 
Slight dryness of the oral and nasal tissues 
was reported by 9 patients. Hypotensive ef- 
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fects of very mild degree were seen in only 
3 patients. Mild pruritis was reported by 
one patient, while mild constipation and 
bulemia each were reported by 2 patients. 
Three schizophrenic patients, all of whom 
had difficulty with reality control when con- 
sciousness was even slightly depressed, 
demonstrated aggravation of their psychoses. 

The drug had to be discontinued because 
of adverse side-effects in 2 patients. Ex- 
treme aggravation of a schizophrenic psy- 
chosis was the reason in 1 case, while an 
annoying maculo-papular eruption over the 
upper extremities was the cause in the other. 
With this second patient, it should be 
noted that many unrelated drugs have caused 
the same problem. We have not seen grippe- 
like complications, Parkinson-like symptoms, 
jaundice or leukopenia in patients treated 
with promazine. Blood counts performed on 
25 patients, while they were on the drug, 
were all normal. 

Patients who had had very severe ad- 
verse side-effects with chlorpromazine were 
switched over to promazine. One who had 
extreme severe rigidity on 3 occasions with 
chlorpromazine has been effectively treated 
with promazine without complications. Two 
patients who developed jaundice on chlor- 
promazine were immediately transferred to 
a similar dose of promazine with rapid dis- 
appearance of the icterus. Four patients, 2 
with severe general dermatitis and 2 b 
severe grippe-like syndromes, were 2% 
switched to equal doses of promazine Mir 
rapid disappearance of the adverse side tic 
fects and without any loss of therapeu! 
effect. ` 

We have noted no clinical evidence of P 
tentiation of the action of barbiturates y 
promazine, 


DISCUSSION 


: Joride 
The reports on promazine hydroch a 


(2, 3, 4) have dealt mainly with its Wie 
hospitalized alcoholics. One report 4 jate 
considered its effect on hospitalized ofi ' 
addicts and agitated or confused psy tran- 
The authors were impressed with, a par 
quillizing effects of the drug 1m agt ih its 
tients. They were also impress 
antiemetic properties. A few pa 


reported as having slight to moderate 


tients 
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hypotensive reactions. However, since most 
of the patients in whom this symptom was 
reported had organic psychotic effects sec- 
ondary to alcohol one cannot readily deter- 
mine whether the promazine, the alcohol, or 
acombination of both was the major cause 
of a slight drop in blood pressure. The ad- 
verse side-effects of this drug, when com- 
pared with those reported for chlorproma- 
zine, appear to be relatively very mild and 
uncommon. 

Our series of 50 patients represented the 
broad clinical spectrum commonly seen in 
private psychiatric practice. The drug was 
given only to those who were severely ill, 
most of whom would have required hospi- 
talization or ambulatory electroshock therapy, 
if a tranquilizing drug were not available. 

The clinical efficacy of the drug was judged 
ly what we consider a strict scheme that is 
readily applicable to psychiatric patients seen 
i private practice, in the outpatient clinics, 
and in patients following discharge from 
mental institutions, It stresses the patient’s 
abilities of adaptation and performance both 
Socially and vocationally. In addition, the 
oe to experience pride and pleasure from 
a performance is a cardinal feature. The 
“gree of amelioration of anxiety and other 
symptoms is also important. 
the basis of these criteria we found 
ie I z every 3 patients treated with proma- 
rs Showed very significant improvement. 
k > with chlorpromazine, promazine is effec- 
É Aad in those patients who demonstrate 
an, ed anxiety, particularly if the motor 
Si ponent is pronounced. For example, if 
oad only the 35 patients who evi- 
R e the greatest degree of anxiety prior 
ok erapy, the drug was significantly effective 
bao vement ratings I and II) in slightly 
ah an one-half of the cases. On the other 

eas We found for chlorpromazine and 
me other tranquillizers, the medication was 

effective in patients manifesting very 


little overt anxiety. The diagnoses, the pa- 
tient’s age or sex did not have any significant 
bearing on the results, The drug was most 
effective in acute illnesses of less than 4 
months’ duration. 

In therapeutic efficacy, therefore, proma- 
zine hydrochloride appears, on the basis of 
this relatively small series, to be equal to 
chlorpromazine hydrochloride. 

Promazine hydrochloride appears to have 
great advantages over chlorpromazine be- 
cause the adverse side-effects produced by 
the drug have, thus far, been minimal as com- 
pared with those caused by chlorpromazine, 
Promazine can be used effectively in patients 
in whom chlorpromazine must be discon- 
tinued because of severe complications. 


SUMMARY 


1. Fifty psychiatric patients treated with 
promazine hydrochloride, a new phenothia- 
zine derivative, are reviewed. 

2. The drug was effective in one-third of 
the patients treated, but only in those who 
demonstrated marked anxiety. = 

3. Dosages and methods of administration 
are considered. 

4. Adverse side-effects are mild and rela- 
tively uncommon as compared with those 
produced by chlorpromazine. $ 

5. Promazine appears to be as effective as 
chlorpromazine as a tranquillizer in psychi- 
atric practice and deserves further study. 
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CHLORPROMAZINE AND CHRONIC NEUROTIC TENSI 
JULIUS MERRY, M.D., D. P.M., R. A. PARGITER, M.B., B.S., ano H. MUNRO, Gh 


Chronic neurotic tension states are among 
the most difficult of psychiatric conditions to 
treat satisfactorily. A reflection of this dif- 
ficulty is seen in the number of different 
treatments that have been advocated for them 
from time to time. These have included con- 
tinuous narcosis, “modified” insulin, mephen- 
sin, acetyl choline, inhalations of 70% car- 
bon dioxide, methyl pentynol and prefrontal 
leucotomy. None has for one reason or an- 
other proved sufficiently efficaceous to stop 
the search for a more adequate treatment. 

Chlorpromazine is a recent entrant into 
this therapeutic field. Favorable reports have 
been made by Anton-Stephens(1), Garmany, 
May, and Folkson(2) and Silverman(s). 
None of these investigations was controlled 
to exclude factors which always operate in 
a doctor-hospital—patient relationship, The 
present study was undertaken to evaluate the 
effect of chlorpromazine on chronic neurotic 
tension states while trying to control other 
therapeutic factors of importance, 


METHOD 


Those recommended for the trial were 
male inpatients seen soon after admission 
by 2 psychiatrists (J. M. and R. A. P.) in- 
dependently. Interviews were conducted to 
assess the nature and severity of the clinical 
state and if both psychiatrists agreed that the 
patient was suffering from a chronic neu- 
Totic tension state, he was included in the 
series. He was then given a week or so to 
settle down in hospital and during this 
time he was not allowed to have any seda- 
tives or hypnotics. This initial rest period 
was brought in to allow the effect of entering 
into hospital to play its part before com- 
mencing treatment with tablets. At the end 

of this initial period the patient was seen 
by the psychiatrists for confirmation of di- 
agnosis, and then referred to the psycholo- 
gist (H. M.) who attempted to make a more 
objective assessment of the patient’s condi- 


1 Preliminary report. 
2 Address: St. Ebba’s Hospital, Epsom, Surrey, 
England. 
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tion. The patient was then told he 
to be tried on a new treatment and 
on 25 mg. tablets. The dosage w 
with the patient’s response up to 
of 300 mg. daily. After 4 weeks 
was reassessed independently by 
atrists and psychologist. Tweni 
tients took part in the trial, hz 
having inert tablets of similar app 
chlorpromazine, The pharmacist wa 
person aware of the nature of the tablets 
she arranged the distribution of th 
so that the clinician was unlikely 
which patient was having the chli 
and which the placebo, ie., it 
straight series of alternate cases. 
As no psychological test methods 
able for direct measurement of t 
was assumed for the purpose of psych 
assessment (1) that tension will 
mental rigidity relative to the drive ava 
able, and thus lower the speed of intelle 
work, more so in less formal and cleat! 
fined tasks; (2) that patients selected 
tension would vary stochastically om 
factors affecting speed; and (3) that 
promazine will not directly affect 1 
efficiency. Hence the following 5 
given: (1) 25 additions of ten 1-digit 1 
bers, a larger decrease in total time 
expected for the experimental than fo! : 
control group; (2) 3 Write-a-Story ™ 
stimulus material being MAPS pictur 
scenes constructed by the 
impersonal scene: 2 men and a i 
street bridge; (b) daydream scene: 
lent male phantasy figure and a child o, 
sex on dream stage; (c) “P ; 
different for each patient and re 
problems and symptoms as describ 


case notes. T 
A decrease in tension was expected 
a decrease in latency time and an H 
effect 


wo 


in speed of construction and 
richness of the story, with the 
ably larger on story b than on @ 
on c ] : 
A test of rigidity in problem solv" 
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excluded after testing half the cases because 
of difficulties in administration and scoring 
and a questionnaire of subjective symptoms 
(formulated as a sentence completion test) 
was substituted. Neither of these was given 
to a sufficient number of cases to warrant 
analysis. All tests were prepared in 2 forms 
and cross control used. Because of irregu- 
larities in procedure, language difficulties, 
and other factors, some cases had to be ex- 
cluded leaving 16 (8 in each group) for the 
final analysis of psychological test data. 

: Scoring of the tests was based on a pre- 
liminary (graphic) inspection of temporal 
pattern, test-retest consistency and scatter in 
the population, The following measures were 
employed: (1) Total time for 25 additions; 
(2) latency time till writing commenced ; and 
number of words written in 3 minutes after 
writing commenced—the longest period all 
subjects could be induced to continue. As the 
3 stories showed fair agreement, the total 
score for all 3 was computed. The experi- 
mental and control groups were then com- 
ig for initial scores and for improve- 
Be on retesting, by Mann & Whitley's 

No significant differences appeared. 

ae parison with the clinical assess- 
neg € cases were divided into “improved” 
pale according to whether or not the 
Ei ce between test and retest scores was 
eh expected direction. The division into 
ag slightly improved and worse is 
ei oad Only the numbers of improved 
Dit ai cases are included in this report, 
ei her data can be obtained from the 
: 7 lOlogist (H. M.). The results are shown 


In the accompanying table. 


Discussion 


a is no clear difference between the 
control obtained in the chlorpromazine and 
Psych 4 AN clinically, subjectively or on 
in a ological tests. Lambert and Rees(3), 
Bsns therapeutic trial on outpa- 
Sults ee anxiety states, found that the re- 
wigan: to by chlorpromazine were sig- 
of the af better than with inert tablets: 54% 
or mod hlorpromazine group showed marked 
igure €rate symptomatic improvement. This 
ot roughly agrees with our findings for 
is Pues. It is also worth noting that 

S roughly the same proportion of im- 
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Bo 
TABLE 1 
Resuurs 
Chlorpromazine Contra 
Clinical Assessment 
= subjects) 
mproved ......... 6 (2 slighti, 1 slightly. 
Not Improved ..... 4 43 A . : 
Patients’ Assessment 
Improved s.s... 5 6 
Not Improved ..... 5 5 
logical tests 
(16 subjects) 
Arithmetic (time) 
Improved ........+ 5 (2slightly) 6 (4 slightly) 
OkOR R AA 3 (1 slightly) 2 (2 slightly) 
Stories (total latency) 
Improved ....+++++ I 3 (2 slightly) 
FoR b ae 7 (6slightly) 5 (1 slightly) 
Stories (speed) 
improved s.s... 4 (1 slightly) 3 (1 slightly) 
Worse ....0++0. .. 4(aslightly) 5 (3 slightly) 


provement achieved with ECT and with 
“placebo ECT” treatments in anxiety states 
by Montagu and Davies(4). Lambert and 
Rees found a high tendency to relapse; in 
fact, two-thirds of their improved patients 
relapsed after a few weeks of clinical im- 
provement, despite continuation of chlor- 
promazine. ’ 

While there is no outstanding difference 
between the results in our 2 groups, there 
is no doubt that chlorpromazine has definite 
pharmacological action. But this action is 
unpredictable in our present state of knowl- 
edge, as demonstrated in the following brief 


case histories. 

Case 1.—Mr. A. aged 50, had been ill for about 
15 years, He had been admitted to 3 other psy- 
chiatric hospitals before his admission here. His 
ene hel she 
commenced attending a Lo nospital wi x 
was treated at different times with ECT, “modi- 


idly. After a day, the midday dosage was again 
EA to chlorpromazine without A aame 
dramati: matic improvement 
= ee ad this midday dosage. 


had been fairly con- 
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ing a London hospital, where he was treated with 
a prolonged course of acetyle choline injections. No 
marked change was achieved and he was admitted 
here, When seen he complained of tightness in the 
forehead and of being “so on edge” that he could 
not settle and concentrate on his work, Within a 
few weeks of commencing tablets he said he felt 
better than he had done for years. While on a 
day's leave, a firework was exploded behind him. 
He relapsed immediately and at the end of the 
month of treatment he was as on admission. He had 
been taking inert tablets and treatment was 

to chlorpromazine. However, a month’s course 
of this never achieved the improvement attained in 
the first few weeks of placebo therapy. 

Case 3.—Mr. C., aged 35, had been admitted here 
twice previously. When first seen he was agitated 
and restless, and constantly sought reassurance for 
the various somatic expressions of anxiety. When he 
was taking chlorpromazine, although he was having 
sufficient of the drug to produce side-effects such 
as drowsiness, no change was effected in his tension 
symptomatology. 


Of the 4 cases who were unimproved on 
inert tablets, only 1 showed any improvement 
when placed on chlorpromazine, immediately 
subsequent to the initial 4 weeks of medica- 
tion, 

In our series where the dosage of chlor- 
promazine ranged from 150 mg. to 300 mg. 
daily, none of the serious side-effects, eg., 
blood dyscrasias or jaundice, were observed. 

There is not a very good agreement be- 
tween the clinical assessment and the psy- 
chological test results—or among the latter 
themselves—as regards which patients 
showed most initial tension and most im- 
provement. This may be due to the inac- 
curacy of clinical assessment and the em- 
ployed tests which in casu only indirectly 
measured tension. Or it may be due to the 
vagueness of the term tension, the 2 ap- 
proaches in reality assessing different traits, 
As neither approach revealed any consistent 
trend, no statistical tests of significance were 
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undertaken. It appears that individual varia- 
tions are so great, and that the effect of 
chemical therapy on the psychological state 
depends on the interrelation of many per- 
sonality traits, that only a large-scale study 
would add sufficiently to our knowledge for 
prediction of the outcome of a course of 
treatment. 


SUMMARY 


1. A controlled study was made of the 
effects of oral chlorpromazine on chronic 
neurotic tension states in 21 male inpa- 
tients. 

2. The dosage ranged from 150-300 mg. 
daily. ; 

3. Cases treated with chlorpromazine 
showed no greater improvement than those 
treated with inert tablets. 
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AGRANULOCYTOSIS IN PATIENTS TREATED WITH THORAZINE 
Report or A FATAL Case 


NAOMI RASKIN, M. D.3 


Up to July 1956 a group of 625 patients 
were treated with various amounts of Thora- 
zine at the Boston Hospital. Three patients, 
all women, developed agranulocytosis. Two 
‘patients had completely recovered, the third 
died. As far as could be ascertained 18 fatal 
cases have been reported in the English- 
language literature(1). The case herein re- 
ported is in the nineteenth. 

The side-reactions of Thorazine are well 
known by now. Agranulocytosis seems to be 
the most serious, regardless of the dosage or 
‘the length of the treatment. Cases of 
agranulocytosis have also been reported in 
Patients after discontinuing Thorazine. The 
awareness of this complication has made 
repeated blood counts mandatory in the pa- 
tients treated with Thorazine. 

Routinely a complete count and differential 
count are done just before the beginning of 
the treatment to establish a baseline of pa- 
tients normal blood count. The counts are 
‘Fepeated throughout the treament. No male 
‘Patient in this series developed agranulocyto- 
SIS Or even a noticeable drop in white blood 
cell count, but three women did develop 
serious decrease in white blood cells with the 
shift to the left. They were taken off Thora- 
zine and given antibiotics. Blood counts were 
done daily until in two patients the counts 
returned to their original levels and in the 
third until the last day. 

The course of the disease is acute and the 
great majority of these patients are middle- 
aged women, but agranulocytosis is known 

ve occurred without drug administration 

and it has occurred in only a small propor- 
tion of patients using Thorazine. The role 
yed by individual susceptibility to the 
drug, the allergy, and other factors have not 
determined, but the fact that agranulo- 
Cytosis affects predominantly the women and 
‘a ha that the benefits of Thorazine seem 
Acca pronounced in women, ae 
— that this condition is sex-linked. 
From the Pathological Laboratory of the Boston 


State Hospital, Boston 24, Mass. 


Case 1.—M. J. #52516, a 49-year-old colored 
woman, suffering from severe depression, was given 
55 electroshock treatments with marked improve- 
ment at first and return of symptoms later. She 
was started on Thorazine December 14, 1955, 100 
mg. t.id., increased to 400 mg. b.i.d. on May 4, 1956, 
discontinued on June 2, 1956, because of blood 
changes: original blood count of 8.450 with 57% 
polys changed to 8.000 with 35% of polys. When 
she was taken off Thorazine the polys rose to 51%. 
The drug therapy was not resumed. 

Case 2—C. M. #55705, a 35-year-old married 

history of alcoholism, 


single, and had few friends. 
eae ai EA irritable, very 
with, but she was bri 
ore her admission a woman scholar 
pe Be work at the museum. The patient accused 
her of being a German spy- Soon she began to hear 
voices, threw things around and threatened to jump 
out the window. She ts said to have started her 
menopause at the age of 33. 
In 7048 she had a series of 33 electroshock FRA 
ments, without any benefit. In 1953 X-ray ji 
chest showed normal heart, emphysematous nes, 
moderate osteoporosis of the bones of the thorax a 4 
both shoulder girdles, and moderate dilatation an 


tuosity of the aorta. i 
“The ei was put on Thorazine, Sebr 2, 
1956, 100 mg. tid, She was suspicious of the SE 
and refused to take it. It had to be mixed with : i, 
Her mental condition showed no improvement. ; 
On February 24, 1956, her white blood any a 
6.250, with 65% of polynuclear leucocytes and 35' ‘4 
of small Lymphocytes. Eosinophilic count was on 
blood count was 5.250, with 


March 28, white 
en of polynuclear, 34% of small lymphocytes, 


PSARY 8 On 
ocytes and eosinophilic count was T 

Pod BRENG blood count was 3.250, with 37% of 
991 
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polynuclear, 7% of large lymphocytes, 55% of small 
lymphocytes, 1% of mononuclears and eosinophilic 
count was 18. On April 18, white blood count was 
2.800, with 3% polynuclears, 6% large lymphocytes, 
91% small lymphocytes and 380.000 platelets. On 
April 20, white blood count was 3.000, with 1% of 
polynuclears, 9% of large lymphocytes, 87% of 
small lymphocytes and 3% of myeloblasts. On April 
23, white blood count was 3.750, with 2% of large 
lymphocytes. 


count was 13.300, with 
small lymphocytes, 
count 3.960.000. 
The reduction in number of 
slow and gradual. 


3 
í 
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continued. On the advice of 
was put on low salt diet, 50 mg. 
1 gm. of potassium chloride daily 
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artery, the size of a small cherry, thin-walled and 
filled with dark-red, clotted blood. This ancurysm 
involved the left oculo-motor nerve and produced 
a shallow indentation of the left hippocampus. 
Microscopic examination: Lungs showed broncho- 

ia; the exudate contained a great number 
of large mononuclear cells and only few poly- 
nuclears. Myocardium showed no pathological 
changes. Pituitary gland showed disarrangement 
of pattern and decrease in basilar cells. Adrenal 
glands showed changes particularly pronounced in 
area fasciculata—loss of cells, shrinking, dark- 
stained cells and groups of round, very pale cells. 
This picture is consistent with stress reaction as 
described by Selye. Bone-marrow did not show 
acellularity; on the contrary it appeared very cel- 
lular, but the cells of polynuclear series were few. 
The nucleated and non-nucleated red cells were 
numerous. Brain-edema of pia-arachnoid and peri- 
vascular edema. No changes in ganglion cells. 
Copper determination on brain was done with the 
following results: 920 micrograms per 100 gm. of 
tissue in basal ganglia and 710 micrograms per 
100 gm. of cerebral tissue, which is below the 
normal values reported by Cumings (2). This analy- 
sis of brain tissue was done because of the report 
(3) of elevated copper in the plasma of patients 
treated with Thorazine. 


CONCLUSION 


This case demonstrates two points to be 
remembered with Thorazine; namely, that 
the dosage does not have to be high to pro- 
duce agranulocytosis in susceptible patients, 
and that even when Thorazine has been 
withdrawn and replaced by energetic treat- 
ment and agranulocytosis hematologically re- 
solved, the clinical course may be fatal. 

We are not sure what part had been played 
by the patient’s pulmonary emphysema and 
cerebral aneurysm in her clinical condition. 
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tran and Frenquel are 2 new drugs 
been recommended for psychi- 
eratran is a-(2-piperdyl) benzhy- 
loride, while Frenquel is its 
“isomer, a-(4-piperdyl) benzhydrol 
oride.* Recent reports indicate that 
l is effective in treating depressed 
and that it induces improvement 
i¢ schizophrenics who do not mani- 
sions or marked anxiety(2). Fab- 
Studied the effects of Frenquel 
the development of LSD-25 
and has pointed out its pos- 
mess as an antihallucinogen. 
ludies(4, 5) of Frenquel have pro- 
evidence that it improves a va- 
onic psychotic conditions. In- 
the stimulating effects of Mera- 
to be absent from Frenquel. 
ent study is a clinical evaluation 
tan and Frenquel on a sample of 
Psychotic patients. The study was 
by a “double-blind” procedure 
ebos. The effects of the drugs were 
through the use of behavioral rat- 
i With emphasis on the patient’s ad- 
‘to the hospital environment. 


hts in this study were 63 chronic, 
Psychotics at the West Haven 
inistration Hospital. All were 
in age from 29 to 67 years 
age of 61 years. The patients 
italized from 2 to 44 years; 
of hospitalization was 32 


en hosp 


niatry Service, West Haven Hos- 
Hayen, Conn, y p 

ng Professor of psychiatry, University 
School of Medicine, Chicago, Ill. 

and Frenquel are the trademarks of 

RLS: Merrell Co., Cincinnati, Ohio. We 

m the Merrell Co. for generous sup- 
gs and placebos used in this 


EVALUATION OF MERATRAN AND FRENQUEL ON 
A CHRONIC PSYCHOTIC POPULATION 


N S. ROSNER, Pu. D„! LOUIS B. FIERMAN, M.D. anv JOHN F. KRAMER, M.D? 


years. Forty-six had been classified as hav- 
ing various types of schizophrenia, 13 pare- 
sis, and 4 alcoholic psychosis, Behaviorally, 
the patients as a group were markedly apa- 
thetic, autistic, and passively submissive. 
Isolated outburts of aggressive or sexual 
acting-out involving single patients occurred 
occasionally. 

At the beginning of the study, the pa- 
tients were divided by random assignment 
into 4 groups of 15 to 16. Each group re- 
ceived Meratran, Meratran placebo, Fren- 
quel, and Frenquel placebo according to the 
schedule shown in Table 1. Every patient re- 
ceived each drug and each placebo for 6 
weeks. Meratran and Frenquel were never 
administered in successive 6-week periods 
but were always separated by 6 weeks of 
placebo, On the basis of previous reports, 
this period seemed ample to permit the ef- 
fects of the drugs to dissipate. At any given 
time, one group of patients received Mera- 
tran, another Frenquel, while the others were 
on one of the two placebos. r 

Administration of the drugs and rating of 
the patients were executed according to a 
double-blind procedure. The ward adminis- 
trator and the nurses who administered the 
drugs never knew what any patient was re- 
ceiving. The drugs and placebos were as- 
signed code numbers and were prescribed 
by those numbers. As a further precaution 


TABLE 1 


EXPERIMENTAL DESIGN FOR ADMINISTRATION 
or Drucs 


6-week Period 
I I pase Iv 
Frenquel 
placebo placebo 
. Meratran Meratran Frenquel Frenquel 
placebo placebo 
. Frenquel Frenquel Meratran Meratran 
placebo placebo 
. Meratran Frenquel Frenquel 
placebo 


. Frenquel Meratran Meratran 
1 


yop pg 


Meratran 
placebo 
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the code was changed every 6 weeks. 
Throughout the study a patient on Meratran 
received 6 mg. daily, while one on Frenquel 
received 120 mg. daily. The drugs were ad- 
ministered orally before meals. These dos- 
ages were the maximum recommended at 
the time the study began. 
The raters who followed the patients’ be- 
havior did not know at any time what a 
given patient was receiving. In order to 
evaluate the behavioral effects of Meratran 
and Frenquel, 2 different rating scales were 
used. The first scale was the Multi-Dimen- 
sional Scale for Rating Psychiatric Patients 
(MSRPP), developed by Lorr, Jenkins, 
and Holsopple(6), The first 40 items on 
this scale were filled out by a psychiatric 
resident on the basis of a clinical interview 
with the patient. The remaining 22 items 
were answered by the ward nurses on the 
basis of ward observation. The scores on 
this scale break down into 11 factors or di- 
mensions of psychopathology. These factors 
are (A) retarded depression versus manic 
excitement, (B) compliance versus resis- 
tiveness, (C) paranoid projection, (D) ac- 
tivity level, (E) melancholy agitation, (F) 
perceptual distortion, (G) motor disturb- 
ance, (H) submissiveness versus belliger- 
ence, (I) withdrawal, (J) self-depreciation 
versus grandiose expansiveness, and (K) 
conceptual disorganization. In addition, the 
scale yields an over-all “morbidity” score 
based on the combined outcomes of the 11 
factors, The other scale used was the Hos- 
pital Adjustment Scale (HAS), developed 
by McReynolds and Ferguson(7). This 
scale, which was filled out by the ward aides, 
measures the patient's adjustment to the 
hospital environment and contains 3 sub- 
groups of items. These subgroups are (1) 
communication and interpersonal relations, 
(II) care of self and social responsibility, 
and (III) work activities and recreation, A 
total score based on all 3 subgroups is also 
available from this scale. For each subgroup 
and for the total score, one can determine 
whether the patient's personality is “expand- 
ing” or improving or whether it is “con- 
tracting” or becoming more impaired, 
The design shown in Table 1 permits each 
patient to serve as his own control. Ratings 
were made on each patient during the last 2 
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weeks of each 6-week period. For statistical 
studies, a patient’s score on any measure 
during administration of a drug was sub- 
tracted from his score during administration 
of the corresponding placebo. These drug- 
placebo difference scores were combined for 
all patients and tested for statistical signfi- 
cance. Two kinds of statistical tests were 
run. The first was Wilcoxon’s nonpara- 
metric test for differences between medians 
(8), which shows whether the patients as a 
group tend to achieve significantly different 
scores on any rated variable as a result of 
receiving a drug. The second statistical test 
was a nonparametric test for differences in 
variability, which shows whether the pa- 
tients as a group exhibit greater variability 
on a rated variable after receiving a drug. 
The test of variability in effect shows 
whether some patients improve significantly 
while others worsen, even though there is 
no net change in the median scores. For 
each drug, then, a total of 32 statistical com- 
parisons were made: 12 for differences in 
medians on the MSRPP, 12 for differences 
in variability on the MSRPP, 4 for differ- 
ences in medians on the HAS, and 4 for 
differences in variability on the HAS. Asa 
final check, similar comparisons were made 
on the patients’ scores while on Meratran 
placebo as against their scores while on 
Frenquel placebo. 


RESULTS 


Table 2 summarizes the results of this 
study. Frenquel created no statistically sig- 
nificant changes on any measure. Nor were 
there any significant differences between 
Meratran placebo and Frenquel placebo. 
The only significant results appeared as 4 
consequence of the administration of Mera- 
tran, which produced more perceptual dis- 
tortion (Factor F., MSRPP) and more ten- 
dencies toward withdrawal (Factor I, 
MSRPP). At the same time, howevet, 
Meratran produced increased variability 0" 
the perceptual distortion factor, indicating 
that while some patients showed greater per” 
ceptual distortion, a smaller number show® 
less perceptual distortion. 


* Professor Frederick A. Mosteller, Harvard 
University, kindly provided this test. 
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TABLE 2 
ResuLts or STATISTICAL ANALYSIS 
BI cx placebo Difference in medians Difference in variability 
MSRPP 
t= 2.02; p=.05 x? = 9.50; p= 0I 

3 t=2.58; p.=or : No significant differences 

“a No significant differences No significant differences 
Sub-group IIC 


Total C 
All other groups 

Frenquel vs, placebo 
SRPP 


wibieininjace ele sine E t=2.63; p=.01 No significant differences 


No significant differences 
No significant differences 


significant differences No significant differences 
significant differences No significant differences 


eres o(b-0's stv ana PLR No significant differences No significant differences 


HAS 


a tesults from the HAS confirm the 
“4 an on Factor I of the MSRPP. On 
a S, Meratran produced a significantly 
A number of “contracting” scores on 
ening Il, which concerns care of self 
ce responsibility. This indicates that 
= ents became less able to care for 
iy e and to take on social responsi- 
r urthermore, the total number of 
“id scores on all items on the 
etn Sm significantly during adminis- 
tice 3 “paps All differences are sig- 
Belin s e .o1 level or beyond, except the 
erence for Factor F, perceptual 
I | Sage is significant at the .05 
n oe of the former differences would 
AA . by chance less than r time in 
‘ pe difference would have arisen 
5 times in 100, 


Discussion 


0 
' ref ts generally fail to confirm those 
Fin B ny: We found no statisti- 
lite xe effects of Frenquel on long- 
Striking ie psychotic patients, The most 
is its Mee on Frenquel reported to date 
thogig » rd to antagonize LSD-25 “psy- 
sing thie data indicate that a drug pos- 
hay hay 18 property does not necessarily 
ic po — effect on a chronic psy- 
i this ges at least in the dosage used 
ible “aA In particular, there was no 
Thenomens = on hallucinatory or delusional 


f the MSRP by Factors F and J 


anis aoaaa SNE te RRR No significant differences No significant differences 


More interesting are the data on Mera- 
tran. In general, this drug created more so- 
cial withdrawal and irresponsibility. The 
ratings by nurses on the MSRPP and by 
aides on the HAS both agree on this fact. 
We found no evidence of a stimulating ef- 
fect, which should have appeared on Fac- 
tor D, activity level, or Factor A, retarded 
depression vs. manic excitement, of the 
MSRPP. The effects of Meratran on per- 
ceptual distortion are more complex. The 
net effect of the drug was to increase tend- 
encies toward hallucinatory phenomena and 
disorientation. This is in line with the find- 
ings of Schut and Himwich(2), who report 
that the presence of delusions is a contrain- 
dication for Meratran, However, Meratran 
did seem to lessen perceptual distortion ina 
few patients as evidenced by the significant 
test for variability on Factor F. Individual 
review of the data shows no correlation be- 
tween this latter effect and the patient’s pre- 
drug status or diagnosis. 


SUMMARY 


Meratran and Frenquel were administered 
by a double-blind procedure to 63 chronic 
psychotics whose behavior was rated by psy- 
chiatric residents, nurses, and aides. Fren- 
quel produced no significant changes in the 
rated behavior. Meratran seemed to exacer- 
bate social withdrawal and irresponsibility. 
Meratran failed to increase the over-all ac- 
tivity level and failed to decrease depressive 
symptoms. Finally, Meratran had a signifi- 
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cant tendency to aggravate perceptual distor- 
tion in some patients but also counteracted 
hallucinatory phenomena and disorientation 
in a few other patients. 
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_ Although electroshock is extensively used 
inthe treatment of the mentally ill, the way 
in which it works is not known, The many 
theories that have been advanced may be 
roughly divided into those postulating pri- 
marily organic mechanisms and those pre- 
_ Supposing mechanisms which are primarily 
Pychological, Better understanding of the 
= tode of action of electroshock might, on the 
one hand, contribute to improvement in the 
| technique and, on the other, give some clues 
a to the nature of mental illness itself. 
ot theorizing but little research has 
gerne on the therapeutic role of psycho- 
a factors since the time of Cerletti’s 
ion Work. It is believed by some that 
eich is the basis for improve- 
ii thers have suggested that ECT satis- 
on need for punishment stemming from 
age guilt, or that the fear of death 
chee ed by the treatment or the victory 
al death threat with symbolic rebirth is 
C Sa Fisher, et al.(1), using clinical 
rig and psychological tests, found 
~? toward improvement to be nega- 


1 
a the 112th annual meeting of The Ameri- 
ay 4, a Association, Chicago, Ill., April 30- 
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tively related to fear of shock treatment and 
especially the fear of death that is associated 
with the treatment. 

Most of the psychological studies on ECT 
have been concerned with its effects rather 
than the nature of its action or the reasons 
for its varied effect in different types of dis- 
orders, Research interest has most often 
been directed to the question: Does perma- 
nent brain damage or memory impairment 
result from ECT? Despite the emphasis on 
this one aspect of personality functioning, 
there still exist differences of opinion as to 
whether there is a permanent memory defect 
(2). Holzberg and Cahen(3) investigated 
pathologic changes in personality as reflected 
in repeated Rorschach testing during com- 
plete courses of treatment. Their findings 
suggest that “personality rigidity” may char- 
acterize patients who do not respond favor- 
ably; however, no attempt was made to as- 
sess the prognostic value of this personality 
variable. 

A large number of investigations have 
emphasized the direct effect of the electrical 
current introduced into the brain. This has 
been variously described as stimulating, dis- 
rupting or damaging to specific or diffuse 
areas of the brain. The effect on autonomic 
nervous system functioning has been empha- 
sized by Gellhorn(4), who believes that the 
therapeutic effect results from a central 
stimulation of the sympathetic adrenal sys- 
tems; by Parker(5), who presents some evi- 
dence, that the effect is due to central stimu- 
lation of both sympathetic and parasympa- 
thetic systems; and by others. Despite a 
great deal of work in this area, there exists 
no consistent description of the effects w 
electroconvulsive treatment on autonomi 
centers, nor of their possible relationship 
to improvement. Funkenstein's work(6) on 
the autonomic activity of the mentally ill 
(using pri systolic blood pressure re- 
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sponse to mecholyl and epinephrine as the 
index of autonomic responsitivity) led to his 
developing a method of predicting outcome 
of treatment with ECT. The effect on base 
level autonomic functioning, such as is meas- 
ured by Wenger’s autonomic index(7) which 
is derived from a number of measures, has 
not been sufficiently investigated. 

The changes in concentration of 16 con- 
stituents in the blood of 276 patients under- 
going ECT have been reported by Katzenel- 
bogen, et al.(8). The data represented single 
values found in the immediate postshock 
period, not exceeding 14 hours, Thus the 
values reported reflect the immediate ef- 
fects and shed little light upon the long- 
term relationship to improvement or to spe- 
cific psychological or physiological variables, 
These same considerations hold for many of 
the other investigations reported in the litera- 
ture concerning blood and urine metabolites, 

glucose, cholesterol, steroids, etc.(9, 10). 

It may be that the marked variations found 
in the results of the studies cited above are 
due to the arbitrary timing of obtaining sam- 
ples following treatment(11) and the lack of 
intensive and simultaneous analysis, during a 
complete treatment program, of many of the 
important psychiatric, psychological, and 
physiological variables. 

However, some investigations have led to 
the implication of certain metabolites and 
metabolic systems in ECT in particular, and 
in mental disease in general. That adrenal 
cortical responsitivity may be involved in the 
effects of ECT has been postulated by Hoag- 
land and co-workers(12) and by Pincus, 
et al.(13). That phosphate metabolism may 
be related to mental diseases has been re- 
ported by Hoagland, et al.(14). 

Klein and Olsen(r 5) observed that elec- 
trically induced convulsive activity increased 
adenosine diphosphate (ADP) and inorganic 
phosphate in brain tissue of cats, whereas 

decreases were found in phosphocreatine and 
adenosine triphosphate (ATP). It is inter- 
esting to note that Abood(16) found that 
electrical stimulation of rat brain mito- 
chondria inhibited phosphocreatine and ac- 
celerated oxidation. Rinkel, et al.(17) have 
postulated that a natural error in the adren- 
alin system may be an important factor in 
the occurrence of a psychosis. Also, Funken- 
stein and co-workers(18) present data which 


suggested that one type of blood pressure 
rise in normotensive students in response to 
stress was due to an epinephrine-like sub- 
stance, and another type of response which 
suggested a norepinephrine-like substance. 
Recently, Weil-Malherbe(19) investigated 
the effects of ECT on adrenalin and nor- 
adrenalin in plasma immediately following 
shock. He observed a rise in adrenalin and 
suggested that it was a primary effect, per- 
haps due to the stimulation of the autonomic 
centers of the brain, which is involved in 
the therapeutic mechanism. A rise in nor- 
adrenalin which was also found was thought 
to be a secondary effect. These investigations 
suggested a need to extend such observations 
over a long-range course of treatment in 
an attempt to expose the relationship of 
these metabolites and metabolic systems to 
other nonbiochemical variables. 

We, therefore, undertook a study designed 
to investigate some aspects of ECT itself 
and the degree to which various physiologi- 
cal, biochemical, and psychological factors in 
the patient were related to its effectiveness. 
We were particularly interested in testing 
the following 3 hypotheses: (1) That of all 
of the elements of shock treatment, it is the 
total loss of consciousness rather than the 
muscular component of the convulsion or the 
electrical stimulation that is the significant 
factor related to improvement; (2) that re- 
peated unconsciousness produced by electri- 
cal stimulation is no more effective than re- 
peated unconsciousness relatively rapidly in- 
duced by other means ; and, (3) that the de- 
gree of improvement is correlated with the 
pre- and post-treatment physiological, bio- 
chemical, and psychological status of the pa- 
tient, and with the psychological meaning of 
the treatment to the patient. We were par- 
ticularly interested in the relation between 
the depressive component in the patient's 
illness (regardless of diagnosis) and im- 
provement. 


METHOD 


Patients were assigned at random to ! of 
5 treatment groups. Group 1 received ortho- 
dox ECT * (introduction of electric curren 


* An Electronicraft machine, Model #107, wie 
produces a glissando-type sinusoidal current W% 
used with electrodes applied fronto-temporally. 
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into the brain with loss of consciousness and 
grand mal seizure). Group 2 received ECT 
with the major portion of the motor com- 
ponent of the grand mal seizure eliminated 
bythe use of anectine (10-20 mg.). Group 3 
received ECT while under Pentothal anes- 
thesia (the same elements were involved as 
in Group I, except that unconsciousness was 
induced prior to the shock treatment). Group 
4 received repeated Penthothal anesthesia, 
but no electroshock. Group 5 received re- 
peated nitrous oxide anesthesia (85% nitrous 
oxide and 15% oxygen) but no electroshock. 
It should be stated at the outset that every 
effort was made to keep the patient from 
knowing which treatment he was receiving. 
Electrodes were applied to all patients and a 
minimal amount of cutaneous electrical cur- 
(20 milliamperes) was briefly applied 
0 Group 4 but not to Group 5. Patients 
were sometimes aware that they were not 
et ECT, but in these instances 
2 z ie they were receiving some vari- 
oF the it, One person, with no knowledge 
es Hents, assigned them at random to 
s k treatment groups. (In a few in- 
se € existence of spinal pathology 
a ated assignment to either a nonshock 
: Aa ECT plus anectine.) Those who did 
acl, biochemical, and psycho- 
iS tations did not know what treat- 
$ Ne patient was receiving, 
ties i = assigned to this study only 
thock in Previously been decided that 
Pa one was indicated and that they 
Baths, “A shock treatment in the past 9 
i, = l were male veterans, most of 
a ng from chronic schizophrenic 
tions, and i 
“ath approximately one-half were 
inmediate e Most were placed in the study 
ibution Ri ollowing admission. The dis- 
Ment grou Patients by diagnosis and treat- 
I ing ti is shown in Table 1. The fol- 
Mitable sores of patients were considered 
x an study : (1) Those who had 
Ose in rel, past without improvement; (2) 
dimot, ively good contact with reality, 
“ale ed for treatment, with sufficient 
Meng fa to enable the development of 
therapy) “4 insight (candidates for psycho- 
Dhtenies (3) chronic regressed schizo- 
Were Ad were treated in the past, who 
of overt anxiety, not actively hal- 
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TABLE 1 


a 
DISTRIBUTION OF PATIENTS BY DIAGNOSIS AND 
TREATMENT Group 


38 oS i 
m ‘i g f 3 
aves be gh gf 3 
iagnosis 4 Er A 4 & 
Schizophrenic reaction 
Catatonic ........ a- Ne) Die PSS 
Paranoid ........+ CA AE T 15 
Chronic undifferen- 
Had a nE a I ro =e g 
Schizo-affective .. 2 — 1I I — 4 
Psychotic depression. — — — — I I 
Manic depressive 
psychosis .......— — I I s ee | 
Total andiena H N AAA TB. PAIE 


lucinated or deluded, who showed little in the 
way of emotional response or lability and in 
whom little or no further improvement could 
be expected; (4) chronic paranoid schizo- 
phrenics with well-fixed delusions who had 
become adjusted to a hospital existence and 
did not constitute management problems; 
(5) those previously treated with ECT who 
had attained fairly constant unchanging ad- 
justment with fixed residual delusions that 
precluded good adjustment outside of hospi- 
tal; (6) those with good premorbid adjust- 
ments who had previously responded to in- 
sulin shock treatment with good, fairly sus- 
tained remissions (given insulin shock rather 
than ECT) ; (7) selected patients with first 
attacks of schizophrenia, usually paranoid, 
who had relatively acute onsets (except those 
with catatonic excitement or stupor, who 


were difficult management problems). 
(These patients were given insulin shock 
treatment.) ; (8) those with gross organic de- 
fects of the central nervous system, ¢.9. 
prior lobotomy, brain tumors, residuals of 


subdural hematoma, or any evidence of CNS 


syphilis. i 

Duration of illness and extent of previous 
ECT per se, were not factors in selecting 
patients, The average age was 38 with ex- 
tremes of 21 and 60; average length of ill- 
ness 5 years, with 13 cases of over 10 years 
peek te (of whom 12 were admitted with 


recurrences). ‘ f 
Once a patient was assigned to this study 
group, he was placed on a complicated testing 
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schedule which provided the opportunity to 
obtain all the required pretreatntent data as 
well as changes that occurred during and 
after treatment. 

The various factors studied and the length 
of time they were studied are shown in Table 
2. The constant cooperation and integrated 
functioning of nurses, technicians, and re- 
search personnel were achieved by weekly 
orientation meetings. 

In order to quantify the data for statistical 
analysis, psychological test results * were re- 
duced to 23 scales* many of which were 


5 The following tests were administered to each 
patient: Individual Tests—Wechsler Adult Intel- 
ligence Scale, Rorschach, Fisher Thematic Apper- 
ception Test, Bender-Gestalt, Brentwood Word- 
Chain Association Test, Hildreth Feelings & Atti- 
tudes Scale, Hildreth P; Change Scale ; 
Group Tests.—Shipley-Hartford Scale, Grayson 
Perceptualization Test, Draw-A-Person, Saxe Sen- 
tence Completion Test, Minnesota Multiphasic 
Personality Inventory (MMPI). i 

© Rating Scales for Use with Psychological Tests. 


—Functioning Intelligence; Intellectual Impair- 
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developed especially for the study. In addi- 
tion, a special clinical evaluation scale was 
developed along with 5 scales relating to the 


treme disruption of psychological efficiency which 
occurs in the Rorschach); Frequency of Occur- 
rence of Breakdown of Ego Defense (extent to 
which disruption of psychological efficiency occurs 
in the entire battery of tests); Manifest Anxiety; 
exaggerated guilt; self-expression of mood; pro- 
jective expression of mood ; cognitive speed (degree 
of retardation or acceleration of intellectual pro- 
cesses determined from verbal reaction times, re- 
sponse times, and similar indications) ; Motor Speed 
(degree of retardation or acceleration of motor 
activity determined from tasks such as the Bender- 

t, Grayson Perceptualization Test, and 
WAIS); Self-esteem (the patient’s estimation of 
himself as revealed in his statements about himself, 
his attitudes toward his test productions, and the 
projective material, e.g., “extreme self-deprecia- 
tion’); Dependency; Direction of Relationships 
(tendency to move toward, against, or away from 
people in interpersonal relationships, e.g., compliant, 
hostile, detached; based primarily on fantasy con- 
ceptions of interpersonal relationships in Rorschach 
and Fisher TAT); Aggression (degree to which 
handling of aggressive impulses constitutes a prob- 
lem which interferes either with personality adjust- 
ment or with adjustment to society ; estimated from 
the projective tests); Direction of Aggression 


TABLE 2 
Tue Various Factors STUDIED AND TIMES 
During treatment DOT treatment 
Week Week Week Week Week le ete 
Before of of of 
P ee caer Rx Rx: Rx4 Rxy Rone Rx 19 ndk T Weekes e Be 
i PERR — = = T — Te 
Lorr Doen a EL EE ALTIAN X — E 
i X X X 98 i. ey = x -d 
Fonken tn (ais N SR gg = Soe 
EEG aTi Re) i) TR | A 
utonomic measures *. X — = ice = pes 2 X = = 
Biochemical 
determinations 
Blood} ........ oa oe — 
Spinal fedt oea a E ine hinge E x gg 
Urine (ACTH eg) eo eich 
Glucose tolerance .... X x x aS T F T i X — 
Radioactive iodine** , X — AS x ey z = = = zj 
Psychological tests: 
Group battery ....... X E ae x o -E 
Individual battery: <1 Ji A E e EE, O ae 


* Oral Temperature, salivary 
heart period, respiration period, 
t To 
creatinine. 
t Sodium, potassium, calcium, total protein, 
J Inorganic phosphate,** 17-ketosteroids, 
** Not evaluated for preliminary study. 


output, palmar GSR (relaxed), palmar GSR (stress), volar GSR, diastolic blood pressure, 
catecholamines, protein bound iodine, serum sodium, serum potassium, serum calcium, glucose, uric acid, and 


hydroxycorticosteroid,** uric acid, creatine, and creatinine. 


| 
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nature and degree of fear of shock treatment 
tased on observed as well as interview ma- 


terial, 

Treatment was given 3 times a week and, 
generally, a course of 20 treatments was ad- 
ministered to each patient. No individual 
psychotherapy was given during the period 
of active treatment, but all patients partici- 
pated in the regular hospital activities pro- 
gram. It is recognized that the attention the 
patients received or the hospital program in 
which all participated might affect the results 
tan unknown degree, but, at least on the 
objective level, these elements were the same 
for all patients. 


The study has been in progress for 14 
years, and the present preliminary report is 
based on 36 completed cases. An additional 
17 were started but were dropped for a 
Yatiety of reasons such as pretreatment im- 
Ees elopement, refusal of treatment, 


RESULTS 


To determine whether the 5 treatment 
AN were reasonably well-equated, the 
Sttibution in these groups of 27 variables" 


kt] to turn aggressive impulses inward or 
of hims N environment, i.e., the patient’s conception 
Projectin as aggressor or target; based on the 
fa tests) ; Sexual Conflict (degree to which 
Ria of sexual impulses constitutes a problem 
ie Shiba either with personality adjustment 
Projecti adjustment to society; estimated from the 
si he tests); Identity Confusion; Repression 
Toresa nge after treatment in effectiveness of 
MDression; based on the increase or decrease of 
ict a content or other indications of open con- 
Shoe Pecially in the projective material) ; Fear of 
mated (degree of fear of shock treatment; esti- 
Test ty from the Word-Chain Association 
Deetatio secondarily from the Fisher TAT) ; Ex- 
shock, g from Shock (the expected outcome of 
i nent e.g., death, harm, help; estimated 
om go from the Fisher TAT and secondarily 
ip e Word-Chain Association Test); Change 
mee ological Status. 
type ame duration of illness before treatment; 
“a illness; age of patient; age at onset of ill- 
i Premorbid personality; previous shock treat- 
Stiginal Sree of obvious external stress precipitating 
is | iliness ; self-expression of mood; projective 
respon of mood; cognitive speed; motor speed; 
ih exaggerated guilt; fear of shock (psy- 
leies cal tests) ; expectation from shock (psycho- 
rr pests) i Lorr Pattern of Manic Excitement; 
tern Be ot Mournful Depression; Lorr Pat- 
Panicky Agitation; general fearfulness 
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which might have prognostic significance was 
determined. No indication of significant bias 
was found. 

Three different kinds of ratings of im- 
provement were made 1 month after the end 
of treatment: (1) comparison of clinical 
evaluation before and after treatment; (2) 
change in the Lorr psychiatric rating scale 
(20); and (3) change in psychological 
status. While the statistical agreement among 
these 3 methods of rating ranged from fair 
to excellent, there was considerable variation 
in ratings of improvement among them. 
Whether these ratings indicate long-term or 
only temporary improvement cannot be de- 
termined until follow-up studies are done. 

It should be emphasized that no conclu- 
sions can be drawn from such a small series 
of cases and the results presented here 
merely indicate trends which will be sub- 
jected to continuing study as the sample in- 
creases in size. Because of the multiplicity 
of factors which may influence response to 
treatment most of the individual relation- 
ships with improvement that were found 
were “weak.” In other words, the ability of 
any individual variable to predict improve- 
ment with ECT was low. However, al- 
though weak, all were statistically significant 
in that they cannot be accounted for by 
chance, The probability of a true relation- 
ship was better than 90 in 100 in all cases 
reported, and in some cases the probability 


exceeded 999 in 1,000. 
COMPARISON OF RESULTS OF THE DIFFERENT 
TREATMENTS 


Although the group receiving regular ECT 
had the highest rate of improvement on 
the clinical evaluation scale, and the group re- 
ceiving anectine plus ECT had the lowest, 
the differences among the 5 treatment groups 


cale; degree of fear of ECT (verbal) ; degree of 
teak; nonverbal, as related to ECT; attitude toward 
ECT (verbal) ; attitude toward ECT (nonverbal) ; 
Funkenstein; total catecholamines; serum calcium. 

non-ordered), a 


uted as a measure 
to predict improvement, 
the relationship 
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were no greater than would be expected by 
chance alone (Table 3). 
Of the 36 cases, 8 were diagnosed as de- 
pressions or schizo-affective disorders with 
clinically significant and evident depression, 
and 28 as schizophrenic reactions, primarily 
paranoid or catatonic. When just those with 
evident depressive features were considered, 
a trend toward greater clinical improvement 
was seen in the depressive cases who had 
received 1 of the 3 variations of ECT (4 of 
4), as compared with those who had received 
just Pentothal or nitrous oxide (2 of 4). 
When just those with schizophrenic reactions 
were considered, no trend toward a difference 
was found between the shock and nonshock 
groups. 


PRETREATMENT MEASUREMENTS AND 
SULTS OF TREATMENT 


RE- 


Depression—It has been postulated that 
the degree of improvement with ECT is 
positively correlated with the extent of the 
depressive component in a patient’s illness, 
This proved to be the case when the results 
of treatment (electrical or not) of patients 
with clinically recognizable depression were 
compared with those of others (Table 4). 
After the schizo-affective cases were ex- 
cluded, no clear-cut differences in degree of 
improvement between the various sub-types 
of schizophrenia were found (regardless of 
type of treatment). 

_ Ratings on 9 different factors ordinarily 
involved in the estimate of the depressive 
components of illness were made on all 36 


TABLE 3 


CLINICAL CHANGE IN THE Various TREATMENT 
Groups 


7 S we a 
He i 58 22 
[Byars S 
Clinical change F a z È À z 3 i 
Very marked 

improvement ssie "E aaa 3 
Marked 

improvement .... 4 I 2 x ee Tn 
Slight improvmeent. 2 4 I A A 
No change ........ — (ae A 
Worse s. dod i NS — CS er hae I I 
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TABLE 4 


IMPROVEMENT RELATED TO Depressive COMPONENT 


1 
SEa g 
Se fe sg gg 
Boer cE ae oe 
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cases. Three were derived from the Lorr 
scale and 6 from psychological tests: Lorr 
patterns of manic excitement, mournful de- 
pression, and panicky agitation ; and psycho- 
logical test scales of self- and of projective 
expression of mood, cognitive and motor 
speed, self-esteem, and exaggerated guilt. 

No clear-cut relationship was found be- 
tween these scales of pretreatment depres- 
sive factors and clinical improvement except 
for “self-expression of mood” and “exag- 
gerated guilt.” All patients with no sign of 
“self-expressed depression” improved (9 of 
9), in contrast with only 60% of those with 
“self-expressed depression” (14 of 23). The 
meaning of this is obscure, since, when just 
those who did express depression and who 
had shock treatment were considered, 10 of 
I3 improved in contrast with only 4 of 10 
who did not receive shock treatment. 

Contrary to what might have been ex- 
pected, the absence of “expression of exag- 
gerated guilt” was related to improvement in 
those who received shock treatment as well 
as in those who did not. Six of 12 with 
“exaggerated guilt” improved clinically in 
contrast to 12 of 14 without “exaggerated 
guilt.” 

To determine the relationship between im- 
Provement (with all types of treatment) an 
the extent of the more subtle depressive 
components of illness (regardless of diag- 
nosis), the relationships between all meas- 
ures of depressive component and improve- 
ment were re-examined with the clinically 
diagnosed depressives eliminated from con- 
sideration, The only relationship still seen 
was the exaggerated guilt where the negative 
relationship persisted. 

Other Pretreatment Measures—Although 
we found a few case history variables (a8° 
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set of illness, degree of obvious external 
type of course of illness, duration of 
ess before treatment, premorbid personal- 
and previous shock treatment) with sug- 
ve relationships to improvement, none 
is very strong, and they may have been 


Of the pretreatment physiological meas- 
és studied (EEG) autonomic balance, and 
nkenstein test) only the Funkenstein scale 
eared to have predictive value. Most of 
cases fell in Funkenstein Group I and 
MI. Group II-III had a definitely higher 
provement rate than did Group I. 

Protein bound iodine, serum potassium, 
„calcium, serum sodium, spinal fluid 
ium, blood uric acid and blood cate- 
ines were found to have very weak 
Nevertheless better than chance relation- 
with one or more improvement scales, 
cept for spinal fluid potassium, they ap- 
ir to have a more significant relationship 
fatings of psychological improvement 
fan with ratings on the Lorr or clinical scale. 
fall the biochemical determinations, only 
catecholamines, serum calcium, spinal 
id potassium and urinary creatinine 
Dwed better relationships with improve- 
it in the groups treated with a form of 
than in the nonshock groups. It may 
that these variables can give some infor- 
tion about the biochemical pattern of those 
uo may be expected to improve with shock 
atments as compared with those who im- 
with the other treatments. 
psychological variables which ap- 
telated to improvement were: most 
Aological breakdown of ego defense (im- 
over ent being associated with ahigh degree 
Potential psychopathology as revealed by 
A Sorschach test) ; anxiety (the lower the 
Mety rating, the greater the improve- 
_ 2} aggression (the greater the problem 
ession, the greater the improvement) ; 
Aon of relationships (compliant improv- 
$ Most often and hostile least often); 
lency of breakdown of ego defense, de- 
a, CY: and organic involvement. Of these, 
t relationships with improvement were 
hai “most pathological breakdown of 
Fa fense” and “anxiety.” However, none 
“relationships was very strong, and the 


interpretation of the findings is not possible 
at this time. 


CHANGES BETWEEN PRE- AND POST-TREAT- 
MENT MEASURES AND IMPROVEMENT 


The EEG after treatment and the changes 
in the autonomic index and Funkenstein test 
showed no significant relationship to im- 
provement; however, there was some ten- 
dency for a decrease in autonomic disper- 
sion to be related to improvement. 

An increase in 17-ketosteroid excretion 
was related to improvement. In addition, 
patients who showed a change from a pre- 
treatment abnormal response to the adminis- 
tration of 25 mg. of ACTH (i.e., too little 
increase, no change or decrease) to a post- 
treatment normal response improved slightly 
but significantly more than patients who 
showed a persistence of abnormal response. 

For the shock group, but not the total 
group, a decrease in blood uric acid appeared 
to be weakly associated with improvement. 
Conversely for urinary uric acid, a stationary 
or increased concentration was similarly 
weakly associated for the total group, while 
unimproved cases showed a tendency to a 
decrease. 

As might have been expected, improve- 
ment was reflected in changes in several psy- 
chological variables, a higher rate of im- 
provement being associated with decreases 
in “bizarreness,” “potential psychopathology 
revealed by the Rorschach test,” “frequency 
of breakdown of ego defenses,” and “anx- 
iety.” For both the shock and the total group, 
there was some tendency for improvement to 
be associated with an increase in repression ; 
however, some improved cases decreased in 


repression. 


PSYCHOLOGICAL MEANING TREATMENT 


f 5 clinical and 2 psychological measures 
Pets of and attitude toward ECT, 4 
aile Anat 


—General Fearfulness oe 

£ fear displayed generally, not specifica’ y 
ee ECT) ; degree of fear of ECT (verbal) 
bal expression of fear, both spon- 


cues, such 3 
attitude towar 
of attitude, both spontaneous a 
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showed a suggestive weak relationship with 
improvement. A high degree of general fear- 
fulness rated clinically before treatment 
tended to be weakly associated with a higher 
rate of improvement. (This is an apparent 
contradiction to the finding for anxiety which 
was determined by a battery of psychological 
tests. It would appear that psychological 
determination of anxiety does not measure 
precisely the same thing that clinical evalua- 
tion of general fearfulness does.) 

Fear of shock (by psychological tests) 
was weakly related to clinical improvement 
but to a similar degree negatively related to 
improvement as measured by the Lorr scale. 

Patients who expected death (as deter- 
mined by psychological tests) as a possible 
outcome of shock treatment (whether or not 
they were receiving it) improved slightly 
more often (8 of 10) than did patients who 
expected more benign outcomes, such as 
“harm” or “help” (14 of 21). The attitude 
toward treatment as expressed verbally by 
the patient (i.e, eager or resistive) and the 

degree of fear expressed verbally showed no 
relationship to results, 

Both extremes of fear which were not 
verbalized by the patient but estimated by the 
psychiatrist from the appearance of the pa- 
tient were weakly associated with improve- 
ment, 

From a statistical point of view in this 
small series of cases, there appear to be weak, 
subtle relationships between fear of and ex- 
pectation from ECT and improvement, but 
the nature of these relationships and their 
direction vary, and evaluation is difficult at 
this time, Our clinical impression was that 
fear of shock treatment was universal in our 
cases. 


Discussion 


In considering the implications of these 
results, it should be emphasized that the find- 
ings are based on data from only 36 cases, 
all male veterans, many of whom had chronic 
illnesses; and that “improvement” refers to 
evaluations made 1 month after treatment, 

At this stage of the investigation our re- 


ee 
tioned, such as, “Let’s go,” “Do I have to?”, “I 
won't take it”) ; attitude toward ECT (nonverbal) 
(based on behavioral cues, such as “jumps on table,” 
“has to be pulled”). Psychological Scales—Fear of 
shock; expectation from shock. 
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sults do not warrant even tentative conclu- 
sions about the relative effectiveness of the 
different components of ECT. Such differ- 
ences as were found among the various treat- 
ment groups were no greater than chance 
alone might produce. 

Clinically depressed patients when con- 
sidered as a separate group seem to respond 
better than do others. However, a positive 
effect in these patients was also produced 
(but to a lesser degree) by unconsciousness 
produced without electroshock. When each 
of the common clinical and psychological 
manifestations of depressions was individ- 
ually correlated with results of treatment, 
only weak suggestive findings were seen, and 
in no instance were they as clear-cut as with 
the clinical diagnosis of depression. This 
was the case for the 3 groups treated with a 
variation of ECT as well as for the entire 
sample. 

No combination of manifestations of de- 
pressions could be developed that would give 
Tesults comparable to those obtained with 
clinical diagnosis of depression, and it seems 
clear that what is involved in a clinical de- 
Pression is not completely reflected in the 
common manifestations which are ordinarily 
used to describe them. The measures of de- 
pressive component of illness which we used 
were not able to identify levels of subclinical. 
depression in the schizophrenic patients 
which were postulated on theoretical grounds 
to be related to improvement. Our findings 
point out the need for clarification and defini- 
tion of the concept of the depressive compon- 
ent, If our present methods are detecting 
depression, our findings, even with the small 
sample, indicate that improvement with shock 
treatment is related to factors other than 
just the depressive component, as seen clini- 
cally or determined from psychological tests. 

Improvement was found to be weakly as- 
sociated with general fearfulness, expecta- 
tion of death from treatment, and nonverbal- 
ized fear of shock treatment, The findings 
suggest that there is some relationship be- 
tween fear of shock and improvement ; how- 
ever, it clearly is not strong enough (as de- 
termined here) to explain adequately the 
mode of action of shock treatment nor, in 
itself, to be a reliable prognostic tool. 

„ Our results support Funkenstein’s find- 
ings that his Group II-III improved more 
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often with ECT than did Group I. Addition- 
ally, the differences between these Funken- 
sin groups were found when the entire 
sample (shock and nonshock groups) was 
analyzed, The Funkenstein test was a more 
reliable measure of prognosis than the auto- 
nomic index developed by Wenger and de- 
rived from a number of measures of auto- 
nomic function. 

Our findings on the biochemical level with 
regard to adrenal responsibility are consistent 
with those of Hoagland, et al., in that those 
patients who showed a change from an in- 
adequate adrenocortical response to stress 
toan adequate one showed a slight tendency 
to greater improvement. Factors other than 
I7-ketosteroid excretion and response to 
ACTH administration, such as hydroxycorti- 
costeroid excretion, uric acid-creatinine ratio, 
ete, which will permit the formulation of an 
index of adrenal responsitivity, have not as 
yet been analyzed, 

It is possible that certain of the pretreat- 
ment biochemical variables studied here have 
some weak prognostic significance. At pres- 
ent, there is no explanation for the sugges- 
tive relationship observed between blood and 
urme uric acid values and improvement as 
ihe by both clinical and psychological 

S, 

It is most interesting that better than 
chance relationships were found between the 
ment levels of total catecholamines 
3 pretreatment Funkenstein test values, as 
in as between each of these and changes 

anxiety levels produced by treatment. 

uther elucidation of the relationship of 
sse 3 variables must await further results 
Ee determinations. Studies now in prog- 
ei » Which differentiate the concentration of 
nephrine and norepinephrine, may clarify 
eit relationship. 

Tetreatment psychological variables which 
Si to have some weak relationship with 
iy ovement are of 2 kinds—those indica- 

© of the effectiveness of ego defenses and 
in e concerned with conflict areas, Changes 
tet chological variables resulting from 
ees E which were related to improve- 

oa Owever, were only those reflecting the 
Iveness of ego defense. 


A late Ithough the 3 improvement scales corre- 


ighly among themselves, certain of the 
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biochemical and psychological variables are 
related to I or more of the improvement 
measures but not to all 3. This finding per- 
haps indicates that, although these 3 scales 
are indeed measuring some similar compon- 
ents of improvement, they are obviously 
measuring different components as well. For 
example, the Lorr scale was developed as an 
objectification of psychiatric judgment of 
improvement. Our data show Lorr scale 
improvement to be negatively related to fear 
of shock (psychological tests), whereas 
clinically evaluated improvement is positively 
related to the same variable. By having such 
a large number of variables simultaneously 
considered, it is not unlikely that we may be 
able to determine with a large number of 
cases not only their similarity but also more 
precisely how the 3 measures of improve- 
ment differ from one another. It would 
seem necessary that, when any variable is 
considered with respect to improvement (as 
have been legion in the literature), the defi- 
nition of improvement be stated precisely. 
Our results using the 3 different criteria of 
improvement show how misleading it would 
be for one group of workers to compare their 
data with those of another group when dif- 
ferent measures of improvement were em- 
ployed. 
SUMMARY 


1. This is a preliminary report of a study 
designed to investigate the mode of action of 
ECT and the degree to which various physi- 
ological, biochemical and psychological fac- 
tors in patients were related to its effective- 
ness. Thirty-six patients were assigned at 
random to a course of I of 5 treatment 
methods: ECT; ECT with anectine; ECT 
with Pentothal; Pentothal; and nitrous 
oxide. ; 

2. There were no significant differences 
among the 5 treatment groups with respect 
to improvement, When just schizophrenic 
patients without clinical depression were 
studied, the results obtained by ECT were 
the same as those obtained by repeatedly ren- 
dering the patient unconscious by Pentothal 
or nitrous oxide. Consistent with clinical ex- 
perience, there was a greater degree of im- 
provement seen in patients with clinically 
evident depression than in those with no 
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clinical depression, regardless of type of 
treatment received. 

3. Contrary to expectations, patients with 
no sign of “self-expressed depression” and 
without “exaggerated guilt” improve most 
often. 

4. Some confirmation was obtained of the 
predictive value of the Funkenstein test, and 
weak but better than chance relationships 
were found between improvement and pro- 
tein bound iodine, serum potassium, serum 
calcium, spinal fluid potassium, blood uric 
acid and blood total catecholamines. An in- 
crease in 17-ketosteroid excretion as well as 
improved adrenocortical response to stress 
appeared to be related to improvement. 

5. The psychological test variables which 
related best, although weakly, with improve- 
ment were “the potential for psychopathol- 
ogy” and “anxiety.” 

6. Improvement was found to be weakly 
associated with general fearfulness, expecta- 
tion of death from treatment and nonverbal- 
ized fear of shock treatment. The findings 
suggest that there is some relationship be- 
tween fear of treatment and improvement. 
However, it clearly is not strong enough 

(as determined here) to explain adequately 

the mode of action of shock treatment, nor 

in itself, to be a reliable prognostic tool, 

7. Fear of shock treatment seemed to be 
universal in the patients studied but the de- 
sign of the study did not provide adequately 
for the determination of the unconscious 
meaning of the treatment to the patients, 
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DISCUSSION 


Leo Arexanner, M: D. (Boston, Mass.).—The 
authors of this study have made a valiant attempt 
to subject a number of theories about the action 
of electroshock to a controlled validation test. They 
are to be congratulated on their determined scout- 
ing effort since their task seems well nigh insuper- 
able. A fourth-year Harvard Medical School stu- 
dent, Mr. T. Corwin Fleming, has recently written 
a thesis on electroshock which I was invited to 
discuss. He came up with the delightful observa- 
tion on the confusing array of electroshock theories 
which I should like to quote verbatim: “In 1938, 
Cerletti published the first theory on the mechanism 
of action of electric shock treatment. In 1948, ten 
years later, Gordon was able to collect 50 such 
theories from the literature. If the number of 
theories had increased in a linear fashion, there 
would be 8ọ today. But since we are dealing with 
a biological phenomenon, the number of theories 
should follow a growth curve. It is then possible 
to calculate that there are 1,150 theories now 
extant and a new one is coming out every day.” | 

We can hardly blame the authors if out of this 
vast array of possible theories they picked a few 
which they considered themselves equipped to test. 
Since the correlations they observed are candidly 
described by the authors themselves as “weak” we 
may consider it quite likely that the yet undiscovered 
causative factor was not included among the theories 
they tested, Nevertheless, we must be grateful ue 
the authors for supplying data which should dispose 
of a few old canards such as the belief that fear is 
responsible for the therapeutic effects of electro- 
shock therapy. The authors state that fear of shock 
seemed to be universal in the patients they studied; 
yet only 3 patients, or 14% of their 21 shock- 
treated patients, comprising 8% of the 36 patients 
in their entire series showed a first-class degree 
of improvement. A second-class degree of m- 
Provement was shown by 7 or 33% of their a 
shock-treated patients as well as by 6, or 40% © 
their nonshock-treated patients, None of the non- 
shock-treated patients achieved the top grade © 
improvement distinguished by the authors. 


h 
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They believe that their observations, though few 
in number, reveal some confirmation of the pre- 
fictive value of the Funkenstein test. This had been 
well established previously by other authors on the 
basis of much larger series of patients. In this 
connection, it is of interest to note that most of 
the authors’ cases fell into Funkenstein’s groups I, 
Iland III, which are comparatively poorly respon- 
sive to conventional electroshock as compared with 
group VI which is the most strikingly electroshock- 
responsive group. It would seem to me to have 
been much better to carry out an investigation of 
the therapeutic components associated with im- 
provement by ECT in a selected group of type VI 
patients rather than in a chronic patient population 
characterized by autonomic reaction patterns stig- 
matizing these patients as relatively unresponsive 
to electroshock therapy. 

Although I myself introduced the name Funken- 
stein Test into the literature in 1953, and still re- 
tained this name parenthetically in my paper in the 
Archives of Neurology and Psychiatry in 1955, 1 
ay consider, in agreement with Funkenstein him- 

f, the simple name adrenalin-mecholyl test pre- 
ferable, 
ee oed that future observations by these au- 
ake er in an expanded or more specifically 
taai ow material will yield definite and sta- 
Rin, validated conclusions worthy of the thor- 
aie and effort with which so many different 
inn systems—neuropsychiatric, physiological, 

A mee biochemical and endocrine—have 

viewed and tested in the present study. 


DISCUSSION 


yee _Gratnick, M.D. (Port Chester, 
tes thar title of these papers immediately indi- 
S that a distinction is drawn between thera- 
Shguanepae and factors associated with im- 
e al i which are not necessarily therapeutic. 
$ ors consider the therapeutic components to 
b conf POlogical and physiological. I shall try 
of the e my remarks to the psychological aspects 
question, 
tha “ipa seem to agree with prevailing opinion 
fear of th crapeutic psychological factors are a) 
“hed Sheer (2) the satisfaction by shock 
ilt feelin a need for punishment that stems from 
treat ngs, (3) the fear of death provoked by 
ment. 


eee plan of investigation to determine the 
factors to which physiological and psychological 
Seems St related to the effectiveness of shock 
bypoth © be a sound one. Their choice of the 3 
Tiong ©? $O test is good, and their method in- 
doarmer, it seems regrettable that the patients 
Whi" the study were restricted to chronic 
sa nics, half of whom were readmissions, 
thock of whom, it is implied, may have received 
thin, “C2tment on a previous occasion. I would 
tifon results in such a study would be more 
Cnfidemh re clearly defined, and more easily and 
Nore, 7 Evaluated, if the patients chosen were 

mus diagnostically, acute cases rather 


than chronic, in their first attack, better motivated, 
and more capable of meaningful insight. It would 
seem that such patients would respond better to the 
test situations, and through a better grasp of the 
reality situation provide more reliable responses to 
significant questions. Such patients, too, would give 
a clearer idea of their psychological reactions to 
the treatment. 

ut! would say that it was unfortunate that indi- 
vidual psychotherapy was not administered as part 
of the study, if only for the purpose of having a 
fuller opportunity to determine the psychological 
make-up and reactions of the patients. Our in- 
vestigations at High Point Hospital with the ad- 
junctive use of shock therapy in a psychotherapeutic 
treatment atmosphere, indicate that individual psy- 
chotherapy is feasible in such studies, and can be 
of great help in furnishing an understanding of 
the psychological factors involved. It permits delv- 
ing into the deeper layers of the personality which 
have to do with the response to shock treatment. 

Iam struck by the finding that the determination 
of general fearfulness by means of tests does not 
precisely measure the same thing that clinical evalu- 
ation does. Whereas clinically determined fear is 
weakly associated with a higher rate of improve- 
ment, test-determined fear is more strongly as- 
sociated with a higher rate of improvement, Such 
findings may indicate the importance of the psy- 
chiatrist’s interpretation—or misinterpretation—of 
what he sees in the patient. It might indicate the 
psychiatrist's projection of his own fear, or his be- 
lief that the patient should or must be afraid of 
this shocking procedure. This is to say, that in 
trying to determine the psychological factors in- 
volved for the patient one may not lose, sight of 
the psychology of the psychiatrist administering 
the treatment. For instance, the authors have the 
impression that fear of shock treatment is universal. 
As a result of our experience with shock treatment 
we have quite a different impression. 

Contrary to general belief the authors find that 
fear of shock, determined both clinically and by 
test, is only weakly associated with improvement. 
However, it is a significant fact that patients who 
feared death from the treatment, whether they 
actually received ECT or not, seemed to do better 
ho did not. The authors indicate that 


than patients w i 
Eer baa to be some relationships between the fear 
of treatment and improvement, but that their 


ion is dificult. I would suggest that such 
parser will not be possible until psychotherapy 
ig done coincidentally in order to determine the 
intricate relationships involved, Such study will 
also be able to evaluate the more occult attitudes 


toward treatment, and the person who administers 


it, compared with which fear of treatment is a 


relatively simple emotion. 
The probability—if not the fact—that more than 
just the surface symptoms of depression or fear 


are involved in the improvement noted with shock 


jated by the 
treatment, would seem to be substantiat $ 
study. The authors state that, while there 1s some 
relationship between fear of shock and te 
ment, it is not strong enough to explain adequ ely 


the mode of action of shock treatment, nor is the 
fear itself a reliable prognostic tool. 

We may surmise that fear, guilt-feelings, de- 
pression, anxiety, etc., are merely the surface symp- 
toms produced by a variety of psychodynamic 
forces. It is these latter forces—rather than their 
presenting symptoms—that need to be determined 
and studied. It is these, I believe, that may more 
rightly be considered the psychological factors in- 
volved. Knowledge of these will help us to under- 
stand the therapeutic action of shock treatment— 
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at least from the psychological side. These 
yey more difficult to oars: and therefore r 
a compared to whi the discovery of the 
significant physiological aspects may be relatively 
ple, +h: 
It is a matter of regret that the authors could 
not have reported on a larger series of cases, but 
this does not detract from the value of the stud A 
nor from the trends it suggests, and the ht 
it provokes for improved studies, on the part of both 
the authors and others interested in the problem. y 
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INSULIN TREATMENT OF PSYCHOTIC PATIENTS 
COMPARATIVE RESULTS WITH DEEP- AND LIGHT-COMA TREATMENT 
LENORE BOLING, M.D, WILLIAM RYAN, M.A, anp MILTON GREENBLATT, M. D, 


Since insulin treatment was introduced by 
Sakel in 1933, it has been widely used but 
with limitations imposed by the technical dif- 
fculty, expense, and hazards of the treat- 
ment, There has been considerable variation 
inthe methods of administration as well as in 
the results. Use of the method has been jus- 
ted partly on the basis of the larger sta- 
tistical studies which show a decrease in 
length of hospitalization and increased per- 
centage of recoveries in certain diagnostic 
categories (2, 4, 8), and partly on subjective 
impressions of therapists based on observa- 
tons of individual patients. 

Bourne(1) critically discusses the litera- 
ri on effectiveness of treatment, considers 

e therapeutic factors in this form of treat- 
re and raises questions about the validity 
e more favorable studies. Others(3, 7) 
pi a experience to show that insulin 
ers ent has no advantage over psycho- 
a or environmental therapy. Some 
ei i i Gralnick(5), have speculated 
i. le psychological effects of insulin 
in nt and whether these might indeed 
F ae for remissions, Others, 

le, (9), have expressed the opinion 
o ee or physiological changes 
factors y insulin coma are the significant 
vewpot in improvement. Along with this 
onic, goes the idea held by some(2 and 

TAN n) that the deeper the coma the 

Certain the favorable results. Support 
S theory has been found in the obser- 
that patients who recover from pro- 
comas often have a complete remis- 
Sal symptoms, 
the he 1954(Q) recapitulates his ideas on 
ie ner and value of insulin therapy, Te- 
tist Sad conviction that the treatment 
and bum a Yidualized, the depth, duration, 
ber of comas being dependent on the 


vation 
nged 
Sion of 


TP 

iia the Boston Psychopathic Hospital, 74 

We Rd., Boston 14, Mass. 

Mr, gee acknowledge the assistance, of 
matin’) Di Mascio, M.A. in the statistical 
ton of this material. 


symptoms and needs of each patient. In most 
hospitals where insulin is now given in the 
United States, the treatment has been stand- 
ardized to a considerable extent, but there is 
not complete uniformity. Authors of some 
of the larger studies on the results of insulin 
treatment illustrate this disagreement. Freu- 
denberg, in his paper on Ten Years’ Experi- 
ence of Insulin Therapy in Schizophrenia 
(2), emphasizes the necessity for “adequate 
treatment” while Gralnick in Seven-Year 
Survey of Insulin Treatment in Schizophre- 
nia(4) states that the number of treatments 
and comas bear no constant relation to re- 
sults, good remissions being obtained with 
15-20 treatment and few, if any, comas. 
Greaves et al.(6) used subcoma insulin with 
favorable results. In some hospitals it is be- 
lieved necessary to give deep comas (fourth 
stage) of long duration (up to an hour) in 
order for treatment to be effective, while at 
the other extreme we find the exclusive use 
of “subcoma” or “ambulatory” insulin in the 
belief that results with this method are good 
and the risk much smaller. Although the 
mechanisms of insulin coma and its effect on 
the brain as well as on other organs of the 
body are not completely understood, it is pos- 
sible to investigate whether there is a clinical 
difference in results obtained by light versus 
deep coma. This study was designed, there- 
fore, to compare the changes produced by 
deep insulin coma as opposed to treatment 
with light insulin coma. 


METHODS 


A total of 87 consecutive patients placed 
on the insulin list by the chiefs of the male 
and the female services at Boston Psycho- 
pathic Hospital between January 1954 and 
April 1955 were studied, Patients were as- 
signed in alternation either to deep or to light 
coma treatment. Each of 73 patients received 
a full series of 35 comas; 14 patients had to 
be excluded from the study because they did 
not receive a total of 35 comas (the number 
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TABLE 1 


COMPARISON OF LIGHT AND Deep Coma GROUPS 
with ResrecT TO AGE, Sex, FamıLy History 
OF MENTAL ILLNESS, DURATION OF ACUTE 
STATE, TOTAL DURATION OF ILLNESS, 

AND NUMBER OF TIes ILL. 


Light (39) Deep (34) 

A I R E Ave. 28.4yrs. Ave. 28.9 yrs. 
Sake ET RN «es» M19 F2o Mi F23 
Family history of men- 

tal illness ......... 20 15 
Duration of acute 

state .............. Ave.tzmos. Ave. 15 mos. 
Total duration of ill- 

DEAS ose eveue ans Ave. 47 mos. Ave. 50 mos. 
Number of times ill.. Ave. 1.8 Ave. 1.7 


selected for this study). The reasons for this 
were (1) early termination due to quickly 
obtained good results and reluctance of the 
patients’ physicians to subject them to further 
risk and discomfort (2 cases) ; (2) interven- 
tion with additional EST or pharmacological 
or surgical treatment due to intolerable ward 
behavior (6 cases) ; (3) atypical reaction to 
insulin (4 cases); (4) patient’s leaving the 
hospital without permission (1 case); (5) 
patient’s becoming rapidly worse during 
treatment (1 case). 

Thirty-four of the final 73 patients re- 
ceived deep and 39 received light coma treat- 
ment. Analysis of the 2 groups revealed no 
significant difference with respect to age, sex, 
family history of mental illness, duration of 
acute state, total duration of illness and num- 
ber of attacks (see Table 1). They were also 
similar with respect to diagnostic categories, 
with one exception—namely, significantly 
more cases diagnosed schizophrenia, undif- 
ferentiated type were found in the deep coma 
group (see Table 2). Individual psycho- 
therapy was administered concomitantly with 
insulin therapy to 60% of the deep coma 


TABLE 2 


Comparison OF LIGHT AND DEEP Groups wiru 
RESPECT TO DIAGNOSTIC CATEGORIES 


Light 

Schizophrenia, paranoid ........,., T ety 
Schizophrenia, undifferentiated ..... 6 Ir 
Schizophrenia, catatonic ........,.. 6 2 
Schizophrenia, affective ..........., 4 

Schizophrenia, mixed .............. 2 : 
Schizophrenia, hebephrenic ,.. I ; 
Schizophrenia, simple ...,,,,. I 3 
Paranoid state .......,,,, viele o P 
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group and to 417% of the light coma group. 
This difference was found not to be statisti- 
cally significant. 

Deep coma, the type of treatment ordi- 
narily used in this hospital, was defined as 
third stage coma, i.e., absence of reaction to 
painful stimuli, presence of Babinski reflex 
and absence of lid reflex. Light coma was 
defined as early second stage and depended 
on the presence of disorientation sufficient to 
ensure that the patients could not tell the dif- 
ference between the 2 types of treatment.* In 
some patients this involved disorientation 
only and in others it was necessary to go far 
enough to produce twitching, motor activity, 
etc. Coma is ordinarily terminated at this 
hospital by means of tubefeeding, and all 
light coma patients were tube fed at least 
part of the time. Patients were allowed to 
remain in coma for 30 minutes unless this 
was contraindicated by increasing depth of 
coma or by respiratory or other difficulties. 
All patients were treated alike in every other 
respect. Only the insulin personnel knew 
which patients were receiving light and which 
deep coma; this information was not trans- 
mitted to the patient’s doctor nor to ward 
personnel, 

Evaluation of the patient’s clinical and psy- 
chological status before and after treatment 
presented the difficulties encountered by most 
investigators in attempting to obtain objec- 
tive and quantitative data about psychiatric 
patients. Three measures of change were 
used based on observations before and after 
treatment: (1) clinical evaluation by the 
chief of service—at the end of treatment the 
chief of service was asked whether he 
thought the patient had improved clinically 
and was asked to grade the results as Good 
or Poor; (2) evaluation of ward behavior by 
the head nurse—a ward behavior sheet was 
filled out by the head nurse on the patient's 
ward. This contained 20 clinical categories 
of description of patient’s thinking, affect or 
behavior (hallucinations, delusions, ideas of 
teference, combativeness, destructiveness, 
verbal hostility, irritability, restlessness, 


— 


_* All insulin patients attended group therapy 3 
times a week. In the capacity of observer one O 
the authors (L. B.) found no evidence that the 
patients were aware of a difference in type of com? 
treatment given, 
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ativeness, resistiveness, motor activity, 
arfulness, depression-elation, food intake, 
operation, self-care, sociability, initiative, 
oductivity, sleep). These were scored 
ithina range of +2 to —2 with zero as the 
om, +2 being a markedly abnormal exag- 
ation of the characteristic and —2 being 
markedly abnormal diminution or absence 
fthe characteristic. The score was summar- 
ed for each patient by adding up the total 
mber of deviations from “normal” behav- 
The total change in the direction of 
mal was considered a measure of behav- 
improvement. (3) Evaluation by Ror- 
h test—a Rorschach test was done on 
cooperative patients. Forty-one patients, 
from the deep coma group and 16 from 
€ light coma group, were given the Ror- 
h test before and after treatment. All 
atment tests and all but 3 pretreatment 
were administered by the same psy- 
st, who also evaluated changes in the 
schach protocols. The psychologist was 
no information regarding type of treat- 
and he had no knowledge of the case 
ty. Five evaluation measures were de- 
from the Rorschach data. In this paper, 
esults of only one of the evaluations is 
ented, namely the global evaluation of 
ovement or nonimprovement based upon 
Subjective judgment of the psychologist. 
tionships between the 5 Rorschach eval- 
ations and the clinical methods of evalua- 
3 are discussed in another paper (10). 
ki addition to the above immediate post- 
in evaluation, a follow-up study was 
ducted in July and August 1955 (3-18 
4 ths after the completion of treatment), 
4 © course of which contact was estab- 
d with all patients or their relatives. 
Y patients received some further treat- 
(EST, pharmacological, surgical) after 
in and therefore the follow-up clinical 
ition could not be ascribed only to the 
te al insulin therapy. However, since the 
UPS were comparable as to the number 
ets who received additional therapy 
a ver-all comparison of the 2 groups with 
Pect to long-term outcome was also made. 


PIN DINGS 


Al ; 
“ though there was not infrequently a dif- 
€ in assessment of a given patient ac- 
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cording to the technique of evaluation, by all 
measurements made in this study no signifi- 
cant statistical difference was found between 
the light and deep coma patients. (1) The 
clinical evaluation by the chiefs of service 
showed 64% improvement in the deep coma 
group and 65% improvement in the light 
coma group. (2) According to the behavioral 
evaluation by the head nurses on the patients’ 
wards, there was an average number of 
points toward improvement of 6.7 in the deep 
and 6.9 in the light group. (3) According to 
global evaluation of the Rorschach protocols 
by the psychologist, out of 41 total cases 
tested (25 deep and 16 light coma patients), 
there was improvement in 68% of the deep 
coma group and in 68% of the light coma 
group. 

The comparability of the 2 groups as to 
immediate improvement, discharge from hos- 
pital, and number in the community on 3-18 
months follow-up can be seen in Table 3. 
Again there was no statistical difference be- 
tween the 2 groups. ‘i 

There is suggestive evidence that patients 
who have been long and repeatedly ill (ie. 
with a poor prognosis to begin with) may 
stand a better chance of improvement with 
deep coma treatment, whereas light coma 
may not benefit them. In no case did any of 
the 5 patients sick more than twice improve 
with light coma ; whereas of 22 patients who 
improved with deep coma, 4 had been ill more 
than twice (out of 7 patients ill more than 
twice). No patient ill longer than 5 years (7 
patients ) improved on light coma ; of 10 pa- 
tients ill longer than 5 years, 6 improved on 
deep coma. Of 5 acutely ill for over a year, 


TABLE 3 


CuintcaL RESULTS OF “Derr” AND “LIGHT” 
Insutin Coma TREATMENT 


“Deep” “Light” 
coma coma 

(34 cases) (39 cases) 

1. Clinical pest a 

insulin Rx, Psychiatric 
as oig oaeen 22 (64%) 25 (65%) 

ients discharged 
x Pawithout other Rx... 12 (35%) 11 (28%) 
b. With other Rx...-+++ 13 (38%) 20 (51%) 
; 

Total srcctonssevescss* =" 25 (73%) 31 (79%) 

3. Patients in ementy on 
Snr sine EN 14 (41%) 20 (51%) 


Ioi2 


only one improved with light coma; whereas 
of rr acutely ill for over a year, 5 improved 
with deep coma. 


DISCUSSION 


The experience obtained in the present 
study based on clinical and Rorschach indices 
indicates that there is no difference in the re- 
sults obtained with light and with deep coma 
treatment, However, in view of the observa- 
tions regarding the very ill patients who 
benefited from deep coma it cannot be said 
that deep coma has no advantage over light 
coma. The question of relative risk must 
nevertheless also be considered. Of our 4 pa- 
tients who had untoward reactions to the 
treatment, 3 were in the deep coma group. 
The fourth patient, a member of the light 
coma group, had a delayed awakening after 
receiving 20 units of insulin on a morning 
following a weekend of heavy alcohol intake, 

In addition, the results of this study imply 
that frequent benefit may be obtained from 
subcoma levels of insulin. Patients who have 
previously been considered physically unfit 
for insulin treatment may be given lighter 
doses with hope of improvement. The fact 
that depth of coma apparently is not a signifi- 
cant element in the therapeutic effect leads 
to further speculation as to what factors do 
make the treatment of value. It would be in- 
teresting to follow this pilot study with one 
in which the patients are exposed to the psy- 
chological aspects of the treatment (e.g. com- 
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ing to the unit for treatment, being put to 
bed, watched over, fed, etc.) while only half 
of the group receive insulin. 


SUMMARY 


Of 73 psychotic patients treated with in- 
sulin, alternate patients received deep and 
light insulin coma therapy. The therapeutic 
results were evaluated in terms of immediate 
clinical and psychological improvement and 
follow-up study. By the criteria used in these 
evaluations, no difference was found between 
the results of light and deep insulin coma 
therapy. 
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of our long familiarity with psy- 
lents and postresidency students 
malytic training, we have been in- 
for many years in how their activi- 
the training period and their sub- 
ofessional careers are affected by 
obligation they inevitably as- 
è undergoing training. Our par- 
cerns, some intuitive and some 
by personal observations, were as 


e psychiatric resident being pres- 
private practice prematurely, or 
currently with his residency training 
cial obligations? 
the psychiatric resident engages pre- 
(in private practice does this re- 
} freedom of choice of future full- 
ts in public hospitals and uni- 


the establishment of private prac- 
f to the completion of training freeze 
geographically and thus create a 
a Psychiatrists in more distant com- 


the extraordinary demands on time 
implicit in coping with costs of 
training affect the optimal utiliza- 
training resources and the maximum 
t of scientific interests and skills? 
is analytic training financed? 
Supplementation of residency stip- 
gh gifts from family, loans from 
I Sources, a wage-earning spouse, by 
= Practice, or how? 
is the effect of being required to 
Wely high fees for personal analy- 
ye vater, for case supervision (control) 
$ trainee’s later choice of professional 
16S, type of practice, and fees charged? 
excessively high costs of advanced 
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training deter some, who might make a sub- 
stantial scientific contribution, from under- 
taking it? 

8. What are the effects of this excessive 
pressure on the personal health and welfare 
of students and their families? 

Any postdoctoral training program in the 
medical specialties poses financial problems 
for the trainees since such training extends 
into that period of life when marriage, par- 
enthood and other adult responsibilities pre- 
vail. However, psychoanalytic training com- 
pounds the problems in that: (1) The per- 
sonal analysis of a psychiatrist lasts a number 
of years and represents a major financial 
outlay. (2) Formal training in psychoanaly- 
sis extends over a period of not less than 4 
calender years, and usually longer. (3) 
Formal psychoanalytic training is not avail- 
able to most psychiatrists until the comple- 
tion of psychiatric residency and seldom 
is any credit granted by psychoanalytic insti- 
tutes for courses in psychoanalytic theory 
given in the residency program even when 
given by highly qualified teachers. 

It is self-evident that residency training 
in clinical psychiatry poses no major prob- 
lems of a financial order other than ekeing 
out a 3-year period of existence on a resi- 
dency stipend with whatever minimal finan- 
cial supplements the resident can muster, 
especially if he is married and has a family to 
support as well as himself. The picture gets 
complicated, however, when the resident 
reaches out for a personal analysis as the 
first lap on his way to formal psychoanalytic 
training and eventual qualification as a recog- 
nized psychoanalyst. 

It keják be entirely valid to ask “why all 
the franticness about psychoanalytic train- 
ing?” since some of the outstanding psy- 
chiatrists in the country have had no such 
training and since most of the psychiatrists 
who are providing dependable services to 
the community at large and to tax-supported 
psychiatric hospital services are not analyti- 


cally trained in a formal sense. 
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The reality remains, however, that psycho- 
analytic training has “caught fire.” The ana- 
lytically trained psychiatrist is the one who 
is sought by many university teaching cen- 
ters, community mental health agencies, and 
the sophisticated public. This the psychiatric 
resident knows. There is a degree of factual 
basis in these realities since psychoanalytic 
theory is concerned with the how of mental 
functioning which provides the spring board 
for psychotherapy—the psychiatrist’s major 
claim as a specialist. 

There are, of course, some abstruse areas 
in this matter of psychoanalytic training. It 
is predicated upon the traditional plan that a 
personal analysis is essential and that com- 
plete analytic theory should be taught only 
in a formal psychoanalytic institute and to 
those so analyzed, Yet there are no data to 
indicate that psychoanalytic theory cannot 
be taught to and absorbed by all residents( I) 
within the psychiatric program, irrespective 
of whether they will be among the smaller 
group who will be selected for training in 
psychoanalytic therapy, 

In June 1954 we decided to explore some 
aspects of training costs by gathering perti- 
nent information for the preceding year from 
psychiatric residents and postresidency stu- 
dents in psychoanalytic training. We asked 
28 psychiatric residency centers near psycho- 
analytic institutes and the 14 institutes then 
within the American Psychoanalytic Associa- 
tion to participate by distributing our ques- 
tionnaires to their residents and/or students, 

There were roughly 1,000 trainees avail- 
able for study in the participating institutes 
and residency centers; we contacted about 
goo. Students were instructed to leave the 
questionnaires unsigned to insure maximum 
privacy for themselves and the training cen- 
ters. This procedure made it somewhat diffi- 
cult to determine the exact number of stu- 
dents contacted, since two questionnaires 

undoubtedly reached some—one, through 
their residency center, and one through 
their psychoanalytic institute. We can state, 
however, that the percentage of response was 
no less than 70% and perhaps considerably 
higher. Our report is based on information 
provided by this group. 


DESCRIPTION OF SAMPLE 


A total of almost 700 trainees Tteturned 
the completed questionnaire, distributed al- 
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most equally among residents (335) and 
students enrolled in psychoanalytic institutes 
(349). Of the 46% of the resident group 
in personal analysis, two-thirds were con- 
currently enrolled in psychoanalytic insti- 
tutes. In a previous study(1) in 1950 on 
another group of residents, it is striking to 
find that the same percentage of residents 
were in personal analysis, It is also note- 
worthy that the great majority of residents 
not in personal analysis or psychoanalytic 
training were hoping to secure it. The ulti- 
mate training choice which will be made by 
most residents under the current system must 
be kept in mind in considering training costs. 


RESIDENT SALARIES AND TRAINING EXPENSES 


In viewing salaries usually paid by resi- 
dency centers, it is clear that a resident may 
barely support himself and his family, but 
most definitely cannot pay the current fees 
for personal analysis out of the residency 
stipend (see accompanying tables). In our 
data, over half of the residents who were 
having a personal analysis reported expendi- 
tures for this item which alone equalled or 
exceeded their salaries. 

The median salary for all residents was 
about $3,000 per year, although first-yeat 
residents generally were paid less and third 
year residents somewhat more than this 
figure. The median expenditure obligated 
by residents for personal analysis was also 
about $3,000 per year although the upper 
limit was $4,500-$3,000 per year, About 9 
of every 10 residents and postresidents were 
charged $15 or more per analytic session and 
about 40% paid an analytic fee of $20 or 
more. Only one of 10 paid under $15 pet 
Session. Differences in analytic fees for resi- 
dents enrolled in analytic institutes and rest- 
dents who were not regularly enrolled stu- 
dents in institutes were small, Since super- 
vised (control) analysis by students is a later 
step in psychoanalytic training, not many of 
the residents were yet involved in this phase. 
However, those who were doing supervised 
(control) analysis were generally paying 
their supervisory analyst about the same fee 
as for their own personal analysis. In only 
a few institutes are these supervision costs 
covered by tuition. Tuition for psychoana- 
lytic courses is an additional cost item, rang- 
ing up to $800 or $900 per year. 


—— 
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The median living expense for all resi- 
dents was roughly $4,000 a year, a figure re- 
fecting not a particularly high standard of 
living considering the fact that three-quarters 
of the students were married and half had 
children to support. 

These findings highlight the basic prob- 
lem facing the psychiatric resident who is 
interested in obtaining analytic training. His 
options are these : 

1, He may choose to start his training 
while still in residency, but if he does this he 
must find some additional financial resources, 
since residency salaries cannot suffice. 

2, He may choose to delay his training 
until he has finished his residency but this 
creates other problems. 

_3 Despite his interest, and perhaps poten- 
tial, he may have to forego psychoanalytic 
training. 

Now let us consider the resident who de- 
tides to begin his personal analysis. How 
does he supplement his residency salary in 
order to finance it? Parenthetically, we point 
out the obvious—his residency carries with it 
a full-time commitment and a full-time op- 
Portunity for learning and maturing. 

Savings.—It is the unusual resident who 
F H enough savings to carry him through. In 
z pe fully two-thirds of those in per- 
A alg expected to be in debt by the 
a their residency. About half of the 
Teci ents were fortunate enough to be the 
pay of gifts, subsidies, or grants, but 
“a or these, the median income from these 
es was only between $1,500 to $2,000 

year. These sources also included the 
y Bill of Rights for some students, a sub- 

Y which cannot be counted upon in future 
iy wus: Itis clear that, except for a minor- 
Sapa a personal analysis the resident 

ve an extra income. 
Bid from Private Practice —We were 
‘sted in the extent to which residents 
ae in private practice and inquired 
> ened income from sources other 
teen ered position, Comments by the 
tation = well as statistical analysis of the 
ion d Ip between responses to this ques- 
dence — variables give us some con- 
ate at there were some earnings from 
ity of emg ice, at least in the large major- 
Ses. Since it is the policy of all resi- 
CY centers to f orbid residents’ engaging in 


H. POTTER, H. KLEIN, AND D. GOODENOUGH 


1015 


private practice, we assume that the income 
from private practice is underestimated in 
our data. 

Nevertheless, our data indicate that at 
least 2 in 5 and in some areas 3 in 4 third- 
year residents in personal analysis or psycho- 
analytic training are engaged in private prac- 
tice. Some reported very little private practice 
income during the first years of residency 
but one-quarter of those in analysis reported 
over $3,000 per year from such practice. By 
contrast, only about one-fourth of the resi- 
dents not in personal analysis were engaged 
in private practice and they usually earned 
much less from this source. This conspicu- 
ous difference in private practice income of 
residents in personal analysis, despite the far 
greater demands upon their time, and resi- 
dents not in analysis, is explained essentially 
by their far greater need to meet the burden- 
some costs of this additional training. 

Not only is there the grave question of 
whether a resident who is still in psychiatric 
training is prepared for independent prac- 
tice, but even more important is how this de- 
flection of time, energy, and interest may 
interfere with his securing the maximum 
benefits from residency training and fulfill- 
ing his optimum service obligation to the 
psychiatric center. If the resident turns to 
private practice to secure funds, it means he 
must carry out his obligations to psychiatric 
programs by day and spend all or almost all 
so-called free time conducting private prac- 
tice. With such a schedule he cannot easily 
give his undivided attention to the residency 
program and the maximum acquisition of 
psychiatric skills. P 

For example, one of our subjects wrote: 


Since I started my residency, I have always been 
able to stay on a pay-as-you-go basis. This has 
been by dint of long hours of overtime work, As 
a result, my indebtedness has not increased, al- 
though the diameter of my coronary arteries may 
have decreased. There is some question as to the 
usefulness of such a persistently heavy schedule for 


my professional growth. 


And another subject stated: 


I had no one to borrow from and instead worked 
about 38 hours a week besides my time in g 
dency in order to pay for living and psychoanaly 
training expenses. Although I feel my starting my 
choanalytic training early definitely ory aes S 
a great deal more out of my residency, | wW 

have gotten even more from my residency 


1016 PSYCHIATRIC TRAINING COSTS [May 


have borrowed a few thousand dollars and not had 
to work such long hours. 


Not all residents are eager to begin private 

practice ; many would prefer additional psy- 
chiatric training first but find this economi- 
cally impossible. One subject stated: 
I had planned and had been accepted for two ad- 
ditional years of training in a psychiatric specialty 
which I wanted but gave this up for psychoanalytic 
training. I couldn't afford both, 


That early private practice is utilized 
sometimes as a last resort and not by choice 
is described by another resident who wrote: 
I have just begun taking private patients in order 
to earn enough to finance my analysis, having 
exhausted all known sources of loans. 


Nor are these the only problems which 

may accompany premature involvement in 
private practice. Although the resident may 
begin practice as a “fire-fighting” measure, 
there seems to be a strong possibility that he 
will become “fixed” in his practice with a 
subsequent loss in geographical and occupa- 
tional mobility. It is the rare individual who, 
having become established in private practice 
for whatever reasons, will move elsewhere 
and go through the same wear and tear in 
establishing himself in a new community. It 
is true there are some who have migrated to 
other areas, but usually to assume jobs of 
major significance. These are exceptional 
instances, 
, Income from Working Spouse.—A second 
important source of extra income for the 
resident is his spouse; about 3 out of every 
4 residents were married. In 9 of every 10 
childless marriages, both the resident and 
his spouse were working, There were only 
two cases in our entire sample of first- 
and second-year married residents without 
children who reported no income from their 
respective spouses, and in each of these cases, 
the resident reported a sizable independent 
income. In those families with children and 
the resident in analysis, 30% reported both 
spouses working. Among residents not in 
analysis, this occurred only half as fre- 
quently. 

The long hours beyond those of the resi- 
dency requirements for personal analysis or 
psychoanalytic training and for private prac- 
tice, and the emotional burden of debts and 
concern about money affect the resident not 


only directly but indirectly through the de- 
mands imposed on his family. 

One resident reports: 
I don’t think these figures convey any notion of 


the degree of hardships and privations imposed on 
a family by this training. 


Another states : 


Unfortunately this questionnaire does not and can- 
not ask questions relevant to the wear and tear of 
living poorly or the emotional wear and tear by the 
deprivation on one’s family. 

From comments appended to the question- 
naire, none of which had been sought, it was 
clear that starting a family or restrictions on 
its size is a direct consequence of financial 
deprivation. 

One resident reports : 

The residency of my choice pays very small stip- 
ends, In order to avoid debt I have delayed the 


start of a family, and my wife has earned the family 
income. 


Another adds: 


In our particular case it is likely to be either family 
or analysis in the next 6-8 years, for financial 
reasons . 


Loans as a Source of Funds—One addi- 
tional financial device may be available to the 
resident ; he may go into deficit financing of 
his training. Most of the residents in analy- 
sis do exactly this and many go heavily into 
debt. In our sample two of every three re- 
ported expenditures which exceeded their 
incomes and two of three expected to be in 
debt at the end of residency despite use of 
Savings, gifts, spouse’s salary and private 
practice. The median estimated indebtedness 
was about $5,000. 


POSTPONEMENT OF ANALYTIC TRAINING 


It is not surprising to find so many students 
postponing advanced training when it is 
available or desired by them because they are 
unable to raise funds or to suffer the conse- 
quences of indebtedness. Some find it neces- 
Sary to interrupt training. 

For example, one student remarked: 

T hope to start personal analysis soon after I obtain 
employment. I have no desire to go back into debt 
as I was prior to my military service. 


Another reports : 


I put off psychoanalytic training 2-3 years because 
of the expense, 


Se 


1957] 


Still another : 
Am taking full-time salaried job (elsewhere) to 
may for analysis next year. Shall return to com- 
plete it. 

Another : 
I bave discontinued my analysis until I enter (priv- 


we) practice in order to have enough money to 
meet the expenses. 


Those who begin their analytic training 
after the completion of residency are taking 
amore conservative course financially. This 
action, however, creates its own problems: 
the late age of the learning period, the late 
age for the completion of training and for 
development of independent professional 
feelings and attitudes, the reduction in the 
projected length of careers as trained spe- 
ialists, and the increased tendency to lose 
geographic mobility. 

In our sample over one-fourth of the ad- 
vanced analytic students were over 40 years 
of age and about two-thirds were over 35. 
One must add to these figures the number 
of years still necessary before psychoanalytic 
taining will have been completed and the 
additional years necessary for membership 
organization which implies specializa- 

The advanced age of the trainee generally 
os be explained by a delay in beginning 
font or a late choice of specialty. Al- 
“lg í a small group were so delayed 
of nA Ta aM service, over three-fourths 
ke dical rst-year residents had been out of 
on College only 1 or 2 years before start- 
a eir psychiatric training and only in 

cases was this lapse of time sizeable. 
or most, the late age at which we find 
pe in psychoanalytic training can be 
bonne’ by the current operation of that 
Bone Since analytic training is completely 
aie from residency training, This 

: Increases the likelihood that certain 
a: will have to complete their resi- 

4 before being able to begin even the 
tan analysis. Also, since the analytic 
tight es, with few exceptions, operate as 

i schools, the length of the training 

inevitably is increased. Contributing 

of intend period of training is the lack 
ic s ration of psychoanalysis and psychi- 
aining. Half the advanced students 
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who were still in analytic training had been 
out of medical college for 9 years or more. 


REDUCTION IN GEOGRAPHICAL MOBILITY 


One grave consequence of such extended 
training is that the student first gravitates 
toward areas which provide this special train- 
ing and is obliged to remain in the vicinity 
of the psychoanalytic institute in order to 
complete training. By that time he usually 
is established in private practice in that com- 
munity. Thus the personal needs of the 
analytically trained psychiatrist forces him 
to remain in the area, although it in no way 
explains this phenomenon entirely. Rarely 
do they at the age of 35 or 40 attempt to re- 
establish themselves and their families in 
new locations even though the need for their 
services elsewhere may be greater. 

As one trainee puts it: 

Under present circumstances men must leave their 
place of work and take up residence in New York, 
Philadelphia and such if they wish to obtain train- 
ing. The great expense and the length of time [in- 
volved] render it unlikely that they [will] return 
to their original institution or city. 

Another trainee comments : 

Psychoanalytic training takes so long that one 
has to settle in the highly competitive areas about 
psychoanalytic institutes. 

We are mindful that a financial problem 
may well reflect personal difficulties and that 
biases may creep into a survey such as this, 
where the financially secure student may not 
be as inclined to respond to the questionnaire 
as the financially insecure one. But even 
when these influences are soberly considered, 
the reality of the magnitude of the various 
problems confronting the trainee—over 
which he has little control—is impressive. 

Setting aside the desirability of the resi- 
dent’s having sufficient time and singleness of 
goal to allow him to become well-steeped in 
psychiatric training with full opportunity to 
develop appropriate interests 1n methods, re- 
search, community work and academic inter- 
ests, what are the general expectations 0 
how the resident who desires personal analy- 
sis and psychoanalytic training can secure 
R> Unless a resident postpones personal 
analysis and analytic training until he has 
completed his residency, how is it to be 
financed? Although most residency centers 
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TABLE 1 


YEARLY Income or Psycurareic Stupents sy Tyre or Stupent* AND SOURCE or INCOME 


other than 
from a 
Salaried salaried Subsidies, 
Percentile positions position t Spouse gifts, etc, Total 
N 178 46 51 63 180 
Not in analysis 25 $1,500 $500 $1,500 $500 $7,500 
(Total N = 182) 50 3,000 1,000 2,500 1,500 4,000 
75 3,500 1,500 3,500 2,000 5,500 
In analysis N 57 20 16 32 56 
Residents (not enrolled in J 25 1,500 500 500 1,000 3,000 
analytic institutes) 50 2,500 1,000 1,500 2,000 4,500 
(Total N=58) 75 3,500 1,500 3,000 3,500 6,000 
N 89 6 90 
Enrolled in analytic institutes | 25 2,000 Ba ps ine 4,000 
(Total N =95) 50 3,000 2,000 2,000 2,000 6,000 
75 4,000 3,500 3,500 4,000 9,000 
Analytic students N 231 252 66 70 334 
Residency completed 25 4,500 4,000 2,000 1,000 10,500 
(Total N = 349) 50 7,000 11,000 3,500 1,500 15,500 
75 $10,000 $18,500 $7,000 $3,500 $20,500 
* The number of in thi i 
steals responding in ath Sloe hace some ofthe iden PS EBAN taies ay Aste haf a oot 


t The number of cases presented for each income, expenditure and indebtedn: t includes only those students 
who reported such income, ete, These are the N’s upon which the percentiles pa Er A aie 7 


TABLE 2 


Yearty EXPENDITURES AND ESTIMATED INDEBTEDNESS OF PSYCHIATRIC STUDENTS BY TYPE OF 
STUDENT AND EXPENSE 


Estimated 
indebtedness 
Per- egin- 
sonal Control ning of End of 
Per- Tul. = i i- = 
a E 
; r = = — 176 I 65 70 
NOU in Anaya 25 et E = ie es $3 Be $500 $1,500 
(Total N = 182) 50 = = as 4,000 4,000 1,500 3,000 
; 75 = =) = 5,000 5,000 2,500 5,500 
In er PEN = 56 Bs 55 57 13 35 
esidents (not enrolled in| 25 — 2,000 i 2,500 4,500 1,000 3,500 
Pie 50 = — 3,000 — ao  6ooo zooo 6500 
(Total N = 58) 75 — 3,500 a 5,000 7,000 4,000 B00 
í N 2 ae 57 
Enrolled in analytic institutes | 25 $200 aaa = 3 sd 5 a +n 2,000 
(Total N =95) 50 400 3,000 — 4,500 7500 2000 4,500 
75 800 3,500 — 6,500 9,500 3,000 $8, 
Analytic students 160 310 303 63 


10,000 1,000 
50 400 3,000 1,000 10,500 13,500 2,000 
75 50 3,500 $1,500 $15,000 $18,000 $3,500 


Residency completed 
(Total N = 349) 


—A— 
az 
38 
8S 

$ 

8 

= 

8 


jid private practice throughout the resi- 
my period, apparently a large number of 
Sents are in private practice. 

If private practice is forbidden but per- 
analysis attained does this mean that 
y those residents with private income or 
nds will be privileged to begin this post- 
duate training since residency salaries 
mot finance personal analysis? If, on the 
her hand, the resident should postpone his 
sonal analysis and analytic training, what 
out the consequent problems? Whatever 
merits of life experience and maturity, 
iş startling to contemplate the late age at 
hich students receive their basic training. 
terms of personal pliability, acquisition of 
W skills, development of subsequent inter- 
Sin public service and academic careers, 
ty after training, reduction in the 
igth of a productive career life after final 
tification has been achieved, significant 
nge personal and professional effects 
bias in the direction of the profit mo- 
e rather than service, seem inevitable. 
Various policies for consideration are : (1) 
ig-tange planning of training in clinical 
Ythiatry and psychoanalysis with budget- 
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ing of time, energy and interests; (2) stu- 
dent loans and career grants; (3) control 
of fees for personal analysis of trainees and 
the use of tuition for supervisory costs; (4) 
integrated training in psychiatry and psycho- 
analytic medicine; (5) use of supervised 
private practice as part of residency training ; 
(6) the assuming of the major financial cost 
of training by the medical college or hospital 
through use of part and full-time staff psy- 
choanalysts. 

Although we do not agree with the student 
who wrote, “a person has to be practically 
abnormal to want to spend this amount of 
time and money getting the training,” we do 
believe that these personal reports from al- 
most 700 trainees provide the basis for sober 
assaying of current trends and practices. 
How their problems can be met is a matter 
of planning, definition of policy and creation 
of necessary resources, for the most con- 
structive development of our discipline and 
for the trainee. 
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MOTOR HALLUCINATION: SOME MOTOR ASPECTS 
OF MENTATION 


MAX LEVIN, M.D 


In motor hallucination the patient imag- 
ines he is making a voluntary movement 
when really he is not. The object of this 
paper is to consider some aspects of this 
type of hallucination. 

Two cases are presented. They have this 
in common: the hallucination pertained to 
speech ; each patient thought he was speak- 
ing when he was not, Beyond this they are 
in sharp contrast, for in one case the disturb- 
ance was peripheral (myasthenia gravis) 
while in the other it was central (schizo- 
phrenia). 


Case 1—A man of 40 with myasthenia gravis 
had, among other symptoms, attacks of aphonia 
brought on by laryngeal fatigue. Thus he would 
speak normally for a minute or two and then his 
voice would die out “gradually but quickly.” He 
often thought he was still speaking audibly when 
he was not, and would wake up to this fact when 
the people he was with failed to respond to what 
he thought he had said. Several times he asked 
the waitress in the restaurant for something, and 
was surprised to learn she had heard nothing, 

Case a—A girl of 16 was admitted to a mental 
hospital in a catatonic stupor and made a complete 
recovery. Ten years later, now the mother of a 
6-year-old child and pregnant again, she was seen 
in consultation because she was concerned as to 
kern: oa would — to handle a second child 

T sician asked if a i i 
ware therapeutic abortion 

She remembered her stupor clearly. She re- 
membered that at times “I thought I was talking 
but I wasn’t.” For example, one day her sister 
and some other girls visited her at the hospital, 
and they were all sitting together in the hall not 
far from a water cooler. The sister, Frances, re- 


where the cooler was. Referring to the cooler, the 
patient, who was mute, said, or rather thought she 
said, “It’s over there, Frances, and you just press 
the button.” She was puzzled that Frances made no 
response, and finally she got up herself and brought 
Frances a drink of water. After her recovery she 
and Frances remembered this incident and Frances 
recalled clearly that the patient had said nothing 
whatever, 


1 From the department of neurology and neuro- 
surgery, The New York Medical College, Flower 
and Fifth Avenue Hospitals, New York City. 
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These two patients had motor hallucina- 
tions but otherwise they differed profoundly, 
and the cases will be considered separately. 

Case 1 is simple. The highest cerebral 
centers initiate the act of speech ; they “issue 
orders” to lower motor centers. His highest 
centers having issued these orders, the pa- 
tient thought he was speaking. A man 
knows he is speaking, not just because he 
hears his own yoice, but also because he is 
innervating his speech apparatus, albeit in- 
effectively as in Case 1. The case shows 
that our judgment of reality is based in 
some degree on events in our higher centers, 
events that sometimes do not tally with 
reality and will therefore lead us into false 
judgments. A good example is accommoda- 
tive micropsia (micropsia in third nerve 
palsy). Owing to weakness of accommoda- 
tion the patient must work harder to focus on 
a near object. With an object 2 yards away 
he must work as hard as if it were, say, I 
yard away, and he therefore feels it is just 1 
yard away. But the area of retina stimulated 
corresponds to an object 2 yards away; 
hence he thinks the object is smaller than 
it really is, A man with a weak arm pick- 
ing up an object would overestimate its 
weight. 

Case 2 is more complex, because a psy- 
chosis is involved. Since psychotic patients 
hallucinate in other spheres as well, we must 
consider the general problem of imagery and 
hallucination. 

Hughlings Jackson’s formulation of the 
neural processes that underlie imagery wi 
be useful to us. Jackson used the terms 
“vivid image” (as when we see an object) 
and “faint image” (when we merely think of 
an object). He said (2, Vol. 2, p. 69): 

I suppose that I am seeing a brick. . . . What 

st happens is that there is a periphreal impression 
[upon the retina], impulses then pass through the 
lowest, through the middle, and up to the highest 
Sensory centres. .. . So far we have only stat 
one half of the reflex action, have only reached the 
Physical condition in the highest sensory ba 
correlative with the colour of the brick. It and 


other objects have shape, and this as much requires 
to be accounted for as the colour. The shape of 
an object is the relation of its several positions one 
to another; our knowledge of this relation is by 
movements, in this case ocular movements. . . . By 
currents passing from the highest sensory centres, 
so to speak, “across” to the highest motor centres, 
and from these downward, through middle and 
lowest motor centres to muscular periphery, there 
is development of movements of the eyeballs... . 
Here we have . .. reflex action. 


Further on Jackson said (2, Vol 2, p. 70): 


The vivid image, the mental state we have [when 
we see a brick], arises during ... the physical 
condition in the two divisions of the highest centres, 
and is strongly and definitely “projected,” because 
the lower centres are engaged; it seems part of the 
outer world. Next day, we can think of the brick 
in its absence, have “an idea of it,” or, as I prefer 
to say, have a faint image, where, yesterday, we 
tad a vivid image. In this case the reflex action is 
incomplete and weak; the lowest and the middle 
‘sory centres and the middle and the lowest motor 
centres are not engaged. The highest sensory and 
Motor centres are alone engaged ; there is still reflex 
action, but only the central links of the great sen- 
‘orimotor chain are engaged; the central part only 
Of the whole process which occurred in perception 
is done Over again, and, the excitations being slight, 

Image arising is faint, and, the lower centres 
Tot being engaged, it is feebly and indefinitely pro- 
Hcted, seems more part of ourselves. [On the other 
oq when we actually see the brick] we have com- 

i and strong reflex action, complete because 

orders of centres, sensory and motor, are en- 
ya and strong, because the highest centres are 

great activity. 


Thus Jackson held that both vivid and 
a imagery are manifestations of reflex 
k n. Reflex action characterizes the high- 
hie centers no less than the lowest 
Sie ares. This does not concern us here, 
4 ver. What does concern us is the fact 
N vivid image implies activity of all 
im of the nervous system, while a faint 
age implies activity of only the highest. 
to, at of imagery apply also to 
Mere ehavior. Besides moving we may 
«> think of moving, or as Jackson puts 
iy th ve an idea of a movement.” Concern- 
ltnote) he said (2, Vol. 2, p. 95, 


nen I actually move my arm . , . there is a 
Sires Nig highest motor centres, through lower 
a puree DY nerves to some muscles... . This 
Of the.” Physical process... . When we think 
idea gr cme or remember it (popularly ‘have 
tithes: uit)» the physical process is limited to the 


Centres; the very same nervous arrange- 
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ments of the centres are engaged, but are 
slightly engaged, and the physical state ite 
with the slighter process is faint. 


Thus an “idea of a movement” is to an 
actual movement what a faint image is to a 
vivid image. In actual movement, as in 
vivid imagery, there is activity of all levels 
of the nervous system. By contrast, in “ideal 
movement,” as in faint imagery, there is to 
all intents and purposes activity of highest 
centers only. I shall ignore the fact (not 
known in Jackson’s day) that even in ideal 
movement there is some slight innervation 
of muscles, There are movements of the 
larynx even when one merely thinks of sing- 
ing or speaking. Golla(1) recorded the 
movements of his larynx and found that 
when he merely thought of the notes of the 
octave he got a curve identical, save as to 
amplitude, with that obtained when he sang 
them. 


INDEPENDENCE OF HIGHER AND LOWER 
LEVELS 


Adaptation requires that the various levels 
of the nervous system be able, when neces- 
sary, to function more or less independently 
of other levels. Thus lower levels function 
automatically when we walk or drive a car 
while our minds are busy with other mat- 
ters. The tabetic, whose lower centers are 
diseased, suffers from their inability to do 
their job independently; they require “as- 
sistance” from above; in order to walk he 
must put his mind on his legs and feet. 

The highest centers too must be able, when 
necessary, to function independently, “with- 
out the aid” of lower centers. This capacity 
comes with maturity and is wanting in the 
infant. The immaturity of the infant mani- 
fests itself in two aspects of mentation. ; 

In the sphere of movement immaturity 1s 
seen in the child's comparative inability to 
think silently. From his chatter one can tell 
what he is thinking. There is the story of 
the little girl who exclaimed, when told to 
think before she speaks, “But how can I 
know what I think till I hear what I say? 

In the sphere of imagery immaturity is 
seen in the child's relative inability to think 
without the aid of vivid imagery. A child 
has a favorite story which he loves to have 
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read to him. You can read it 10 times a day 
without boring him. He knows the story by 
heart word for word. If you omit a single 
word, or alter the sequence of words, he 
will call you sharply to task. Why then, 
since he knows the story by heart, does he 
want you to read it to him? It is because he 
enjoys thinking the story, and he can’t think 
it without hearing it. The adult, by con- 
trast, can think in the absence of stimulation. 


SENSORY HALLUCINATION 


The common sensory hallucinations of 
the psychotic arise, I suggest, from the fact 
that the highest cerebral centers, from fault 
or disease, have lost some of their capacity 
to function independently of lower cen- 
ters(3, 4, 5). The psychotic hears what he 
would otherwise merely be thinking. The 
clearest example is “thought echo” or Gedan- 
kenlautwerden, in which the hallucination re- 
peats verbatim the thought in the patient’s 
mind. 

The relationship of hallucinatory content 

to thought content is not always so clear. It 
may be obscured by the fact that the thought 
has been translated into symbolic terms. The 
best insight into hallucinations is gained 
from analysis of your own hypnagogic hal- 
lucinations, which can be related to the 
thought in your mind at the moment of fall- 
ing asleep. As an example, I had examined a 
criminal and was contemplating the opinion 
I would present to the court. While falling 
asleep I pondered the question of determin- 
ism and free will. Growing very sleepy, I 
reflected that the question is insoluble. I 
then saw a wooden chest; it was closed and 
I knew it was locked and could not be opened 
because the key was missing, At that mo- 
ment I woke up, which was fortunate for it 
enabled me to see the relation of the dream 
image to the thought in my mind a moment 
before. When one is awake and therefore 
capable of mentation on a higher and more 
abstract plane, one can think in terms of an 
insoluble metaphysical problem. In the re- 
duced state of sleep these terms are trans- 
lated into their concrete equivalent, a locked 
wooden chest to which there is no key. 
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MOTOR PHENOMENA 


So much for imagery. When loss of in- 
dependence of the highest cerebral centers 
manifests itself in motor phenomena, there 
are several possibilities. In the first place, 
the patient may be unable to think silently. 
He will think out loud, like the demented 
persons who walk the streets talking to 
themselves. 


Case 3—A high school teacher of 37 emerged 
from a catatonic stupor and became for a time 
very nearly normal mentally. During this period of 
relative normality she recalled that the 4 days that 
followed her emergence from the stupor were “hor- 
rible.” In these 4 days she was overtalkative. “I 
had no speech control. It seemed as if I couldn't 
think things, but could only say them. There was 
a great fear in my mind that I would never again be 
able to think without speaking, and I thought how 
horrible it would be to have to go through life that 
way.” 


In manic excitement too, silent thought is 
relatively impossible. The patient’s thoughts 
pour out of his mouth, ` 

Lindemann (6) reported the effect of amy- 
tal on 6 normal subjects. Under the influ- 
ence of the drug the following statements 
were made: “It’s funny I am just telling 
you things which I wasn’t going to tell you. 
. .. No matter what comes to my mind it 
wants to be expressed too, . . . I feel like 
saying all sorts of things. The words kind 
of just come out of my mouth... . The 
words just go rambling on my tongue.” 

In the second place, the patient may con- 
fuse unspoken and spoken speech. He may 
think he is speaking when he is only think- 
ing (as in Cases r and 2), and vice versa 
he may think he is thinking when really he 
is speaking. This last is seen in Case 4- 


Case 4.—A schizophrenic woman of 33 was 
getting an insulin shock treatment. Two hours after 
the injection she was still conscious when the nurse 
came and arranged her bedclothes and tucked her 
in. The patient murmured to the nurse, “Youre 
pretty, you're pretty, you're pretty.” The nurse 
smiled. The patient later went into coma. When 
she came to, she was asked to recall her last 
thoughts before the coma. She recalled that ite 
nurse was tucking her in and she was thinking, 
“Gee, you're pretty, you're pretty.” She added tha 
this was silent thought, and, seeing the nurse smie 
she had wondered if the nurse had guessed W f 
she was thinking. When told she had actually 


se flattering words, she was amazed and 
ta huge joke on herself. 


atic states in epilepsy and after 
sion patients may do things 
ard they do not remember. 
lations from the normal occur in 
severity, one would think there 
termediate cases in which the 
not so complete, the patient re- 
ø his actions as if in a dream, be- 
whether he actually performed 
y dreamed them. I remember no 
ration but venture to think that 
kind do exist. Normal persons 
use actual movement and ideal 


movement. A man may remember that the 
other day he either mailed a letter or thought 
of mailing it, he’s not sure which. 
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DISPOSITION OF FIRST ADMISSIONS TO A PRIVATE PSYCHIATRIC 
HOSPITAL, 1920-1951 + 


HAROLD H. MORRIS, JR., M. D, ano MANLY Y. BRUNT, JR., M.D.? 


Until the twentieth century was well under 

way, clinical psychiatry and psychiatric treat- 
ment were practically synonymous with psy- 
chiatric hospital experience, The psychiatrist 
operated almost exclusively within the walls 
of an institution. It was not by accident that 
the founders of what was to become The 
American Psychiatric Association were hos- 
pital superintendents; they were the psy- 
chiatrists. For several decades the number 
of psychiatric beds in this country has been 
steadily increasing, yet it must be apparent 
to everyone that expanding hospital con- 
struction is only a part of the problem of 
helping our mentally ill. The kinds of serv- 
ices the hospitals have been supplying have 
changed tremendously, but even these great 
changes and expansion of function have not 
kept pace with the growing demands for 
psychiatric services. Each year a smaller 
percentage of physicians specializing in psy- 
chiatry are confining their activities to hos- 
pitalized patients, and no one will disagree 
that if a patient can be cared for and treated 
outside a hospital, there is great saving, not 
only in direct cost of care and treatment but 
also in many indirect ways. 

Several recent reports have given an ex- 
cellent statistical picture of what is happen- 
ing to the population of mental hospitals(3, 
4, 5,6). For the first time in recent history, 
the New York and Kansas state hospital 
systems report a drop in admissions and 
bed occupancy. Various factors have been 
suggested to account for this, but it is too 
early to assess the significance of these find- 
ings; whether they really mark the begin- 
ning of a new era or whether for some un- 
explained reason the last reported years have 

been exceptions to the general trend, 

Most of these reports concern large sam- 
ples of patients and take into account only 


1Read at the 112th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
April 30-May 4, 1956. 

2 Authors from the staff of the Pennsylvania 
Hospital, department for mental and nervous dis- 
eases, 4401 Market St., Philadelphia, Pa. 
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readmissions to the same hospital or sys- 
tem. At the Pennsylvania Hospital we are 
in a position to review the experience of a 
comparatively small hospital (220 beds) 
where there has been no marked change in 
policy concerning the admission and dis- 
charge of patients since 1920(1, 2). 

During the period under review, 1920- 
1951, there has been no significant change 
in the number of patient beds, and the rate 
of first admissions has hovered rather 
steadily around 330 per year. Rather than 
review the entire hospital experience of these 
32 years, covering about 10,000 individuals, 
we limit our consideration to 4,000 cases. 
This report concerns 1,000 consecutive first 
admissions to the Pennsylvania Hospital 
during each of the following periods: 1920- 
22, 1930-32, 1940-42, and 1949-51. (The 
period 1949-51 was chosen for the last group 
in order to complete 5-year follow-up studies, 
which would not have been possible if we 
had chosen the years 1950-52.) 

The patients selected were followed for 5 
years from the time of their first admission 
to any psychiatric hospital. Sex, age at time 
of initial admission, diagnosis, the number 
of suicides and deaths from other causes 
within the first 5 years were recorded. Each 
patient’s psychiatric hospitalization status at 
the following intervals from time of orig 
nal admission was established: 1 month, 6 
months, 1 year, 2 years, 3 years, and 5 years. 
Patients were considered to be chronically 
hospitalized if they remained in hospital the 
entire 5 years; direct transfers from one 
psychiatric hospital to another were con- 
sidered single admissions. For example, the 
following case would be considered chroni- 
cally hospitalized: patient A is admitted for 
the first time to hospital Z, After 6 months 
at hospital Z, he is moved to the Pennsyl- 
vania Hospital, where he remains for the 
next 4} years. 

Readmission rates were also calculated, 0” 
the following basis: any return to a psyc 3 
atric hospital within 5 years of the orig! 
admission provided that release from 
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ital was with the consent of the staff 
iate return or transfer was not 
Visits outside the hospital with 
tion of return or transfer are not 
ed as readmissions. 
le 1 records the number of deaths, 
and patients remaining chronically 
during the 5-year period for 
p of 1,000 patients. Deaths and 
are recorded whether they occurred 
pital or at home. Chronic hospitali- 
y cover residence in more than one 
There has been a steady decrease 
ity rates, with a levelling-off in the 
des. Among the major factors 
g the mortality rate are the intro- 
| of fever therapy for paresis in the 
s, chemotherapy in the late 1930's, 
iotics in the early 1940's, and con- 
proving standards of nursing care 
t the whole period. The develop- 
specifics for paresis (fever, chemo- 
} and antibiotics) seems to have had 
effect in decreasing the mortality 
other single factor. In Group I, 
ions were diagnosed paresis, and 
42 died within 5 years of their first 
lization, In Group IV, there were 
admissions for paresis, and neither 
€ has died, 
m our figures, there does not seem to 
efinite trend in the suicide rate since 
‘Most of the suicides were in the diag- 
Categories included under the func- 
Psychoses; the widespread use of in- 
coma and electroshock therapies for 
patients in the last 2 decades appar- 
id not influence the suicide rate to any 
degree. 
1930, there has been a rather steady 
the number of patients chronically 
Pitalized. As factors influencing chro- 
ty Tates are more varied and complicated 
Ose affecting mortality rates, it is not 


ima 


TABLE 1 
MEATH, SUICIDE AND CHRONICITY RATES 


~ > He a 
a ~ lol a 
pel ie? 
gS EA ps BE 
S~. a 
xeepting suicide. 195 172 106 105 
ETT 21 19 36 2 
| hospitalized 88 120 72 52 


102. 


possible to sum them up as simply. Table 2 
et seq. attempt to shed more light on the de- 
clining figures for chronicity. 

Table 2 shows the number of patients re- 
leased from their first admission for reasons 
other than death following various lengths 
of stay, and the percentage of those released 
who returned to a psychiatric hospital within 
5 years of original admission date. The 
numbers are cumulative; for example, in 
the first Group 551 patients were released 
within 6 months. The figure 551 includes 
the 163 patients who left within the first 
month plus 388 patients who were released 
some time between the first and sixth month 
of their original admission. The readmission 
rate is calculated as a percentage of the num- 
ber discharged; i.e., of the 551 patients in 
Group I released within 6 months 38.5% 
returned to a psychiatric hospital within 5 
years from the time of their admission. 

Table 2 also shows that more patients are 
spending less time in the hospital during 
their first admission: 163 from Group I left 
within one month, while 265 were rel 
during a corresponding period in Group IV. 
Despite the tendency toward shorter initial 
hospitalization, the agar i ee 
changed appreciably. For example, = 
sidering the patietts from each Group that 
left within 6 months, it can be seen that the 
readmission rate has remained rather con- 
stant at about 38%, with the exception of 
Group II, in which only 30.8% returned. 
In Group II as a whole, readmission rates 
are consistently lower than in the other 3 


Groups. We are unable to account for this 


TABLE 2 
Numpers RELEASED AND PERCENTAGE READMITTED 


Tae ae 040 

wale Pe es) 6 265 
Left within 1 month. . 163 182 I 
% readmit. in 5 yr.. 32:7 241 44.6 377 
Left within 6 mo..... 551 562 real et / 
% readmitted ...++++ 38.5 308 37: ie 
Left within 1 yr... 660 685 ee nel 
% readmitted ...-+++ 37-0 30.1 37 be 
Left within 2 yr...-. 717 747 838 a 
% readmitted ...+++> 36.0 303 372 a 
Left within 3 yt.--+++ 766 766 847 5 an 
% readmitted -++ 34.2 303 37: es 
Left within 5 yT.. -+ 781 775 855 
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TABLE 3 
RESIDENTIAL STATUS 
Timoj! ee en ea (pace a T on Bees y A in (1949-51) 
I month isses e eee 808 (83.1) 791 (81.3) 817 (83.1) 724(73.2) 
Deaths within 1 mo.. 28 27 17 II 
6 months .....++++ 306(41.8) 281 (29.0) 266 (27.6) 
Deaths within 6 mo.......---- 52 47 38 
i year neieedess saa SEEME 327 (36.0) 233 (24.9) 224(23.6) 
Deaths within I yr.-...-.- ol 63 54 
2 years veeeceereee es eceetees 247 (28.0) 201 (21.8) 203 (21.9) 
Deaths within 2 yT.. s.s.s... 119 79 74 
@iyedre) Lisne iedee 236 (27.6) 211 (23.4) 202 (22.3) 
Deaths within 3 yr.. 152 100 94 
B yEATS: vv s'a slais s 243 (30.0) 246 (28.3) 194 (22.2) 
Deaths within 5 yr....-++++++. 216 190 132 125 


difference precisely ; it might be correlated 
in some way with the economic upheavals of 
the depression. Part of the difference in 
readmission rates for Group II is accounted 
for by the comparatively low readmission 
rate for those patients released within the 
first month, which has a considerable effect 
on the succeeding readmission rates. 

Table 3 gives the hospital residential 
status of the 4 Groups on given anni- 
versary dates from time of first admis- 
sion. These figures are presented in terms 
of actual number of patients in residence on 
a given date, and also in terms of percentage 
of survivors, Since there were 1,000 mem- 
bers of each group originally, the number 
of survivors on any given anniversary date 
will be 1,000 less the number of patients who 
have died prior to that date. These figures 
show the effect of readmissions in maintain- 
ing hospital population at a given level, and 
confirm the findings of previous follow-up 
studies carried out at this hospital on smaller 
groups of patients. Some time between the 
second and third year following first admis- 
sion, the maximum percentage of survivors 
of the original group living outside a hospi- 
tal is reached. From that time on, there is 


a near equilibrium between factors influenc- 
ing release and readmission to the hospital. 
This equilibrium is maintained over a long 
period; we have found results to be substan- 
tially the same when a group of patients 1s 
followed for 30 years or more. 

It is encouraging to note that over the past 
4 decades there has been a steady decrease 
in the “hard core” of patients hospitalized 
on the 3- and 5-year anniversary dates. Tn 
Group I, this hard core consisted of nearly 
36% of the survivors, while in Group IV it 
represented about 22% of the survivors. 

Tables 4 and 5 give figures for admission, 
release, readmission and chronicity rates for 
the functional psychoses, which include the 
schizophrenias, involutional and manic-de- 
pressive reactions. They show the number 
of patients in each Group, the number an 
percentage released for reasons other than 
death within 5 years, the number and pet 
centage of those released who were read- 
mitted within 5 years of first admission, the 
number who were continuously hospitalize 
for 5 years following first admission, an 
the number of deaths occurring during first 
hospitalization within the 5-year limit. The 
functional psychoses have been divided into 


TABLE 4 
THE SCHIZOPHRENIAS 
(1920-22) (1930-32) (1940-48) (1949-51) 
(Percentage in parentheses) 
Number of patients......... 276 207 or Pr 
Released within 5 yrs.. 175 (63.4) 134(68.4) 179(788) 3887-1) 
Readmit. within 5 yrs. 88(50.3) 69(51.5) 8s(47.5) 125(419) 
Continuously hospitalized ... 87(31.5) 68(32.8) 40(275) 37 (109 
Died during first 
hospitalization .....+++++. 14 5 g 5 


1957] HAROLD H. MORRIS, JR. AND MANLY Y. BRUNT, JR. 1027 
TABLE 5 
Tue AFFECTIVE PSYCHOSES 

(1920-22) s, 
; Cipanas in para een 
‘umber of patients......... 354 431 442 284 
Released within 5 yrs....... 205(83.3) 371 (86.0) 

ed withit y . 11 (93.0 
a 5 Le ee pele 116 (31.3) spas, girs 
spitalized ... 10. , 

E hos 3 ) 27 (6.3) 24(5.5) 1(0.4) 
hospitalization ........+.. 26 33 7 8 


2groups because at this hospital the somatic 
treatment of choice for the schizophrenias 
has been insulin coma therapy since 1935 
and for the affective psychoses, electroshock 
since 1940, 

In Group IV, there is an increase in the 
number of schizophrenic patients and a de- 
crease in the number classified with the af- 
fective reactions. This difference may be 
due to an actual change in the incidence of 
these reactions, or, more likely, to a tendency 
to classify more patients as schizophrenic at 
the expense of the affective psychoses. How- 
tver, in the present discussion we do not 
think that the question of diagnosis is too 
pen ; the general trends for discharge 
he mission are similar for both classi- 
a ce In fact, Tables 4 and 5 may be com- 
PA or the functional psychoses. If this 

ee €, the total number of patients in each 
E o remains relatively the same, and in 
brine hing the functional psychoses com- 
a ore than half the total admissions for 

period. 
Rae discharge pattern for the functional 
> po follows that for the whole group 
oN ients; an increase in the number (and 
: aee) of those being discharged within 
T and a corresponding decrease in the 

a seotuna continuous hospitalization. 
En actors have been introduced since 
tection hich have influenced this trend in con- 
AnS with the functional psychoses in par- 

. Among the more important are 


ae ; 
ging treatment methods, such as the in- 


— of the somatic therapies (insulin, 
Pansion 2 electroshock), a tendency to ex- 
accepta of outpatient treatment, increasing 
the sli of mental illness on the part of 
Samora perhaps leading to earlier 
ients aon; a willingness to release pa- 
rom the hospital sooner, and an m- 
bias emphasis on the therapeutic milieu 
On of the hospital. 


lobo 


It would seem that these same factors also 
tend to reduce the readmission rate. As seen 
in Table 2, the readmission rate for the 
whole group of patients has remained fairly 
constant. However, looking at the readmis- 
sion rates for the functional psychoses 
(Tables 4 and 5) we find that these patients 
do not follow a similar pattern. The read- 
mission rate for schizophrenic patients, in- 
stead of remaining relatively steady, dropped 
by 4% in Group II and showed a further 
drop of almost 6% in the last decade. The 
readmission rate for this group (41.97%) is 
still higher than that for the total hospital 
population (37.4%), but seems to be ap- 
proaching it. The readmission rate for the 
affective psychoses (Table 5) has also shown 
a decrease in the last decade, down to 26.2%. 
The drop is not as marked or as consistent 
throughout the years as in the schizo- 
phrenias, but the readmission rates for the 
affective psychoses continue to be lower than 
those for all hospital patients. 

In the functional psychoses, the continued 
decline in readmission rates for Group IV 
as compared with Group III is of particular 
interest. In both Groups, insulin coma and 
electroshock therapy were freely available 
and were used with about the same fre- 
quency. However, there was one outstand- 
ing difference in the way the 2 groups were 
handled ; in Group IV, many more received 
outpatient care either in clinic or office fol- 
lowing their release from the hospital. The 
last decade has seen a great increase in the 
availability and public acceptance of such 
care. It is hard to avoid the conclusion that 
the rapidly growing use of outpatient treat- 
ment has had a significant effect upon the re- 
admission rates for the functional psychoses, 
which comprise more than half the total ad- 
missions. The reasons why the general re- 
admission rates have remained level despite 
the drop in the functional psychoses has not 
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been fully analysed. Probably this is partly 
accounted for by the increased admissions 
for neurotic reactions, alcoholism, and drug 
addiction, in which groups we find a high 
readmission rate. Certainly the increase in 
outpatient facilities and their effects on hos- 
pital admissions, duration of stay, discharge 
policies and readmission rates are of great 
practical interest and are worthy of intensive 
study in preparation for future planning for 
the care of our mentally ill. 


SUMMARY 


Four Groups of patients, each consisting 
of 1,000 consecutive first admissions to the 
Pennsylvania Hospital, have been followed 
for 5 years from the time of their first ad- 
mission to a psychiatric hospital. The sample 
covers a span of more than 30 years in gen- 
eral psychiatric hospital experience in a large 
metropolitan area on the east coast. Tables 
show a decrease in death rates and in num- 
ber of patients continuously hospitalized, 
with a relatively constant suicide rate. There 
has been a somewhat uniform readmission 
rate, but a tendency toward shorter duration 
of first admissions. The readmission and 
chronicity rates for the functional psychoses 
have been decreasing, 

Among the more important factors in- 

fluencing the mortality rates are the intro- 
duction of more specific therapies for paresis 
in the late 1920's, chemotherapy in the late 
1930’s, antibiotics in the mid-1940’s, and con- 
stantly improving standards of nursing and 
ancillary care throughout the whole period. 
Duration of stay has been influenced by 
changing policies regarding discharge, the 
use of somatic therapies, and increasing em- 
phasis on the hospital as a therapeutic milieu, 
These factors favoring earlier discharge have 
not resulted in an increased readmission 
rate; on the contrary, the readmission rate 
for the functional psychoses has been low- 
ered. When the total sample of patients is 
considered, fewer are dying in the 5 year 
period, more are leaving the hospital sooner, 
and about the same percentage is returning 
as in the early 1920's. 


CONCLUSIONS 


It can be seen that several factors intro- 
duced since 1920 have significantly altered 
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the pattern of psychiatric hospitalization. 
Some of these, such as antibiotics, insulin 
coma, and electroshock therapy, seem to 
have reached the point of maximum utiliza- 
tion in hospital practice. It is too soon to 
assess the long-term effects of the “tran- 
quilizing” drugs on hospitalization, but it 
does seem that hospital milieu therapy and 
outpatient treatment are capable of greatly 
expanded use; their potential to affect the 
extent and function of psychiatric function 
seems great. 
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DISCUSSION 


M. A. Tarumianz, M.D., (Farnhurst, Del.) 
—The authors are to be commended for their pains- 
taking analysis of follow-up studies of patients ad- 
mitted to a mental hospital in 4 biennia over a 30- 
year period. All studies that give objective data re- 
garding what happens to patients treated in mental 
hospitals serve a useful purpose. Psychiatrists over 
the years have been so busy treating the patients 
who have come to them in increasing numbers that 
they have seldom taken time to decide scientifically 
why certain trends seem to be occurring. Of course 
they have had to deal with the immediate needs of 
the situation. If more patients were seeking 
in mental hospitals, the superintendents have had 
to meet the demand or admit their inability to do 
so. Rarely have they had more than their own 
convictions and absolute figures on which to i 
their appeals for public support to mect the menta 
health needs of the citizens. The hunches of psy- 
chiatrists and their colleagues on the staffs of men- 
tal hospitals have been rather reliable, but objective 
data are more desirable. i 

The fact that the authors found that over the 
30-year period there has been no appreciable in- 
Crease in the rate of first admissions, the number 

ing about 330 a year, is interesting- Although 
we have not made a thorough study of the ei 
tics available at the Delaware State Hospital, we 
found that during the biennia studied by the a% 
thors our first admissions showed a steady incre 
For example, for the fiscal years 1920-22 we 


1937] 


ital of 262 first admissions (138 males, 124 fe- 
males). During the biennium of the next decade we 


received 386 patients (231 males, 155 females) as 


frst admissions. In 1940-42, 597 patients were first 
admissions, (334 males, 263 females). In 1950-52 
a total of 812 first admissions came to us, (420 
males, 392 females). 

The findings of the authors, regarding the age of 
first admissions are interesting. They found only 
aslight difference through the years in the number 
of first admissions who were 50 years of age or 
older. Their first admissions in this age bracket in 
1949-52 showed a decrease over the two preceding 
decades, 

In a study of first admission to the Delaware 
State Hospital in 1929-30 we had 27 first admis- 
sons 50 years of age and older (18 males, 9 fe- 
males) in a total 262 first admissions, or 10% of 
the total first admissions for that year. Twenty- 
five years later (1954-55) 122 (64 males, 58 fe- 
males) of 812 first admissions during that year 
were of this age bracket, or slightly over 15%. 
Half of the 122 persons ṣo years of age and older 
32 males and 29 females) were 65 years of age 
ind older, It might have been useful for the au- 
thors to have broken down the 50 years and older 
‘ge group, for our experience in Delaware has 

that the probability of returning these older 
ge patients to the community is slight. 

nder the diagnostic classification used by the 
vane of the paper, the data on first admissions 

t the Delaware State Hospital for the 2 years 


. studied by us show certain differences from their 


QD 


mates. For example, for the years 1949-51 these 
° investigators found more than 100% fewer 
‘ad admissions classified as chronic brain syn- 
ogee for the years 1930-32, At Delaware 
is di Ospital the number of first admissions with 
a agnosis in 1954-55 is more than 3 times as 
Beet 1929-30 (21 us 71). No doubt this dif- 
ak is the experience in the two hospitals is 
eed t e difference in the number of older patients 
Th ich reference has already been made. 
a facts the authors cite regarding the length 
Eae of their patients also interest me. We 
ep our figures for first admissions for the 
Pleased >? and 1954-55 to see how many were 
reside on trial visits after various periods of 
hital sia how many of these returned to the hos- 
ar “Spal the trial visit; how many were dis- 
frs Bed within the various periods. Of the 75 male 
fight, sions received in 1929-30, 38 patients or 
st rd Over 50% went on trial visits during the 
rea after admission. Nine of these were 
Vithin y to the hospital for further treatment 
leased a 6 months. An ema 6 a a 
tal visit within 1 year after admis 
ed 4 within 2 years, t within 3 years, 2 within 
ars, and 1 within 20 years. Of the 6 released 
the fre Sit after spending more than 6 months of 
tst year in hospital, 2 returned for further 
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treatment. Only 13 of the 75 male first admissions 
in 1929-30 or 17% were discharged within the first 
6 months. An additional 24 patients or 32% spent 
more than 6 months in the hospital but were dis- 
charged within the first year; another 13 or 17% 
within the second year, 3 within 3 years of admis- 
sion, 11 or 14.7% during the first 5 years, 1 within 
10 years, 3 within 20 years. 

The situation in 1954-55 was considerably differ- 
ent. Of 160 male first admissions, 64 or 50% were 
released on trial visit within the first 6 months. Of 
this number 9 were returned within the first 6 
months for further treatment. An additional 13 or 
8% of the total group went on trial visit during 
the first year after admission. Four of these 13 
were returned for further treatment. Forty-five of 
the 160 male first admissions received in this year 
or 28% were discharged within 6 months of ad- 
mission. Three others spent more than 6 months 
in the hospital but were discharged within the first 


6 months of 1954-55 


t of 25 years ago; 42 Or jere 
pe A Tirst 6 months after admission. An w 
ditional g spent more than 6 months in the boas 
but were released on trial visit during the first 


year. Three of these were rehospitalized. There 
are 33 of 


cart Seca 
the 143 patients admitted in 1954-55 Wh 

have been continuously hospitalized since admis- 

sion, 8 of whom are 60-69 years of age and 14 are 
ears old. l $ 

ari the authors’ suggestion in their sum- 

mary that there are numerous factors influencing 

the duration of stay of patients in mental hospitals. 

i unilateral approach to treatment of 

specific 

therapies could not have helped mental patients re- 

to the communi ht 
bese have improved their condition— were it not 


for factors such as the impr f 


j iblic 
itals, the changed attitude of the pu : 
aed mental patients, and the attitude of th 
chiatrists themselves toward earlier discharge 


mental patients. 


CASE REPORTS 


SOME OBSERVATIONS OF A CASE OF BROMIDE INTOXICATION 
UNDERGOING HEMODIALYSIS 


JOSEPH S. COSTA, M. D, ROBERT P, NENNO, M. D., GEORGE E. SCHREINER, M. D, 
anp LEONARD BERMAN, M. D2 


The incidence of psychoses due to bromide 
intoxication is largely a matter of conjecture 
since no definitive statistics are available. 
Because of the wide range of symptoms pres- 
ent in bromide intoxication, the diagnosis is 
made largely by a high index of suspicion 
and the determining of the blood bromide 
level. It has been felt by many that bromide 
delirium does not occur in a “healthy per- 
sonality.” Bromide intoxication may take one 
of several courses: patient may recover in 
a few days to several weeks; patient may 
recover from the effect of the bromide but 
may have a subsequent long psychotic epi- 

sode; patient may die. The usual treatment 
is replacement of the bromide ion with the 
chloride ion by administration of sodium 
chloride. The period of Tecovery varies 
widely, from a few days to several weeks, 

Many factors seem to be involved: the un- 

derlying psychopathology of the person ; the 

Presence or absence of alcoholism; and the 

presence or absence of any organic disease, 

especially of the kidneys or the brain, 
which may play a large part in the prognosis. 

In some series, the presence of a bromide 

level of more than 350 mg.% was a bad 
prognostic sign in terms of mortality. 

We recently had the opportunity of ob- 
serving a patient with bromide induced psy- 
chosis who was treated by hemodialysis. Our 
observations were made by using tape re- 
corded interviews at times when blood and 
spinal fluid determinations were drawn. 

Case History.—The patient was a 46-year-old, 
white, married female who was referred to this hos- 
pital because of bromide intoxication. She was seen 
at another hospital the day before, by a psychiatrist 
who made the initial diagnosis. Her blood bromide 
level at that hospital was reported as 460 mg. %. 
It was felt that the standard treatment for this high 
a blood level would not be sufficient and the pa- 
tient was referred to this hospital for dialysis. 


1 Address: department of psychiatry, Georgetown 
University Medical Center, Washington, D. C. 
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Prior to dialysis the patient's speech was mark- 
edly slurred. She was disoriented in all 3 spheres. 
She had visual and auditory hallucinations. She 
confabulated rather readily. Recent memory was 
completely lost. She could not do simple sums. Her 
blood level at this hospital was 360 mg. % of sodium 
bromide. Her spinal fluid bromide level was 265 
mg. (All bromide levels in this hospital are re- 
ported as miligrams percent of sodium bromide.) 

Additional history from the patient’s relatives 
noted that she had been an alcoholic for many 
years. One year prior to admission, she had stopped 
drinking and joined Alcoholics Anonymous and, as 
far as we could ascertain, this information was cor- 
rect. Two years prior to admission she had epigas- 
tric pain that was diagnosed as peptic ulcer. It was 
noted for at least 2 years that the patient frequently 
took large amounts of proprietary compounds (ant- 
acids and sedatives) known to contain bromides. 
Approximately 4 weeks prior to admission the pa- 
tient became progressively more “mentally dis- 
turbed.” She had a staggering gait and seemed to 
be confused most of the time. The patient was pre- 
pared for a run on the artificial kidney. The kid- 
ney used is the Travenol Twin-coil Kidney. 

First half hour: blood bromide level, 344 Mg. Ho. 
Speech markedly slurred. She is disoriented in all 
3 spheres. She has auditory and visual hallucina- 
tions. She confabulates readily. Recent memory 18 
completely lost. She cannot do simple sums. There 
is some paranoid ideation. 

First hour: blood bromide level, 222 mg. %. 
Spinal fluid bromide level, 248. Speech more dis- 
tinct but still slurred. She knows that she is in @ 
hospital but does not know which one. She 1$ 
completely disoriented as to time and person. There 
are still auditory and visual hallucinations. mee 
fabulation still marked, recent memory completely 
lost. She cannot do simple sums. o 

Second hour: blood bromide level, 220 mg. i 
Spinal fluid bromide level, 200. Speech is st 
slurred. Orientation remains the same. She still has 
auditory and visual hallucinations. Confabulation a 
present to a marked degree. Recent memory i 
somewhat improved. She can multiply single digits 
accurately. Paranoid ideation is still present. 

Third hour: blood bromide level is 116 m8: ail 
Spinal fluid bromide level, 184. Speech 15 par 
slurred. She still does not know which hosp! 5 
she is in. Orientation as to time and person e 
still disturbed. Auditory and visual hallucination : 
are still present. Recent memory is steadily, ee 
proving. She can only multiply single digits. a 
noid ideation continues. 
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Fourth hour: blood bromide level, 74. Spinal 
id bromide level, 170. Speech is somewhat better. 
Orientation as to place and time are both steadily 
improving. Disorientation as to person is still very 
marked. Visual and auditory hallucinations are 
will present. The patient confabulates readily. Re- 
tent memory continues to improve. She still can 
multiply single digits. Paranoid ideation is still 
present. There are now some clang-associations. 

Fifth hour: blood bromide level, 50. Spinal 
fluid bromide level, 116, Speech is clearer now but 
there is still some slight evidence of slurring, Ori- 
ttation as to place and time are still fair. Dis- 
orientation to person is still marked. Auditory and 
visual hallucinations are still present. The patient 
still confabulates readily. Recent memory up to 
approximately 3 weeks prior to admission is good. 
She can remember nothing in the past 3 or 4 weeks 
in any logical, orderly way. She can do simple 
sums including addition of large digits. She can- 
tot do the hundred minus seven test. Paranoid 
ideation is still present. Clang-associations are still 


_ Mesent, At the end of the fifth hour, the blood 


bromide level was 36 mg. %. 

Twenty-four hours after the kidney run: Blood 
bromide level, 58 mg. %. Spinal fluid bromide level, 
%4. Speech has cleared almost completely. Orien- 
lation as to person is improving. She still has 
‘uditory and visual hallucinations, more marked 
inthe evening, She still confabulates rather readily, 
ecent memory remains the same, Mathematical 
ability temains the same, There is still some para- 
rid ideation and clang-associations. 

F orty-eight hours after the kidney run: blood 
Tomide level, 56 mg. %. Mental status is essen- 

ly the same as the day before. 

Seventy-two hours after the kidney run: no 
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bromide levels obtainable. Speech is clear. She is 
oriented in all 3 spheres. There is no evidence of 
delusions or hallucinations, Except for 3 to 4 weeks 
prior to admission, her recent memory is intact. 
She does not confabulate. She is able to do mathe- 
matical problems with ease and consistently with 
her level of intelligence. 

It is not our purpose to go into a detailed study 
of the personality of this patient. She was an alco- 
holic of some 20 years’ duration. She had stopped 
drinking one year prior to admission and joined 
Alcoholics Anonymous. She was a person who 
strove for acceptance on a social and intellectual 
level and also had difficulty handling responsibility. 
We diagnosed her as a passive-dependent per- 
sonality. 

As far as we know, this is the second case of 
bromide intoxication that has undergone hemodialy- 
sis. Admittedly one cannot draw conclusions from 
one case successfully treated. However with the 
high blood level present in this patient and the 
known morbidity and possible mortality with such 
a level, rapid removal of bromide ion by hemodialy- 
sis seems to merit further consideration. 
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PSYCHOSIS DUE TO QUINIDINE INTOXICATION 
JAIME QUINTANILLA, M.D.» ° 


Si the case here reported a disturbance 
embling a schizophrenic reaction was at- 


tri yee . . .y’ 
buted to the administration of quinidine. 


A 7 2 
Withes yeor old white woman was admitted to the 


it oh general hospital November 23, 1956, 
tardia “ *8MOSis of paroxismal auricular tachy- 
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dep A Patient was almost blind. She began to lose 


Visi 


ond on during her first pregnancy. During her 


defect Pregnancy it was further impaired and the 


Years, y progressed steadily over the past 17 
one $ made a good personal adjustment and 

Y. She + housework without any serious diffi- 
* She had, however, much trouble with her 
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e, Pa. 
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M.D t Athor is indebted to J. Franklin Robinson, 
Paper. Or his advice in the preparation of this 
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s at a time. She considered this atti 
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attacks of paroxismal auricular tachycardia. De 
ing the intervals there were briefer “atin A 
tacks, in which she obtained relief by tal ar $ 
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was a precipitating factor in each of the maj 
WEI of the episode here reported, she 
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60. EKG showed a ventricular rate © 
ade was indicative of myocardial disease. 
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Treatment began on the day of admission with a 
stat dose of quinidine (0.4 grm.). The following 
day quinidine was given regularly 0.2 grams every 
3 hours. The cardiac rhythm returned to normal 
in 24 hours. The second day at 1 am. it was re- 
ported that she had been restless, noisy, and moan- 
ing. She continued to receive quinidine and on 
the third day at ro p.m., she became disturbed. At 
this hour she received her last dose of quinidine. 
She shouted at other patients, “they don’t believe 
I am blind.” She thought there was a strong light 
shining on her because she could feel the heat. She 
thought the nurses had given her a certain medi- 
cine instead of the water she had requested, that 
the doctors and nurses were against her, and wanted 
to send her to an “insane asylum.” She could hear 
somebody whispering, “she can see, she is just 
pretending.” She thought there was some drinking 
going on in the ward because she had heard the 
sound of glasses and thought someone had said 
to her, “have a beer.” She was most actively dis- 
turbed during the early morning hours. At 6 a.m. 
proclorperazine was started with doses of 5 mgm. 
4 times a day. The disturbance terminated the 
same morning. After confusion had cleared, she 
could recall vividly the events of the previous night 
which, smiling, she referred to as “silly.” She was 
datan 2 days later and has continued to do 


_ Comments.—The patient was tested for 
idiosyncrasy to quinidine with doses of 0.4 
grams to which she showed no abnormal re- 
action. It was then given regularly. After 
24 hours, the heart rate had returned to 
normal, It was when the patient was doing 
well from the point of view of the circulatory 
system that the psychosis appeared. Quin- 


idine had been continued until the first 
psychotic symptoms were detected. Tt was 
then reasonable to assume that the toxic re- 
action was due to the quinidine medication. 
This conclusion was confirmed when the 
patient improved following withdrawal of 
the drug. Because of the rapid excretion of 
quinidine, the psychotic episode lasted only 
8 hours. 

In comparing this case with the psychoses 
produced experimentally in normal subjects 
with LSD-25 and mescaline(1, 2, 3) one 
finds the toxic phenomena to be similar ex- 
cept that in the patient here reported audi- 
tory hallucinations were predominant and 
visual hallucinations were absent. This 
might be due to the patient’s visual impair- 
ment or may be a specific manifestation of 
quinidine. As in mescaline psy hosis(3) the 
content of the patient’s hallucinatory phe- 
nomena had a close correlation with topics 
of significance in her life, her blindness, and 
her husband’s drinking, and his attitude to- 
ward her. 
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AN UNUSUAL DEATH ASSOCIATED WITH TRANQUILIZER 
THERAPY 


PAUL E. FELDMAN, M.D. 


_ This report is prompted by Wardell’s re- 
view( 1) of 3 deaths in the course of reser- 
pine therapy wherein he suggests that there 
may be a relationship between these deaths 
and tranquilizer therapy. Wardell implies 
that a result of this therapy may be a pre- 
disposition towards a pneumonic process and 

a diminution of air-passageway defenses, 
Medical morbidity statistics do not at pres- 
ent indicate that there has been an increased 
incidence of pneumonic processes since the 
introduction of the tranquilizers, but indi- 
vidual clinicians are impressed by the dimi- 


1 Address: Director of Research and Education, 
Topeka State Hospital, Topeka, Kan. 


nution of the cough reflex and the frequent 
appearance of atypical manifestations © 
pneumonic processes in tranquilized patients. 

The following case history suggests that 1n 
this particular instance there was a cata- 
strophic failure of the airway defenses to ee 
spond to the presence of foreign matena 
in the trachea, 

Case History—A 28-year-old white, schizo, 
phrenic male, hospitalized since 1950- ocr of 
lobotomy in 1950 following a prolonged peri ae 
aggressive and destructive behavior. EEG. fol dis- 
ing lobotomy was suggestive of diffuse bra Y 1082 
ease and Dilantin was prescribed. EEG. fn 
was consistent with seizure discharge activity 
the left hemisphere. 
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Dilantin was discontinued in 1953 and a week 
iter the patient had an episode lasting 15 minutes 
characterized by pallor, tachycardia and loss of 
contact with the environment. EEG, showed spike 
discharges from both frontal regions. 

Patient was placed upon tranquilizer therapy with 
a phenothiazine drug during Sept. 1956, and the 
dosage was gradually raised to 2,000 mg/day by 
Dec. 1956. Five days after this level was reached 
the patient experienced what was described by 
mrsing personnel as a grand-mal seizure. He was 
placed upon Dilantin and remained seizure-free 
thereafter. 

Nineteen days later, following breakfast, the pa- 
tient suddenly and without aura or premonition, 
fell to the floor, vomited and had a few “convul- 
sive-like movements.” A few minutes later he was 
pulseless and artificial respiration was ineffective. 
Itis noteworthy that the person who reported the 
incident did not characterize this episode as a 
grand-mal seizure, but rather as some sort of vague, 
tion-directed muscular movements which she called 
Convulsive-like movements.” It is my distinct im- 
pression that this was not a grand-mal seizure but 
rather extremely softened strangulatory movements, 
_The pertinent autopsy findings were food par- 
ticles in the bronchi as well as in the larger and 
terminal alveoli (which were completely occluded). 

re was no histological evidence of a pneumonitis. 

Cause of Death—Asphyxiation due to aspiration 
strangulation. 
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Discussion—Aspiration as a complication 
of a grand-mal seizure is not a rare phe- 
nomenon. It is my conviction, however, that 
this patient did not have a seizure, but rather 
a failure of the cough reflex as well as the 
air-passageway defenses so that the response 
to aspiration of food into the lungs was in- 
effective. 

The similarity between this death and 2 
of those reported by Wardell (x) is striking. 
LE this is a newly noted complication of ata- 
raxic therapy, it would rank in clinical sig- 
nificance with such untoward effects as 
agranulocytic angina. If further reports simi- 
lar to this one are forthcoming, it will be 
necessary to consider the diminuation of the 
respiratory defenses as a major untoward 
effect of tranquilizer therapy. The relative 
importance of organic brain damage as a 
predisposing factor is unclear. 
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HISTORICAL NOTES 


THOMAS SYDENHAM AND PSYCHOLOGICAL MEDICINE 
JEROME M. SCHNECK, M. D.t 


Lewis(1) has made one of the infrequent 
statements that Thomas Sydenham (1624- 
1689) described hysteria in his Dissertatio 
Epistolaris issued in 1682. At the close of 
the last century, Joseph Frank Payne, Syden- 
ham’s biographer(2), seemed startled at 
some of Sydenham’s observations. ‘With 
Sydenham’s exaggerated notion of the im- 
portance of hysteria, it was natural that he 
should carry his doctrine into extremes.” We 
will focus on this later. Whereas Payne had 
written previously, “When we look into his 
treatise, we find, however, that he had a 
very different notion of the disease from 
that of modern physicians,” he was correct 
from the viewpoint of medicine in the 1890’s, 
and correct according to the interpretation 
in the present paper though in a different 
sense from what he intended, 

According to Payne, Sydenham believed 
hysteria to be the most common of all chronic 
diseases, Fevers comprised two-thirds of 
diseases, chronic illness the remaining third, 
and hysteria constituted one-half of chronic 
illness, “So that by this liberal estimate 
hysteria is responsible for one-sixth of all 
human maladies.” The percentages become 
somewhat confused when it is further ob- 
served that except for women leading “ro- 
bust” lives they are “rarely quite free from 
it.’ 

In a recent scholarly paper, Veith(3) was 
impressed by Sydenham’s observations and a 
quotation from his writings is consistent with 
the points mentioned above, except for the 

statement that “fevers—taken with their ac- 
companiments—equal two-thirds of the num- 
ber of all chronic diseases taken together, 
so do hysterical complaints (or complaints 
so called) make one-half of the remaining 
third.” Despite the percentage discrepancies 
it is evident that Sydenham believed be en- 


1 Clinical assistant professor of psychiatry, State 
University of New York College of Medicine, New 
York City. 
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countered hysterical disorders far oftener 
than was generally observed by physicians of 
his time. 

Sydenham encountered illness in “‘seden- 
tary or studious” men, which was similar to 
the hysteria of women(4). The diagnosis 
of hypochondriasis for them was compared 
to hysteria “as one egg is to another.” Payne 
accepted the view that Sydenham clearly 
recognized the occurrence of hysteria in men, 
and Sydenham has been specifically credited 
with this observation, although others had 
made it before him. i 

Veith has written that the association with 
hypochondriasis or morbid preoccupation 
over physical health was not apparent in 
Sydenham’s time. This association was evi- 
dently credited to Jean Pierre Falret (1822). 
Furthermore, she was impressed by descrip- 
tions which appeared to be a composite of 
hysteria and depression. The variety of 
symptoms and reactions, however, including 
jealousy, suspicion, headache, and intestinal 
spasms, need not be limited to hysterical re- 
action types, according to present day evalua- 
tions, nor to depressive reactions, nor even 
to what have been called hysterical depres- 
sions. A clue to the true picture of that 
famous physician’s observations is probably 
indicated best by Payne’s comment, “Syden- 
ham’s pictures of the symptoms of hysteria 
in women, which have often been quoted, 
are vivid and true; though he says the 
symptoms are so numerous and proteiform 
that it would be impossible to enumerate 
them all.” There is little doubt, in these 
circumstances, that in dwelling essentially 
on the symptoms, and with limited diagnostic 
categories to which they were attached, the 
stress was bound to be placed on hysteria an 
hypochondriasis. The variety of symptoms 
and reactions would surely be connected ats 
with many diagnostic categories in curren 
use. These would range from the hote 
reactions to the obsessional and to their 4 
mixtures in a variety of personality type 
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and would encompass numerous schizo- 
phrenic reactions, especially those which have 
in recent years been designated unclassified, 
latent, ambulatory, or pseudo-neurotic. It 
would have been the more obvious and ex- 
treme forms of psychotic states which could 
have permitted separation from the hysterical 
patterns, and Sydenham was in a position to 
recognize the more malignant illnesses. The 
more recent complex diagnostic designations, 
often confusing and inviting frequent dif- 
ferences of opinions, have become based 
more and more on underlying dynamic per- 
sonality patterns in lieu of descriptive fea- 
tures. The point stressed now is that in 
terms of current evaluations, the rich array 
of symptoms noted by Sydenham served to 
cedit him with a willingness to become 
aware of the widespread existence of psy- 

chological illness in general. 
To speak of somatization reactions is com- 
monplace today and it is unnecessary here 
to dwell on the current impact of what we 
choose to call psychosomatic medicine. 
Payne, however, writing more than 200 
years after Sydenham’s death, could not be 
as casual as many might be today. When 
he said that with Sydenham’s exaggerated 
notion of the importance of hysteria it was 
natural that the doctrine be carried to ex- 
tremes, he added, “He [Sydenham] thought 
this affection not only produced the symp- 
toms of disease, but set up actual organic 
disease.” This must indeed have been start- 
ling. Since Sydenham observed such wide- 
Spread existence of psychologically involved 
Symptomatology, he should be recognized 
or that very fact, aside from any credit due 
im for descriptions of what today would 
$ accepted as specifically hysterical reac- 
‘ons. He appears then to have a more sig- 
nificant place in the history of psychological 
a. This fact is pertinent in relation 
3 the contemporary scene when the high 
ee of psychological affliction 15 
i ught into focus. Its frequency may have 
Saared high to Sydenham’s contempo- 
à s, and Payne was probably correct when 
‘toe Sydenham had a different notion 
“om that of modern physicians, namely 
S practicing at the close of the nineteenth 
ivoa. Today, however, the estimates of 
illnes, tment of psychological problems and 
S in the complaints of patients calling 
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on their general physicians varies from 25% 
to 50% of cases and sometimes more. These 
figures surpass those of Sydenham, even 
when we view his observations from our 
vantage point as has been outlined. Many 
physicians today are undoubtedly no less 
surprised than were those in his time and in 
that of his biographer. 

Regarding Sydenham’s explanation of 
what he called hysteria, his biographer 
writes, “It all depends, he says, upon an 
ataxia or disturbance of the ‘animal spirits’, 
which, rushing down upon the various organs 
of the body, excite pain and spasm; and in 
short ‘create the proper symptoms of that 
part.’ 

“Now the word ‘animal spirits,’ ‘psychical 
pneuma,’ or ‘breath of the soul,’ as carefully 
defined by Galen, is almost precisely the 
equivalent of ‘nerve-force’ or ‘nervous 
energy,’ as used in modern books—phrases 
which, if more plausible on the one hand, are 
on the other hand, equally vague. 

“So that, interpreted in modern language, 
Sydenham’s explanation comes to this: that 
in hysteria there is a ‘disturbance of nervous 
energy’ or ‘disordered innervation’ which 
affects different parts of the body, producing 
functional disturbances which simulate or- 
ganic disease.” 

Payne reverted to Galen from Sydenham. 
One may move from Sydenham to Freud 
(5). “Throughout life the ego remains the 
great reservoir from which libidinal cathexes 
are sent out on to objects and into which 
they are also once more withdrawn, like the 
pseudopodia of a body of protoplasm... . 
A characteristic of libido which is important 
in life is its motility, the ease with which it 
passes from one object to another... . 
There can be no question that the libido 
has somatic sources, that it streams into the 
ego from various organs and parts of the 
body.” if 

All stages in the history of medicine pos- 
sess familiar notes and familiar sounds. And 
every stage is indeed a peculiar admixture of 
fixation and growth. This applies to Syden- 
ham, to Freud, to those who came before, 
and to those who will appear in the future. 

Thomas Sydenham, one as hea 
outstanding clinician of the seventeenth cen- 
tury(6), idol of Herman Boerhaave(7), e 
inspiration of Benjamin Rush(8), and the 
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man acknowledged by the medical historian 
Singer(9) as the founder of modern clinical 
medicine, holds also an important niche in 
the history of psychiatry. He described 
hysteria, recognized its existence in men as 
well as women, but more important, he voiced 
his awareness of the very widespread exist- 
ence of psychological illness during the 
course of an active clinical practice of 
medicine. 
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AUSTIN M. DAVIES’ TWENTY-FIVE YEARS OF SERVICE 


Editor, THE AMERICAN JOURNAL OF Psy- 
CHIATRY: 


Sir: I note the fact that Austin Davies has 
served in his present dual position of Execu- 
tive Assistant to The American Psychiatric 
Association and Business Manager of The 
American Journal of Psychiatry for 25 years. 

During this period he has won the respect 
of the Fellows and members for the highly 
eficient manner in which he has carried on 
the manifold duties of his office. He has done 
much to assure the smooth running of our 
huge annual meetings, and to provide for the 
comfort and pleasure of members and guests 
who attend. Likewise, those who in their in- 
dividual or group activities within the or- 
ganization have had need for his advice or 
assistance have found his help invaluable. 

In a recent conversation with Mr. Davies 
I was keenly aware of his devotion to the 


interests and welfare of the Association. This 
was illustrated, for one thing, by the thought- 
ful planning, several years in advance, for 
our future meeting places. 

In his personal contacts he has always been 
most kind and courteous and has done every- 
thing possible to insure our personal comfort. 
Those of us who have had close contact with 
him have developed an admiration for his 
skill and competency in handling the busi- 
ness of the Association and especially have 
we come to feel a warm and affectionate re- 
gard for him as a friend. 

As one of the oldest, possibly the oldest 
Fellow of The American Psychiatric As- 
sociation and also as the senior member of 
the editorial board of the Journat, it is a 
pleasure for me to pay my tribute to Austin 


Davies. 
W. R. D. 


STATISTICS CHALLENGED 


Editor, THE AMERICAN JOURNAL OF Psy- 
CHIATRY : 

Sr: This letter refers to C. W. Wahl’s 
article, “Some Antecedent Factors in the 
Family Histories of 568 Male Schizophrenics 
in the U. S. Navy,” which was published in 
September 1956 issue (Vol. 113, pp. 201- 
210) of your JournaL. I reviewed this 
Paper for a research seminar held at the 
Columbus Psychiatric Institute, and, in so 

oing, a number of serious shortcomings of 
this Study became evident: 

1. The author eliminates almost one-third 
(a8 out of 846) of his case records “be- 
es of incompleteness, vagueness or ar- 
T Tt is quite possible, for example, 
ks. among those eliminated on these 
“ein there is a disproportionately large 
and er on whom data on overprotection 
Ras rejection are inadequate for the very 
ines On that these parental attitudes played an 

Significant role in the child’s development. 
sj 5 author at no time considers such a pos- 

€ selective bias in evaluating his statistical 

ndings, 

ties „The author acknowledges the difficul- 

in rent in his method of establishing 

ject; ich cases severe overprotection or Te 
ion were present, but he apparently fails 


t 
© employ even those safeguards that would 


have been available to him (eg. checking 
on the reliability of the judgments and as- 
suring relative freedom from prejudice). 

3. Having no control group of his own, 
the author compares his findings primarily 
with data on 100,000 naval recruits at Bain- 
bridge, despite the fact that he himself points 
out that “this sample is not representative 
of the generality of Navy men,” and, by 
implication, of the group from which his 
schizophrenics come. He justifies this pro- 
cedure with the claim that “the large sampl- 
ings make comparison valuable,” not taking 
into account that the size of a sample can 
never diminish the shortcomings of inade- 
quate matching. f 

4. Aside from the questionable relevance 
of comparisons between the 2 groups, it 1s 
incomprehensible how the author can imply 
that the difference between the 26% of his 
schizophrenics who are youngest children, 
and the 27% or 25% (as variously quoted in 
the text, pp. 202, and in the summary PP- 
209) of the Bainbridge group who are 
youngest children, supports his hypothesis 
that this sibling position is conducive to the 
development of schizophrenia. sie 

we The author fails to test for statistical 
significance of differences, €-8- regarding 
hypothesis that large family membership 
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favors the development of schizophrenia, 
where he finds that the average number of 
children in the families from which his 
schizophrenics come is 4.4 as compared to 
4.0 for those of the Bainbridge recruits. 
6. The author bases this hypothesis re- 
garding family size on the “unexpected” dif- 
ference he found in a previous study and 
again in this study between the national 
average for family size (2.2 children for 
families who have children) and the average 
number of children (4.1 and 4.4) in the 
families from which his schizophrenics come. 
The author’s hypothesis is not warranted 
because the differences are primarily to be 
explained in the following ways: (a) The 
average number of children in the family 
from which a given child comes is of neces- 
sity larger than the average number of 
children per family unit, because consider- 
ably more children come from the 50% of 
the families that are larger than average than 
from the 50% that are smaller than average, 
To illustrate this with a simple example, 
take 2 families, one with one child and one 
with 5 children, The average number of 
children per family unit (i.e. “national aver- 
age”) would in this case be 3.0. However, 
the average for the number of children in 
their family from which each of these 6 
children comes, would be 4.33. It is clear 
that the average number of children in the 
family from which the schizophrenic popu- 
lation stems cannot be compared to the na- 
tional average of number of children per 
family unit. (b) Even if comparable figures 
are used, the national average for number 
of children per family unit would be smaller 


than the average number of children 
family in which at least one child has 
reached maturity, because the former group 
also contains families who have fewer chil- 
dren by reason of being more newly estab- 
lished. 

7. A check of the author’s figures reveal 
arithmetical errors in Tables 1 and 2, 

8. The author apparently arrives at his 
figure of only 8.4% of the schizoprenic pa- 
tients having experienced neither parental 
overprotection and/or rejection, or parental 
loss, by subtracting from 100% the 50.3% 
who experienced the former and the 41.4% 
who suffered the latter without taking into 
account the overlap group of 13% who are 
included in both groups. The corrected 
figure, after making the necessary adjust- 
ment for the overlap group, would be 21.3%. 

9. The author states on p. 206: “Among 
the 100,000 random Bainbridge recruits 12% 
had lost a father by death prior to recruit- 
ment, 7% a mother, and 11.4% (sic!) had 
lost one or both parents by separation, di- 
vorce, or death prior to induction.” It is self- 
evident that all of these figures cannot be 
correct. If 12% had lost a father by death, 
then the percentage including in addition to 
these also all those who had lost a mother by 
death, and those who lost one or both parents 
by separation or divorce, must be consider- 
ably higher than 11.4. 

It thus becomes clear that the author’s 
conclusions are not, as he implies, supported 
by the actual data he presents. 


Ruportr Kaerprine, M. D. 
Columbus, Ohio. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY: 

Sir: Thank you for sending me the letter 
from Dr. R. Kaelbling which raises certain 
criticisms in regard to my article, “Some 
Antecedent Factors in the Family Histories 
of 568 Male Schizophrenics in the U. S. 
Navy.” Let me respond to his criticisms 
in the order in which he raises them. 

I. It is implied that the rejected cases were 
discarded from the working sample for fail- 

ing to state specifically information regard- 
ing the nature and quality of the patient’s 
parental relationships. Such was not the case. 
Indeed, it is obvious that such a study as this 


one could only be possible when one has 
access to a large number of cases, systemati- 
cally and uniformly studied, and utilizing 
a required and standardized psychiatric 
workup. These conditions were all met in 
the medical department of the U. S. Navy: 
Detailed inquiry into the parental antecedents 
is a standard inclusion both in the psychi- 
atric and social services anamnesis at any 
Naval facility. The “incompleteness, vague- 
ness, and ambiguity” alluded to referred al- 
most exclusively to an absence of an item 
of vital statistics rather than to so essential 
an omission as the description of basic paf- 
ental attitudes. 
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2, As the paper makes clear, the delinea- 
tion of parental attitudes is at best a subjec- 
tive judgment, even though this subjectivity 
can be reduced by making any such judgment 
by enumeration in comparison with a set of 
standard criteria of these attitudes. The 
multiplication of judges does not decrease 
this subjectivity in scientific work, and I am 
not convinced, as apparently is this corre- 
spondent, that the difficulties inherent in 
subjective evaluation of such factors are 
obviated by such a multiplication of the 
judges. 

3. The concept of the “control group” is 
one of the most abused and misunderstood 
in scientific work. It has become a kind of 
sacred shibboleth to be invoked by the faith- 
ful. It seems obvious that in any study of a 
large population evincing a complex syn- 
drome, it is simply not possible to compound 
acontrol group of comparable heterogeneity 
or one controlled for all the significant vari- 
ables. The text of the paper makes it quite 
Clear that it was not my intent to infer that 
comparison with 100,000 random Bainbridge 
Tecruits constituted a controlled comparison, 
but rather that the large sample made such 
4 comparison valuable. The most valuable 
eee ison is to data giving such incidence 
gures for the general population, which 
pre obtained from the quoted sources. Even 
ps by no stretch of the imagination could 
A called a “control group.” I would ask 
R S correspondent to consider just what fac- 

rs he would control in the study of a group 
of this nature. 

4. Ultimate and penultimate placement in 

€ sibling hierarchy (and these seemed to 
aS similar dynamic features) constituted 
X Jo of _the sample. Comparison of this 
so with the incidence of such placements 
ss 3 Bainbridge group does not support the 
ei usion that this factor is a highly 
i itous or significant one. In individual 
ea however, this factor was frequently 
Seah and the possible dynamic interpre- 
in as adduced are clearly outlined as hav- 
oot een motivated by a clinical rather than a 

atistical impression. 
7 The Bainbridge data were not obtain- 
a in such a form as to permit the calcula- 

n of a test of the significance of the dif- 
‘tence between the groups. i 
aS ‘The point made in (a) is in principle 
5 €; ie., any small random sample will tend 

Produce a somewhat larger family size 
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than the national average, since the prob- 
ability is greater in such a group of en- 
countering more members of larger families 
than small families. But the example is un- 
fortunate, because the correspondent does 
not take into account the fact that in order 
to produce the wide discrepancies which he 
produces in his example of a series of two, 
one has to enumerate children from the same 
family several times. The average of 3.0 and 
4.33 are obtained from exactly the same uni- 
verse (the entire population of both fami- 
lies). None of the schizophrenics in this 
study were siblings. Moreover, the difference 
which the correspondent adduces from a 
series of two families becomes negligible in 
a large sampling, as was this patient popula- 
tion and the national average cited. 

As for (b), I agree with the correspondent 
that this is a source of statistical error. How- 
ever, the effect of this factor would be a 
negligible one, and the marked differences 
between the average families’ size in the 2 
schizophrenic groups and the national aver- 
age are so striking that it seems probable to 
me that this is a significant datum, even 
though there are acknowledged sources of 
statistical and artifactive error. 

7. The arithmetical discrepancies which 
the correspondent noted are due to the fact 
that the percentage figures were computed 
only to the nearest tenth. This follows the 
general custom in statistical reporting. 

8. The error that the correspondent indi- 
cates is an indubitable one, and is a regret- 
table oversight. The point made, however, is 
not vitiated. Even by this amended figure, 
approximately four-fifths of the patients 
had experienced antecedent pathological par- 
ental relationships or parental loss. 

. The inclusion of the words “or death” 
after the comma in the sentence quoted is 
an erratum. The sentence should read, 
“Among 100,000 random Bainbridge recruits 
12% had lost the father by death prior to 
enlistment, 7% a mother, and 11.4% had lost 
one or both parents by separation or divorce 
prior to induction.” : 

I wish to thank Dr. Kaelbling for his 
helpful criticisms. I do not feel, however, 
that they in any particular invalidate the 
general conclusions which were drawn from 
the data. pees D., 

Los Angeles, Calif. 


COMMENT 


OUR BUSINESS MANAGER 


When the present editorial service* began 
its duties in 1931 The American Psychiatric 
Association had no permanent headquarters. 
Business was transacted at the annual meet- 
ing and at interim meetings of Council or 
Executive Committees but there was no 
administrative officer continuing on duty 
throughout the year and from one adminis- 
tration to the next, and no central repository 
for the preservation of records ; and although 
the business proceedings of the Association 
have been published each year, considerable 

valuable material relating to the earlier 
years has been lost. 

At the annual meeting in 1932 President 
Wm. L. Russell brought before the mem- 
bership the need of a permanent office and 
the appointment of an executive assistant 
who would also become the business man- 
ager of the American Journal of Psychiatry 
and take over many of the duties of the 
secretary and treasurer of the Association, 

By a happy coincidence Mr. Austin M. 
Davies, a Ph. B. from Brown University 
and whose experience especially qualified 
him for the position, became available and 
was appointed to assume his duties Oct. ts 
oo on the eve of his thirty-second birth- 

y. 

He was not unacquainted with psychiatric 
matters. Being the son of a clergyman it 
was not unnatural that he would have to 
help himself through college, and to do this 
one of the positions he held was that of an 
attendant on week-ends at Butler Hospital 
where he served for 3 years. This experi- 
ence plus the influence of his brother, Dr. 
Stanley P. Davies of the State Charities Aid 
Association and author of a book on mental 
deficiency, prompted Austin Davies to write 

his graduation thesis at Brown University on 
the subject: The Relationship of the Public 
to the Problem of Mental Illness, Little could 
he have thought at that time that the best 


1 Only four of the present members of the edi- 
torial board were on duty at that time. The others 
are later appointees. 
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energies of his life would be devoted to the 
interests of the mentally ill and to the great 
American agency organized in their behalf: 

When Mr. Davies entered upon his duties 
the question of budget for this new de- 
parture was embarassing and as a temporary 
measure the National Committee for Mental 
Hygiene most generously provided office 
space rent free. Under this kind patronage 
we continued for 5 years. 

By 1937 Mr. Davies felt that the organi- 
zation should be able to stand on its own feet 
and, strongly supported by Dr. Clarence 
Cheney, recommended to Council the estab- 
lishment of a separate head office to be main- 
tained with the Association’s own funds. 
Space was secured in the Academy of Medi- 
cine, 2 East 103rd Street. This was our 
headquarters for another 5 years when it 
was removed to Rockefeller Center where it 
has since remained. 

It is interesting at this point to consider 
some figures covering the period since Aus- 
tin Davies became executive assistant and 
business manager of the Journar. The total 
membership of the Association in October 
1932 was 1,416. Today it is close to 10,000— 
not that Mr. Davies can be held responsible 
for this hypertrophy. For another bit of 
Statistics however he may properly be given 
credit. The first issue of the Jourwat dur- 
ing his regime (Nov. 1932) contained 8 
pages of advertising (17 private sanitaria 
and I commercial advertisement). In the 
March, 1957 issue there are 35 pages of ad- 
vertising (22 private sanitaria and 24 com- 
mercials). : 

One of the major tasks of the new busi- 
hess manager was to increase the income of 
the Journat both by augmenting the paid 
subscription list and by increasing the reve- 
nue from advertising. Twenty-five years ag° 
there were 1,022 non-membership subscribers 
and the paid subscriptions amounted to 
$5,000. Today, despite several increases in 
rates the income from paid subscriptions 
amounts to $24,300 (2,500 subscribers)- 
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ertising the revenue has risen from 
Į in 1932 to $40,860 in 1956. A few 
it was necessary to engage the 
of an advertising agency as Mr. 
s’ multiplying responsibilities made it 
impossible for him to give the neces- 
to the selling of advertising. He 
Mr. Steven K. Herlitz of the Medi- 
ations Bureau for that special pur- 
the collaboration thus established 
than paid for itself. Advertising 
1957 is estimated at $50,000; sub- 
revenue at $25,000. 

cial transactions of the Associa- 
the Journat are handled in Mr. 
Office. The annual budget has 
| the present round sum of $800,000. 
ponsible for all disbursements au- 
by the budget committee and signs 
es. Previous to 1944 one officer 
as both secretary and treasurer. 
‘the executive assistant took over he 
the great bulk of the duties of this 
office and has carried a substantial 
f them ever since. 

Of our executive assistant’s heaviest 
sibilities is planning for the annual 
He has traveled the country over 
te cities that can offer suitable hotel 
nodation for our ever-growing organi- 
He has intimate acquaintance with 
200 hotels across the land, and his 
Or all purposes in the service of the 
ition approximates 25,000 miles a 
The ease with which, in collaboration 
e local committee on arrangements, 
care of our huge meetings with their 
rious activities is something to take 
+ It is almost necessary for him to be 
ral places at the same time, and he 
does it, 
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Anyone who has had occasion to visit Mr, 
Davies’ office in New York will be aware of 
the great diversity of the calls upon his time 
—personal interviews, enquiries concerning 
the several kinds of insurance he has ar- 
ranged for members, requests for advice in a 
variety of problems including referrals to 
hospitals and private physicians. His desk 
has become a general information bureau. 
His long acquaintance with the many health 
and welfare agencies located in or having 
headquarters in New York, as well as with 
hospitals and clinics elsewhere makes it pos- 
sible for him to answer telephone enquiries 
often with surprising facility, supplying the 
information desired. In his relations with 
individual members who have sought his help 
there has been much more than the mere per- 
formance of official duties ; there has been a 
personal and friendly interest that has en- 
deared him to all who have had occasion to 
call upon him. 

The 1938 meeting of the Association in 
San Francisco—the first on the West coast— 
was noteworthy. Mr. Davies had arranged 
a sight-seeing tour, going by the southern 
route and returning by the northern, in con- 
nection with this meeting. It was altogether 
a delightful and memorable occasion, the 
stimulus of which in the West resulted the 
following year in 100 applications for mem- 
berships from the State of California alone. 

The writer did not need 25 years to ap- 
preciate the value of Austin Davies’ services 
to the Association, and particularly as busi- 
he JournaL. From the 


ness manager of t Al 
first his efficiency, dependability and loyal 


collaboration have not only lightened ma- 
terially the editorial load but have made for 


a happy working association that I do not 


think could have been improved. It has been 
a pleasure for me to work with ae i 


—_ 


DIE REINE VERNUNFT 


| y I do not belong to the amiable group of 
- candid and straightforward expression 
has led me to form. If 


to remember that the victory of pure reasom over 


© Serious and laborious study 
You 
_ Without a tremendous struggle. 


I am in the habit of 
convictions which a half-century of 


—Ernst HAECKEL 
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MEMORIAL IN ZURICH FoR ADOLF MEYER. 
—A few students and associates of Adolf 
Meyer have undertaken to place a small 
tablet on the house where he was born in 
Niederweningen, Switzerland, and a larger 
plaque in the Burghdlzli Hospital, Zürich, 
where he worked with Auguste Forel. 

Appropriate services will be held some 
time during the meetings of the International 
Psychiatric Congress at Zurich early in Sep- 
tember of 1957, with Prof. Manfred Bleuler 
presiding. 

The cost has been guaranteed by the un- 
dersigned committee, but if others associated 
with Dr. Meyer would like to contribute to 
this undertaking, such donations would be 
welcomed. Since the cost will not be great, 
only token contributions need be considered. 
If the total received exceeds the amount 
necessary, the excess will be turned over to 
some agency for a purpose deemed appropri- 
ate by the committee. 

Sir David Henderson 

Miss Eunice Winters 

Dr. Oskar Diethelm 

Dr. D. Ewen Cameron 

Dr. Alexander Leighton 

Dr. Paul Lemkau 

Dr. Wendell Munice, Secretary 


Prof. Manfred Bleuler of the Burghdlzli 
Hospital has notified the Committee concern- 
ing the semi: for the ceremonies for 

e presentation of the memorial plaque f 

Dr. Meyer. The service will be held in the 
auditorium on the afternoon of Thursday, 
September 5. This is a free time for visiting 
clinics, and will not interfere with the pro- 
gram of the International Psychiatric Con- 
gress. Dr, Bleuler will preside at the cere- 
monies and brief comments will be made 
by Dr. David Henderson, who was Dr. 
Meyer’s first chief resident physician at the 
Phipps Psychiatric Clinic at its opening in 
1913; Dr. Oskar Diethelm, who is Swiss 
born, and was one of Dr. Meyer’s young 
associate professors at the Phipps; and Dr. 
Oscar Forel, a family friend and a son of 
Dr. Auguste Forel, with whom Dr. Meyer 
worked in his student years in Ziirich. 
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Dr. Bleuler suggests that, since the audi- 
torium holds only 120, visiting American 
psychiatrists and all friends and pupils of 
Dr, Meyer from other countries would be 
given preference in the seating and that they 
should register their wishes about this on 
arrival at the Congress. Dr. D. Ewen 
Cameron, who once worked with Dr. Meyer 
and is a past-president of the American 
Psychiatric Association, has been designated 
by the executive committee to represent the 
Association at the ceremonies. 


Latin AMERICAN PSYCHIATRY AND Psy- 
CHOTHERAPY.—During August, 1956, two 
important congresses took place in Buenos 
Aires, Argentina: the First Latin-American 
Psychoanalytical Congress, and the Second 
Hispano-American Medical Psychological 
Congress. 

The Psychoanalytical Congress was pre 
sided over by Dr. Garma, who was princi- 
pally responsible for its organization. The 
Medical Psychological Congress was organ- 
ized mainly by Dr. Rascovsky. Both Con- 
gresses were notable for the scientific value 
of the papers presented and because of the 
well-known personalities who attended them. 
The Psychoanalytical Congress brought to- 
gether most of the qualified psychoanalysts 
of the Spanish-speaking world, among them 
Drs. Matte, Whiting, Davanzo (Chile) ; Drs. 
Marcondes, Soares, Oliveira, Leite Yhan 
(Brazil) ; Dr. Sorhegui (Cuba) ; Drs. Por- 
tillo, Blaise (Spain) ; and Dr. M. Manriqué 
(New York), who lectured by invitation 1 
several countries. 

At the Medical-Psychological Congres 
Dr. Hans Selye, Montreal, Dr. Seymour J; 
Gray, Boston, Dr. A. Seguin, Peru, an 
many others presented papers and partici- 
pated in round-table discussions. | 1 

Other activities in Latin America ai 
Columbia: “Group of Psychoanalytic Stud- 
ies” has been organized by Drs. Socarras, 
Lizarazo, and Meluk. Peru: the distinguishes 
Prof. Delgado is publishing the ROE 
Neuro-Psiquiatria. Chile: Prof. Matte ha? 
just published two important books. Atge 
tina: Drs. Garma, Rascovsky and pichon- 
Riviere are among the teachers of the Argen 


an Psychoanalytic Association, the largest 
thoanalytical group in Spanish-speaking 
Brazil: Dr. E. Mira is engaged 
g and has published the textbook, 
, Which deserves high praise. 
mela: Dr. Quintero Muro has been ap- 
nted director of mental hygiene. 


Ww York STATE ĪNSTITUTE ON COR- 
AL PsycHIATRY.—Commissioner 
| H. Hoch and Correction Commissioner 
s J. McHugh announce a joint insti- 
correctional psychiatry and group 
ling, to be held by the New York State 
ments of Mental Hygiene and Correc- 
at Hudson River State Hospital, Pough- 
May 20-24, 1957. 
institute, the first of its kind to be 
the state, will investigate theories of 
il responsibility, preservation of in- 
‘confidence, the function of special 
ations, correct use of observation, and 
of psychiatric diagnosis in modern 
ectional study and rehabilitation. 
incipal speakers at the week-long con- 
will be Dr. Winfred Overholser, St. 
s Hospital, Washington, D. C. ; Dr. 
Guttmacher, Medical Service, Su- 
Bench of Baltimore, Md.; and Dr. 
A. Davidson, Essex County Hospital, 
it Grove, N. J. 


DS SCHOOL SPRING CONFERENCE.— 

al training and rehabilitation of the 
y and physically handicapped will be 
icern of psychiatrists, social workers, 
hologists, and educators meeting in Chi- 
May 10-11, 1957, for the annual 
School (Langhorne, Pa.) spring con- 

The meeting is being held in col- 
tion with the Dr. Julian D. Levinson 

Foundation for Mentally Retarded 
en, and admission by invitation may 
ed by writing The Woods School, 
e, Pa, 


CHING AND IMPLEMENTATION OF 
“MIATRIC-MENTAL HEALTH NURSING. 
Workshop on the teaching and imple- 
on of psychiatric-mental health nurs- 
be held at The Catholic University 
erica, June 14-25, 1957. Under the 
of Margery E. Drake and Mary M. 
Mond, of the Catholic University of 
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America School of Nursing Education fac- 
ulty, the workshop will concentrate on the 
planning and ales pry of educational and 
service programs in the area of psychiat 
and mental health. x 
Application should be made to: Director 
of Workshops, The Catholic University of 
America, Washington 17, D. C. 


REHABILITATION CONVENTION.—The 
joint convention of the American Associa- 
tion of Rehabilitation Therapists, the Associ- 
ation for Physical and Mental Rehabilita- 
tion, and the Association of Medical Direc- 
tors and Coordinators will be held at the 
Conrad Hilton Hotel, Chicago, July 7 to 12, 
1957- 


TRAINING IN PSYCHIATRIC NURSING:— 
How psychiatric nursing is taught, and how 
it ought to be taught in undergraduate pro- 
grams in collegiate schools of nursing, is the 
subject of a study recently launched under 
the auspices of the National League For 
Nursing, according to an announcement by 
Anna Fillmore, general director of the 
N.L.N. i$ TEA 

Initiated by a t of $12,420 from the 
National institute “of Mental Health, this 
project, the first of its kind, is expected to ex- 
tend through 2} years at a cost of approxi- 
mately $100,000. Five regional conferences 
are projected, and a summary national con- 
ference of experts in psychiatric nursing 
education. Their findings will be published 
in a report now scheduled for 1959. 

Participating in the study conferences will 
be a wide cross-section of psychiatric nurse 
specialists, social scientists, psychiatric nurse 
educators, and nurse specialists in all clinical 
areas of the undergraduate curriculum. 

For further information write: Director, 
National League For Nursing, 2 Park Ave., 
New York 16. N. Y. 


University or MINNESOTA ALCOHOLISM 
SympostuM.—The Minnesota Department 
of Health and the University of Minnesota 
announce a symposium on alcoholism for 
physicians, to be held at the Center for 
Continuation Study, University of Minne- 

ay 23-24, 1957- 4 
eee eds Dr. Lorant Forizs, 
medical director of the Florida Alcoholic Re- 
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habilitation Program; Dr. R. Gordon Bell, 
director of the Bell Clinic, Willowdale, On- 
tario; Dr. Vernelle Fox, medical director of 
the Georgian Clinic, Atlanta, Ga.; Drs. Nel- 
son J. Bradley and Lloyd Smith of the Will- 
mar State Hospital, Minn.; and Dr. K. W. 
Douglas, superintendent of the Sandstone 
State Hospital, Minn. 

The conference is open to all physicians, 
but attendance will be limited to provide 
ample opportunity for group discussion. The 
registration fee for the course is $5. For 
applications write: Center for Continuation 
Study, Univ. of Minn., Minneapolis 14, 
Minn. 


EASTERN PSYCHIATRIC RESEARCH As- 
SOCIATION.—The 8th scientific meeting of 
the Eastern Psychiatric Research Associa- 
tion was held April 11, 1957, at Bellevue 
Hospital, New York. The program consisted 
of a film, “The Metabolic Insufficiency Syn- 
drome,” and an address by Dr. Angus 
Bowes, St. Anne’s Hospital, Quebec, on 
“The Psychopathology of the Hi-Fi Addict.” 
Discussants of Dr. Bowes paper were Dr. 
Merrill Moore, Boston, and Dr. Ferruccio 
A. de Cori, New York City. 


Two New MENTAL Hycrene INSTITU- 
TIONS FOR New York City.—Governor 
Harriman has recently announced that the 
sites have been chosen for 2 new mental 
hygiene institutions to be built in New York 
City. One 3,000-bed hospital will be con- 
Structed in Staten Island, and a new type of 
school for mentally retarded adolescents will 
be located in Brooklyn. 

The Brooklyn school will carry out a pro- 
posal made by Governor Harriman last year 
on the recommendation of Dr. Paul H. Hoch. 
Commissioner of Mental Hygiene, for an 
institution to take care of a special group of 

patients, who now constitute a problem in 
the state schools for the retarded, and who 
need more intensive psychiatric care and 
vocational training. Cost of this school is 
estimated at 15 millions. 

The school will be designated for 600 male 
and female patients, generally in the age 
group under 21, with a relatively small num- 
ber under 16 years. 


JOURNAL OF INDIVIDUAL PsycHoLocy,— 
H. L. Ansbacher, editor, announces that the 
Journal of Individual Psychology, a publica- 
tion of the American Society of Adlerian 
Psychology, Inc., formerly known as The 
American Journal of Individual Psychol- 
ogy, has broadened its editorial policy. Ac- 
cording to the new policy, “the Journal 
is seen as the medium of expression of those 
in psychology and related fields who are in- 
terested in a holistic, teleological, phenome- 
nological, and socially oriented approach, 
based on the assumptions of an active crea- 
tive self, an open dynamic system of moti- 
vation, and an innate potentiality for social 
living.” 

The May issue, the first under the new 
policy, contains papers by Hadley Cantril, 
Albert Ellis, Ruth Hartley, Clark Mousta- 
kas, and Edmund Sinnott, among others, and 
a heretofore untranslated paper by Alfred 
Adler, dated 1937, the year of his death. 

Requests for sample copies and all other 
communications are to be addressed to Dr. 
H. L. Ansbacher, editor, University of Ver- 
mont, Burlington, Vt. 


Ontario HosprraL ror MenTaLLY Iil 
CHILDREN.—Canada’s first mental hospital 
entirely devoted to the care and treatment 
of mentally ill children, will be established 
at Thistletown in Metropolitan Toronto, 0n 
a g2-acre site which has been acquired from 
Toronto’s Hospital For Sick Children. — 

Health Minister Phillips has described 
the new centre as designed strictly for men- 
tally ill, or psychotic children, and not fot 
mentally defective or mentally retarded 
children. The Thistletown hospital was cor- 
structed in 1928 and has a capacity of 115 
beds. 

Cumprens Hosprrat Socmery oF LoS 
ANGELES—The Childrens Hospital of Los 
Angeles and Child Guidance Clinic of L05 
Angeles will hold their annual workshop ia 
special pediatric-psychiatric problems 19 ee 
Childrens Hospital, 4572 Sunset Boule 
Los Angeles, May 28, 29, 1957- Hale ‘a 
Shirley, M. D., of the child psychiatry ert 
Stanford University Hospitals, will lead me 
discussions and workshops. Members if 
Childrens Hospital and Child Guidant 
Clinic staffs, as well as distinguished gues 
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outstanding in their fields, will participate. 
The 2-day program will include a review of 
problems of developmental crises, psycho- 
somatic problems, some special problems of 
adolescence, atypical children, and “brain 
damaged” children. 

The fee for the series is $10 payable to 
Childrens Hospital Society, and to be mailed 
to the office of the medical director, Chil- 
drens Hospital, 4614 Sunset Boulevard, Los 
Angeles 27, Cal. 


Sanpor Rapo Lecrures.—Thomas M. 
French, associate director of the Chicago 
Psychoanalytic Institute, delivered the second 
Sandor Rado Lectures at the College of 
Physicians and Surgeons, Columbia Univer- 
sity, on February 15 and 16, 1957. The 
titles of his lectures were: “Analysis of the 
Dream Censorship,” and “The Role of Hope 
in Psychoanalytic Therapy.” 


Norra Paciric Socrery or NEUROLOGY 
AND Psycutatry.—The annual convention 
of the North Pacific Society of Neurology 
ind Psychiatry, and the North Pacific Dis- 
E Branch of The American Psychiatric 
À en was held in the Benjamin Frank- 
Gs otel, Seattle, Wash., April 11-12, 1957- 
Ga, speakers on this occasion were Dr. 

tl List and Dr. Matt Ross. 


Jont Commission ON Menta Irt- 
= A AND HeaLrH.—This Commission, 
agen up of representatives from 27 national 
See concerned with various aspects of 
ope al health, is a non-governmental agency 
A tating under Congressional authorization 
ie grants from N.I.M.H. It is now 

fates cond year of its study of the United 
tent i Tesources and needs for fighting 

a z illness and promoting mental health. 

ay oa with headquarters in Cambridge, 
way D as 10 study projects already under 
A a Dr. Kenneth E. Appel of Philadelphia 

sident of this Joint Commission. 
Health National Association for Mental 
Bou 1S the first citizens’ voluntary health 
in P to join with Congress and N.LM.H. 
bein € financial support of the 3-year study 
& made by the Joint Commission. 


Viroinia Beyer Lecrures.—The depart- 
ment of psychology, Springfield (Maryland) 
State Hospital, announces that the Virginia 
Beyer Memorial Lecturer for 1957 will be 
Melitta Schmideberg, M.D. The topic will 
be “Psychotherapy and the Therapeutic 
Management of Delinquents.” The lectures 
will take place on May 24 and 25. Registra- 
tion fee is $10.00. For further information 
write to Dr. Michael H. P. Finn, Springfield 
State Hospital, Sykesville, Md. 


Nationa. HeattH Forum.—Preventive 
psychiatry was represented at the National 
Health Forum, meeting in Cincinnati, March 
21, by Francis J. Braceland, president of The 
American Psychiatric Association, and Dr. 
Jack R. Ewalt, director of the Joint Com- 
mission on Mental Illness and Health. Dr. 
David B. Allman, president-elect of the 
American Medical Association, also spoke at 
this Forum urging that all doctors should 
recognize the responsible part they have to 
play in dealing with mental health issues. 

The National Health Council, represented 
by this Forum, is composed of 59 organiza- 
tions. Dr. Allman indicated the need for 
planned cooperation of all these groups with 
the medical profession in attacking the 
country’s number one public health problem. 


Deatu or Dr. Brirt.—Dr. Robert E. 
Britt, well-known psychiatrist of St. Louis, 
Mo., died suddenly of a heart condition at 
his home, Oct. 28, 1956. Born in Omaha, 
Neb., March 9, 1904, Dr. Britt graduated 
from Creighton University in 1929. He in- 
terned at Highland Hospital, Oakland, Cal, 
and spent several years in residency in neuro- 
psychiatry at Boston Psychopathic Hospital 
and Montefiore Hospital, New York. He 
joined the faculty of St. Louis University 
School of Medicine in 1935 and advanced 
to the rank of associate professor in neuro- 
psychiatry. Throughout the past 20 years 
his medical interests were almost entirely in 
teaching and practice of clinical neuropsy- 
chiatry. i 

Dr. Britt was a fellow of the American 
Medical Association, The American Psychi- 
atric Association, and the American College 


of Physicians. 
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20TH INTERNATIONAL CONGRESS OF Psy- 
CHOANALYSIS.—The 20th Congress of the 
International Psychoanalytic Association will 
be held in Paris, France, July 28 to August 1, 
1957. Organized by the Société Psychana- 
lytique de Paris, the three main panels pro- 
jected are: 1. Contributions of Direct Child 
Observation to Psychoanalysis, with Anna 
Freud delivering the main presentation; 2. 
Neurotic Ego Distortions, with Dr. Maxwell 
Gitelson giving the main address; and 3. 
Variations in Technique, with main presenta- 
tion by Dr. Rudolph Lowenstein. 

Dr. Heinz Hartmann, president of the 
International Association, will open the Con- 
gress. Further information may be obtained 
from the committee chairman, Dr. Edward 
Kronold, 17 East 96th Street, New York, 
28, N. Y. 


RESEARCH EQUIPMENT Exuisir.—Mem- 
bers of the A.P.A. are cordially invited to 
attend the 7th annual Research Equipment 
Exhibit and Instrument Symposium to be 
held May 13-16 at the National Institutes of 
Health, Bethesda, Md. 

Approximately 100 exhibitors will display 
one-quarter million dollars’ worth of the 
latest research instrumentation. Certain 
equipment is here viewed publicly for the 
first time. This annual display has become 
the largest concentration of research equip- 
ment in the United States, and provides a 
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unique opportunity for qualified persons 
to view the instruments and to exchange in- 
formation with the manufacturers repre- 
sentatives. 

The exhibits will be open daily, 11 :30 a.m. 
to 6:00 p.m. on May 13 and 16, and at 9:00 
p.m. on May 14 and 15. In conjunction with 
the exhibit, a symposium will be held May 
13-15. 


SMITH, KLINE AND FRENCH FELLOW- 
SHIPS IN PsYCHIATRY.—The American Psy- 
chiatric Association has recently announced 
the award of 14 Smith, Kline and French 
Foundation Fellowships in psychiatry. These 
14 grants, established mainly to provide 
training in psychiatry, total $38,454, and 
represent the largest amount given in one 
year under the Foundation’s total grant of 
$90,000 for the 3 years 1955 through 1957. 

The fellowships are administered by a 
committee named by The American Psychi- 
atric Association consisting of Drs. Kenneth 
E. Appel, Philadelphia, Chairman ; Daniel 
Blain, Washington, D. C.; Henry Brill, Al- 
bany, N. Y. ; Jacob E. Finesinger, Baltimore, 
Md. ; Francis J. Gerty, Chicago, Ill. ; Robert 
G. Heath, New Orleans, La.; David A. 
Young, Raleigh, N. C.; and Seymour D. 
Vestermark, Bethesda, Md. ; 

Applications and further information may 
be obtained from the fellowship committee, 
P. O. Box 7929, Philadelphia, Pa. 


MIND MOLDS 


From what I have said, it is clear that 
being able to approach these 


I was in the intellectually enviable position of 


i (religious) problems without that conditioning in yout 
pis. bs the: lange mass pf Christians, stigmatizes doubts of creed or critical appraisal 
of doctrine as reprehensible or even sinful; and which automatically, inhibits later con- 


templation except from theologically fixed 
of childhood, poured into a mold and allow 
of Christian denomination which, 
through life, unmalleable in the fi 


premises. My mind was not, in the liquid state 
ed to harden into one or the other of the ingots 
whatever their minor differences of pattern, all ho 
res of reason, the basic form of unquestioning faith. 


HANS ZINSSER, 
The Biography of R. S- 
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Tue Lire AND Work or SicMUND Freup. Vol. 2. 
Years of Maturity, 1901-1919. By Ernest 
Jones, M.D. (New York: Basic Books, Inc., 
1955. $6.75-) 


There have been several attempts in the past to 
offer the reading public a biography of Freud, at- 
tempts which failed because of many factors. Fritz 
Wittels’ Freud was charged with a great deal of 
negative affect, and therefore his little book remains 
but a signpost on the psychoanalytic road of inva- 
sion of psychopathology, a sign of battle so to 
speak. Such more recent efforts as that of Puner 
seem to be more a response to the increasing popu- 
larity of the theme rather than accurate biograph- 
ical writing. Freud's own “autobiography” is but 
a masterpiece of saying as little about one’s self as 
Possible. 
ae biography of Freud by Ernest Jones bears 
aoe earmarks of authenticity and richness and 
bs ef of information. The first volume bade fair 
i ag an example of historiography rather than 
ag yy but it at once, stood out as a monu- 
is and objective contribution to the history of 
EDA and works of Sigmund Freud. It must be 
ain A tnt this first volume followed the publi- 
zi of the letters of Freud to Fliess, letters 
ea ae a great deal of the personality of 
hg E his anxiety, ambitions and emotional 
a . Yet the first of Jones's three promised vol- 
aed contains much that is new, a lot that is im- 
abies | and it will remain for years to come a 
sl ook for those who would wish to gain a 
sae intimate knowledge of Freud and of the 

a ngs of his mind. 
ibe hey even in the first volume a tendency on 

es F the biographer to be more a chronicler 
a iographer. But as long as the material 
a aid and revealing it was casy to overlook, 

or oe to notice, this tendency to recite certain 
after n er than to produce the synthesis which 
id Kin is the essence of true historical writing ; 
oy is history combined with psychology. 

Peas T, Ernest Jones acquitted himself in the 
Gain me of this magnum opus with considerable 
not a e was terse, at times even relentless, in 
or dif sealing some of Freud’s personality quirks 
pda iA ties. Jones seemed definitely embarked 
Ereid aaeh for an answer to the riddle that was 
a ari riddle Freud was—a mixture of poetic 
rends Ta and scientific dryness, of luxurious 
of liber imagination and of intellectual austerity, 

i Siig indulgence and puritanic self-denial. 
Way in was partly hinted at in a dry sort of 
otward e first volume, and one naturally Jooked 
interest to the next with considerable curiosity and 
ae iaecond volume covers the years 1901-1919. 

not help but sympathize with the difficulties 


with which Jones was confronted in writing about 
pa years, ee of all, Jones himself was not 
only a witness of but an active participant in what 
became popularly known as the pacts ar 
movement, This in itself must have been a con- 
siderable handicap. It must have been rather diffi- 
cult if not painful to strain one’s objectivity in the 
midst of the battle. There are some who welcome 
this particular feature of Jones's second volume; 
thus Henry Lowenfeld is moved to say: “The fact 
that Jones's own life and work are intimately in- 
volved with Freud’s, that this book is part of 
Jones’s autobiography, endows it with its singular 
freshness of personal expression, Future works 
may attempt more critical objectivity and evalua- 
tion, but it is not likely that any one will ever re- 
place this work” (J. Am. Psychoanal. Assoc., Oct. 
1956). Quite true, One is naturally inclined to 
stand a little in awe before this monumental testi- 
mony to a person's productivity, for whatever else 
one might think of this biography, with the third 
volume as yet to appear, it represents already a 
weighty and in many respects a unique accomplish- 
ment. All this despite a considerable lack of what 
Lowenfeld calls “critical objectivity.” 

As far as the story of the scientific evolution of 
Freud and of psychoanalysis is concerned, the 
reader would do well not to expect too much from 
the perusal of this volume. Those who are fa- 
miliar with the psychoanalytic literature will learn 
little new, those who are not will learn less—for in 
this respect the presentation is not only of neces- 
sity sketchy, but the material is arranged in an 
unfortunate manner of mere chronological listing, 
so that the inner cohesion of the working of Freud's 
mind is not clearly brought out. At times one feels 
almost impatient about the repetitiousness here and 
there. Vet this repetitiousness is inevitable if one 
tries to combine purely chronological presentation 
with some sort of psychological synthesis. 

Whatever the fate of Freud’s system in the his- 
tory of thought, it will take a considerable time 
before scientific history will be able to offer a ver- 
dict that would be both just and tenable, both 
scientific and psychologically coherent. This second 
volume is written only some 17 years after Freud’s 
death, and in the perspective of history it must be 
looked upon more as a source book than a biog- 
raphy. In one respect, however, it reveals some 
characteristic data which no one else may be able 
to supply in the future. I have in mind two things 
which are indivisible in my frame of reference; 
Freud’s anxious personality and his relation to and 
role in the psychoanalytic movement. This move- 
ment, as is known, has been undergoing consider- 
able fragmentation of late. Not only are there 
several “split-off” psychoanalytic groups, but with- 
in the frame of the International Psychoanalytic 


Association there are subgroups which do not pull 
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together at all. There are cities in which there are 
two psychoanalytic societies, both “recognized” as 
Freudian, both “authorized” to train psychoana- 
lysts, both members of the American and conse- 
quently of the International Psychoanalytic Asso- 
ciation. Moreover, there is another group of 
Freudians who are psychoanalysts in the Freudian 
sense but who are not physicians; there is yet 
another group, or strictly speaking a number of 
individuals, who are laymen but who enjoy the 
status of honorary or “special” members of the 
medical organizations of psychoanalysts. 

In other words, within the framework of recog- 
nized Freudians there seems to be a series of sub- 
divisions based not on ideological but perhaps on 
personal, at any rate, almost adventitious, grounds. 
All this would seem to mean that the psychoana- 
lytic movement qua movement is in the process of 
losing ground. This is not the place to discuss the 
why and wherefore of this situation, or the histori- 
cal significance of it, but it must be kept in mind if 
we are fully to understand the special bias of 
Ernest Jones which is reflected in this second vol- 
ume of his biography of Freud. 

The importance of psychoanalysis as a move- 
ment during the years covered by the second 
volume is so conspicuous that one can well under- 
stand that Jones’s heart and mind are centered on 
this movement, and one can easily understand or 
at least be duly tolerant of Jones’s eagerness to 
emphasize his total identification with the pioneers 
of this movement. He often points out that the 
majority of the pioneers of psychoanalysis were 
Jews, and sensitive Jews, keenly aware of the bias 
against them on the part of universities, academic 
circles, and society as a whole. Speaking of the 
Jews’ awareness of this discrimination, Jones—as 
if to leave no doubt of how much he was one with 
the original group of men who gathered around 
Freud—points out that he had no difficulty in un- 
derstanding those early Freudians, since he him- 
self belonged to a persecuted minority! To the 
uninitiated this might sound almost ludicrous, for 
one would be hard put to find in the successful 
Welshman Jones a sense of belonging to a perse- 
cuted minority. One wonders whether Lloyd George 
had the same sense. 

However, this exaggeration of Jones’ must be 
understood more as an affective emphasis of 
unity with the psychoanalytic aborigines than 
merely as a comical overstatement. In justice to 
Jones, one must say that he is not given to too 
much affective emphasis; being a good Welsh- 

Englishman, he is rather given to terse understate- 
ments. Yet there is no doubt left in the reader that 
Jones, in writing the second volume, wrote it not 
only with a sense of affective participation but to 
a very great extent with a sense of personal pre- 
occupation with the events and people he had to 
mention or describe. If this were not so, it would 
be difficult to explain why Jones with all his identi- 
fication with the persecuted minority had to point 
out that Otto Rank’s name was actually Rosenfeld 
and Sandor Ferenczi’s Fraenkel. These are not the 


only superfluous details which ought to be outside 
the scope of a biography of Freud. The perennial 
hypochondriasis of Ferenczi, Rank’s attempts to 
avoid military service are totally out of place. Even 
more out of place are Jones’ remarks about A. A. 
Brill, whose life-long friend Jones was reputed to 
be. There are remarks strewn over many a page 
to the effect that Brill knew few if any foreign 
languages and that he, Jones, tried to convince 
Freud that Brill was a poor translator of Freud's 
writings. Freud’s response, to the effect that he 
would rather have a good friend than a good trans- 
lator, left Jones undaunted, and the American 
reader may be very much surprised to find how 
little credit, if any at all, Brill is given for all that 
he did for the psychoanalytic movem2nt in America, 
The impression is gained, and an emphatic one, 
that it was all the work of Ernest Jones. 

I do not want to give the impression that Jones 
has written a purely egocentric book. Far from it. 
His pen sketches of Jung, Stekel, Adler, Rank and 
Ferenczi are veritable masterpieces—here and there 
acidulous, pin-pricky, but little chef-d’oeuvres of 
incisiveness, even though the reader is never per- 
mitted to forget whether Jones happens to be deal- 
ing with a friend or an enemy of the psychoanalytic 
movement as Freud saw it. 

A word or two about that which does appear to 
be the major theme of the volume: the psycho- 
analytic movement, The impression is gained that 
from the very beginning Freud was extremely eager 
to make friends with certain personalities of aca- 
demic prestige. He went out of his way to “keep” 
Putnam of Harvard, or Jung, or Bleuler, but he 
dropped with what appeared considerable ease the 
minor dissenters. Officially, Freud seems to have 
had no interest in the administrative matters of the 
International Psychoanalytic Association, but actu- 
ally, as Jones lets it slip, Freud “designated” the 
President of the International Association, and the 
whole business of actual administrative leadership 
was in the hand of “the Committee” of 7 persons 
of whom Jones was one. Thus at first Freud him- 
self led the battle, then the Committee whose mem- 
bers were selected by Freud and elected by no one, 
and who wore a special ring (a gift of Freud him- 
self to each one). It seems to have been a rule 
“seven rings” or their future substitute—an un- 
official but actual center of power of the psycho- 
analytic movement. The criterion of belonging was 
loyalty to Freud. Ideological disagreement was 
sufficient cause for being dropped or for stepping 
out. The very few exceptions like the Swiss min- 
ister Pfister seem to be real exceptions, not easily 
understood in the light of what might be legiti- 
mately called psychoanalytic politics. 4 

Of course, all this in itself has little to do with 
Psychoanalysis as a scientific discipline or a thera- 
peutic art, However, the history of medicine knows 
that even Hippocratic medicine, when it bere 
the possession of those who would keep it and hol 
on to it as a lever of or for power, degenera! 
dogmatism, and that Galenic medicine met the same 
fate. It took many centuries before the Hippocratic 
and Galenic traditions were revived as true tradi- 
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tions rather than the dogmatic possessions of a few 
hundred thousand men. 

As I have already said, the presentation of 
Freud’s ideas and theories is of necessity too sum- 
mary in this volume to be viewed as an original 
contribution. As to the personality of Freud, there 
is a definite contrast between the portrait of Freud 
as offered in the first volume and that offered in the 
second. 

Jones seems to cling rather tenaciously to the 
myth that Freud, while he was writing his Inter- 
pretation of Dreams and was in steady correspond- 
ence with Fliess, underwent what amounted to a 
thorough and even masterly psychoanalysis by 
himself{—a truly gigantic psychological task; this 
analysis over, approximately in 1899-1900, so runs 
the tradition, Freud proceeded as if unimpeded by 
unconscious difficulties and developed into a uniquely 
mature,” objective, realistic personality, It is 
quite true that Freud did a remarkable piece of 
psychological work on himself, which gave him an 
immense insight into the workings of his own mind 
and that of others. However, it is also true that 
in daily human relations Freud was rather a poor 
Menschenkenner, and the history of his great en- 
thusiasms for and disappointments in his friends- 
collaborators is testimony to a “weakness” which 
is not foreign to a great many great men. More- 
ie it is rather mythological to tend to consider 
a “mature” and “fully analyzed” just because 
Ex a immense inner work he accomplished while 

rking on his Interpretation of Dreams. 
hed beauty and puzzle of it all is that Freud was 

r from that ideal postanalyzed personality which 
si tends to emphasize. Freud’s fainting spells 
es a result of severe emotional tension), which 
“aed himself cites, the almost constant dour, de- 
Beas cast of Freud’s affect, his remoteness and 
a. complete absorption in work, bespeak a 
ae that is not entirely the ideal picture of 

teut he jargon calls “a well-adjusted person. 

S original faith in the success of the German 
“tee war and the ultimate victory of the Central 
hal s during World War I bespeak a rather 
an of the ordinary citizen of a German- 
k held: country at that time. All this should not 
ie against Freud of course, but it certainly 
ne ot reveal a deep insight into the cultural tra- 
ald his time. In this respect Freud sto 
both i < behind some of his own contemporaries, 

This ermany and Austria. S 
nF ne all-too-human aspect of the homo politicus 

A is perhaps not even surprising, for from 
Bis andpoint of sociological perspective Freud's 
ge were rather narrow. There is no spect 
would why this should be otherwise—unless one 
afraid mag in the cult of personality. I am 

ich that this is a more or less general tendency 
rend? Jones reflects frequently—so much so that 
Diss $ obvious faults are cited at times as virtues. 
eg pe describes an incident, seemingly of 
Brew OW good a pater familias Freud was: 
stattu once came into possession of an antique 
atuette which he valued greatly. He brought it 


im to the luncheon table where his family 
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foregathered, this being one of the very few periods 
during the day when they could see the busy man. 
All through the luncheon Freud looked at the 
statuette without uttering a word; luncheon over, 
Freud and the statuette proceeded to the office, back 
to work. 

In full justice to Jones, it must be said that what- 
ever his bias and some rather prejudiced inter- 
pretations, the figure of Freud stands out as that 
of a complex man with all his small and captious 
little peculiarities, with all his weaknesses, shadows 
and lights. The riddle that is Freud thus remains 
a riddle. For even the most punctilious psycho- 
analyst is unable to explain how this ambitious 
man, this anxious man who never throughout his 
youth, middle or old age was free of almost con- 
stant fear of death, who had a constant preoccupa- 
tion with his bowels and an almost insatiable ambi- 
tion to be great, how this man did in fact achieve 
greatness—and, who knows, probably immortality— 
in the history of man’s endeavor to understand 
man. 
Grecory Zirsoorc, M. D., 

New York City. 


MmicaL Research: A Micentury Survey. 
Vol, I: American Medical Research in Prin- 
ciple and Practice. 765 pp. Vol. Il: Un- 
solved Clinical Problems in Biological Per- 

Edited by Esther Everett 

The American Founda- 

tion. (Boston: Little, Brown & Co, 1956. 


the philosophy back of the vari- 


voe a 2% and indicates what concepts 


ous studies reported 


Medical et p ay 
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poke F re e trends and current 
cal and biological research in the 
Research agencies; and 4. Clear- 


i tuber- 
i ertension, the rheumatic syndromes, 
ett nature of viruses and of virus diseases, 
and the biology of schizophrenia. 
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tions should put these at the head of his reading list. 

The introductory chapter outlines why and how 
the survey of medical research was made. It em- 
phasizes that, while the public may be preoccupied 
with the cost of medical care, the only real health 
insurance lies in providing an adequate number of 
well trained and competent health personnel. This 
is especially important for the “adequate support 
of medical education and research.” Medicine 
should be regarded as a life science involving the 
whole field of biology, and it is necessary to sup- 
port and expand research in this field as well as in 
chemistry, physics, and mathematics. Although 
such support “is not yet the animating principle of 
our national policy or of prevailing public senti- 
ment ... the medical research involved must be 
in biological perspective, utilizing the contributions 
of chemistry, physics, mathematics, and the results 
of research on atomic energy. This is the thesis 
of this study; it it the point of view of the American 
Foundation, of its Committee of Consultants, and 
by every implication of the hundreds of investiga- 
tors and teachers that contributed to this work,” 

The editors point out that the reports on un- 
solved clinical problems, in Volume 2, all have the 
same dominant purpose——“to present the areas of 
research, however vast, however remote, however 
little developed as yet, that seem to bear upon the 
metabolic mechanisms primarily involved in the 
given condition. . . . They were selected, however, 
not for these reasons but because of the way in 
which they illustrated disturbed structure and/or 
function reflecting disordered chemical processes of 
cellular metabolism, integration which character- 
izes the normal healthy organism. Any funda- 
mental solution of these clinical problems is seen 
to be referable to research in molecular biology, 
whether concerned with the life and activities of 
single cells, of specialized cells within complex or- 
ganisms, or of the organism reacting as a whole 
through integrating and adaptating mechanisms.” 

Volume 1 then proceeds to explain this process 
in a 78-page chapter entitled “Medical research in 
the perspective of biology, chemistry, physics, 
mathematics, and science.” It emphasizes that the 
concept of multiple causes has now replaced the 
idea of a specific factor in disease, and there is 
greater concern with the normal and greater inter- 
est in genetic constitutional factors. The interrela- 
tion of psychological and physical factors is dis- 
cussed, as is also the role of chemistry, physics, and 
mathematics; considerable space is devoted to nu- 
clear physics and radioactive isotopes. The chap- 
ter ends with an interesting discussion of the rela- 
tion of basic to clinical research and the manner 
in which basic clinical research has contributed to 
medical knowledge. 

Chapter 2 takes up in 192 pages “Current trends 
and current problems in medical and biological re- 
search in the United States.” Concepts and gen- 
eral philosophy of planning and organizing re- 
search are examined. In pointing out the various 
sources of funds, the role of foundations, pharma- 
ceutical laboratories and universities in financing 
research is discussed. In connection with the United 


States government’s increasing interest in these 
problems and in financing various researches, the 
values and dangers of governmental support are 
well presented, along with several other related 
matters. 

Chapter 3: “Research agencies” in its 489 pages 
reviews the ways in which the leading universities 
of this country have set up research. The chapter 
also covers the role of the independently endowed 
research institutes, non-teaching hospitals, group 
clinics, industrial organizations, government, scien- 
tific and professional societies, national voluntary 
health associations, and the National Academy of 
Sciences, 

Chapter 4: “The clearing results and controlling 
products of medical research,” occupies 30 pages, 
and is followed by an appendix. 

In Volume 2, the first chapter, “Current meta- 
bolic concepts orienting research in biology and 
medicine,” explains the biological perspective for 
the research in clinical problems. The 65 pages 
give much basic knowledge about scientific topics 
such as protein composition, the enzymes, cellular 
metabolism, metabolic energy and its utilization, in 
the course of explaining the correlation and adapta- 
tion within the organism as a whole, and thereby 
laying the ground-work for the remaining 9 chap- 
ters. Because of space, I shall limit my discussion 
to 4 chapters. 

Chapter 4: Arteriosclerosis, and Chapter 5, Hy- 
pertension, will interest psychiatrists because many 
of them must deal increasingly with these condi- 
tions, The major investigative approaches are 
excellently described, with emphasis on the fact 
that structure and function are inseparable. All 
Psychiatrists should read the very careful reviews 
of cholesterol metabolism in arteriosclerosis and of 
the theories making cholesterol the main cause of 
atherosclerosis, The general discussion of hyper- 
tension is also excellent. Comparatively little psy- 
chiatric material is presented in either chapter, but 
one should remember that out of the quantity of 
speculation as to psychogenic bases in the 2 dis- 
eases, relatively little work would be considered 
sound research and worth presenting. P 

Chapter 9 reviews in 155 pages the whole subject 
of alcoholism. It stresses metabolic approaches to 
outstanding psychological and social problems and 
therefore discusses only briefly at the end the psy- 
chological and sociological approaches. A good 
historical review and a general view of the im- 
Portance of the problem are included. The ma- 
terial dealing with the metabolism of alcohol repre- 
sents the present thinking of the best workers in 
this field, and recent studies on brain metabolism 
by Kety and by Himwich are correctly quoted. 
Masserman’s experimental work, which shows how 
animals may temporarily lose certain artificially 
induced neuroses when given alcohol, is excellently 
Presented. Likewise, the metabolic theories and 
work of Roger Williams are discussed in a clear 
and well balanced way. One is brought up to date 
on the use of hormone therapy, aversion treatment 
and disulfiram. The discussion of psychotherapy 
is rather brief, with about a page given to Alco- 
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holics Anonymous. As a whole, the chapter sum- 
marizes well the research work on alcoholism in 
the last 20 years. The fact that most of the worth- 
while research has been along metabolic lines justi- 
fes the concentration of the chapter upon the 
metabolic aspect. 

Chapter 10: “The biology of schizophrenia,” 
describes the interaction of physiological, psycho- 
logical and social factors in its 126 pages. After 
summarizing past and present concepts of schizo- 
phrenia, it examines the possible roles of hereditary, 
physiological, psychological, and social factors. 
The discussion of desirable research emphasizes the 
ned for more work in comparative biology and 
more study of the normal than so far done. Indeed, 
psychiatry has been charged with being “less inter- 
sted in the music from normal violins than in the 
sour notes that come from some violins.” 

An excellent summary of the physiological re- 
oe work includes the attempts to correlate the 
i ctioning of psyche and soma, with considerable 
etail about brain localization and special work in 
biochemistry and endocrinology. 

Much of the latest work with lysergic acid, 
mescaline, and similar drugs is described. The 
ad approach is rather brief but well bal- 
cane is the discussion of social and cultural 
ia he whole chapter should be read by any- 

interested in the latest research in schizo- 


Phrenia, 
K. M. B. 


Dictionary or AnTHRopoLocy. By Charles Winick. 
(New York: Philosophical Library, 1956, PP. 
579. $10.00.) 


ie last anthropological dictionary to appear be- 
ies Present one was the Dictionnaire des Sci- 
the ye nthropologiques, published at Paris between 
ee That work ran to over 1,100 
eadin columned pages and was written by the 
isa RA experts of the day. The present Dictionary 
of ean work and it shows all the deficiencies 
or an so. Anthropology is far too large a subject 
shows man to grapple with as a whole, and Winick 
Many Ope a profound lack of familiarity with 
ing wh te branches that one cannot help wonder- 
im as er it was not this very lack which caused 
nie the making of the Dictionary. 
hysical ane particularly weak on archaeology and 
Ologists anthropology. He uses terms which arche- 
nd wh no longer use, such as “the Epipaleolithic, 
Ure su it he describes a particular prehistoric cul- 
Mention » for example, as the Azilian, he omits to 
h mn the implement among others by which it 
ram characterized, namely, the microlith. 
thar it, defines the microlith he fails to mention 
ral oh is the type implement of the Mesolithic cul- 
exhibit of man, and that therefore any culture 
bai microliths will in all probability belong 
omo cultural phase. Winick’s account of the genus 
Hin Ma, quite unsound, as is his account of Galley 
mkelpful. The discussion of subincison is not only 
ng some but anatomically incorrect, Winick hav- 
Ome difficulty with the meaning of the term 


“posterior,” as when he places the acetabulum on 

the tate m the pelvis.” These examples 
are chosen at random, but they could greatl 
multiplied. id i x 

Added to the many inaccuracies and inadequacies 
is the author’s rather awkward English and impre- 
cision in the understanding of the meaning of ordi- 
nary words. I would sum up by saying that a dic- 
tionary of anthropology could have been a helpful 
contribution; the present work, however, is not only 
unhelpful but likely to be misleading. 


M. F. ASHLEY MONTAGU, 
Princeton, N. J. 


EDUCATION oF MENTALLY HANDICAPPED CHILDREN, 
By J. E. Wallace Wallin, Ph. D. (New York: 
Harper and Brothers, 1955. $4.50.) 


Dr. Wallin’s book is intended primarily for ad- 
ministrators and special education teachers in the 
area of mental deficiency. Actually, except for a 
few chapters concerned with the specifics of teach- 
ing procedures, it is an important study of the prob- 
lems and social implications of mental deficiency, 
and could be read with profit by all persons con- 
cerned with this field. It could hardly be otherwise 
for Dr. Wallin shares with us his experience, re- 
search, and philosophy derived from a half century 
of dedicated service with and for mentally handi- 
capped persons. 

The underlying philosophy of his book is that 
equality in education does not mean identical edu- 


cation for all. He strongly advocates—and his 


arguments are very convincing—that mentally de- 


ficient children have a right to be educated within 
the framework of the public school system, but 
preferably in segregated classes. This includes 
every child who can benefit from a public school 


education, including those with mental ages of about 


d Binet 1.Q.’s of 35 or 40 ( 1 
oe 2 toilet trained and have no “ob- 


„Q. 50 are fully as cap; 3 
belon the learning situations are ad- 


and capacities as are some 


ological examiners will (7 
i interested in the author’s discussion O! 
bape is indicated, the problem of 


mentally handicapped chil- 


a person can be diagnos 


Wallin cautions against Use logica 
tests alone for this purpose, which in this eah s 
is a point that can not be overemphasized. 

in the education O 


is eati 
For those directly ys Shs ene will, I 


ly handica i olun 
iren to be one of the most Re = 
comprehensive contributions to the field yet Pi 
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lished. (Which is not to say that most educators 
will agree with all of the author’s very strong and 
sometimes dogmatic views regarding certain teach- 
ing principles.) The extensive bibliography pro- 
vided at the close of every chapter will certainly 
prove helpful to the serious student. The profes- 
sional person who is only occasionally occupied 
with the question of mental deficiency will find 
this volume an authoritative, scientifically based, 
humanistically motivated contribution to one of so- 
ciety’s most baffling problems. 
Sor Gorpon, Pu. D, 
Philadelphia Child Guidance Clinic, 


Tue Nurse AND THE MENTAL PATIENT. By Morris 
S. Schwartz, Ph.D., and Emmy Lanning 
Shockley, R.N. (New York: Russell Sage 
Foundation, 1956. $3.50.) 


Without the satisfaction that goes with achieve- 
ment and personal growth, the nurse cannot be 
happy on her job, and the nurse’s job satisfaction 
and patient improvement are inseparably linked, 
the one dependent on the other. This is the theme 
of this book, unique for its simplicity and clarity 
of presentation, It is designed “expressly for those 
who work with the mentally ill.” 

The authors, one a research sociologist and 
social psychologist, the other a psychiatric nurse 
and nursing educator, make use of the case study 
method in presenting their findings from a year 
of research. The setting for the project was a 
hospital of 70 inpatients, the majority of whom 
were schizophrenics. The 15-patient’ ward studied 
housed patients least able to care for themselyes. 
It was well staffed, affording adequate opportunity 
for intensive personal contacts between patients and 
ward personnel. It would appear that the problem 
situations and interpersonal relations were not ma- 
terially different from those in any other mental 
hospital. 

The book is divided into two parts. Part I deals 
with recurring problems, namely, fear and Patients’ 
combativeness, the demanding patient, the with- 
drawn patient, the hallucinating, delusional or pre- 
occupied patient; eating difficulties, incontinence, 
sexual connotations, suicidal propensities and ex- 
treme anxiety. These symptoms are not mean- 
ingless or purposeless; the law of cause and 
effect is operative. Then what is the meaning, what 
is the patient’s goal? How may the nurse best 
understand these symptoms? In what way does 
she aggravate them? In what way may she i 
and correct them? How may she best understand 
herself? These are questions that the authors 
answer by individual and group discussions with 
ward personnel. The personnel participate freely 
in the discussion and seemingly arrive themselves 
at the correct answers to their questions, 

Part II deals with the all-important questions 
of understanding, communicating with and relat- 
ing to the patient. The authors very well charac- 
terize mental illness as “the patient's distinctive 
and characteristic way of Participating with others,” 
We can understand the patient only in terms of his 
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needs. To understand him, one must understand 
one’s self. The nurse, therefore, must understand 
her own feelings and identifications. She is caw- 
tioned not “to get involved.” She must be guarded 
in setting limitations lest she suffer the frustrations 
of limitless goals. The authors summarize Part II 
as an attempt to increase the nurse’s awareness 
and understanding of her interpersonal relations 
with patients, This they accomplish to a gratify- 
ing degree. 

This book has a place in every nurse’s library. 
Tt should be invaluable in teaching and discussion 
groups. It is understandable to the novice in psy- 
chiatric nursing and should be a welcomed “re- 
fresher” for the more experienced psychiatric nurse. 
We would venture to say, too, that the less ex- 
perienced psychiatrist would find reading this book 
more stimulating and enlightening and less wear- 
ing than many a tome in the medical library. 

Josera G. Sutton, M.D, 
Cedar Grove, N. J. 


PSYCHOANALYSIS AND PsycHOTHERAPY. Develop- 
ments in Theory, Technique, and Training. By 
Franz Alexander, M.D. (New York: W. W. 
Norton & Company, 1956. $4.75.) 


In this book Dr. Alexander discusses psycho- 
analysis as a scientific discipline and its place within 
universities and medical institutions. He presents 
the divergent views of prominent psychoanalysts 
and psychiatrists in regard to theory, technique 
and training, along with a vigorous presentation 
of his own position. 

Much of the disagreement concerns the extent to 
which analytic conditions can be modified without 
changing the nature of the process itself and of the 
Psychological and emotional content brought into 
the therapy. Alexander believes that, while the tra- 
ditional Freudian method is the best for research 
Purposes, present-day knowledge allows changes in 
technique which can improve and extend the thera- 
peutic possibilities. This latter goal remains his 
special concern. , A 

Any analysis requires establishing certain arti- 
ficial conditions. He believes that these can be so 
selected as to influence the course of treatment. 
Thus, a therapist with sufficient skill and knowledge 
can assume roles in relation to the patient differing 
from those taken by disturbing figures in the pa- 
tient’s past life and, by doing so, can potentiate the 

peutic corrective experiences. He maintains 
that planned manipulation of such things as timing 
and frequency of sessions can help avoid pathologi- 
cal dependency on the part of the patient and in- 
Crease the effectiveness of treatment. He warns 
Tepeatedly that such manipulations require more 
skill and knowledge than routine analytic handling 
and create their own special problems. 

The technical innovations which he advocates 
highlight unanswered questions relative to the 
amount of resolution possible through vicarious €x- 
perience in the analytic transference situation, 
Versus that which must be worked out in actual life 

e. Traditionally, analytic treatment has 


sized the former, with psychotherapy empha- 
he latter. Hopefully, in a given case, when 
problems have been sufficiently resolved, 
ent can go on to effective action in real life 
consolidation of the gains made in the 
and with further increases in strength and 
through successful life experience. As 
‘emphasizes, such questions can be an- 
aly through controlled experiments in 
clear differentiation of the technical 
aployed, clear diagnoses and precise se- 
cases. 
r discusses the training for psychia- 
g to do psychoanalytic therapy and 
for those intending to restrict them- 
er forms of treatment. He believes 
"psychiatric residents should be selected 
y, that they should receive a broad knowl- 
" Psychoanalytic principles, and that all 
candidates training to do psychotherapy 
baye a personal analysis (or, perhaps, per- 
hotherapy, if future experience should 
Satisfactory). He emphasizes that all 
ing to carry out therapeutic psycho- 
sh uld receive training such as is now 
Out in the psychoanalytic institutions, with 
analysis as a prerequisite. 
Previous writings, Alexander was accused 
using the issues by weakening the differen- 
ween psychoanalysis and dynamic psycho- 
_In the present book he attempts to avoid 
sion by stressing that a continuum exists 
le radically different extremes and forms 
herapy which blend one into the other. 
for careful study on the part of psychia- 
Psychoanalysts of the as yet imperfectly 
od factors which are responsible for thera- 
uccess or failure. 
ok will have a wide audience and should 
further basic studies of psychoanalysis 
as of ways of applying it most effectively 
‘oblems of general psychotherapy. 
Ricwarp L. Frank, M.D. 


RUG Appict as A Patient. By Marie Nyswan- 
M.D, (New York: Grune & Stratton, 
6. $4.50.) 


book Was written to “share” the author's 
€ with her medical colleagues. It is 
_ to the physician in general practice with 
node that it will be useful to a wide group of 
Onal people who have contact with addict 
wa the emphasis that the author places on 
Si cts as patients is the strong point of her 
Teminds us time and again that this is 
Hoi blem. It is not, however, unrelated to 
logy, and criminology. tsa 
sidering the prevalence of drug addiction 
ithe author is well aware of the difficulties 
aero": she gives the impression that 
s has continued to increase throughout 
There is considerable doubt that this is 


New York City. ' 
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true and certain figures indicate that it is on the de- 
cline. Selective Service examinations furnish one 
such set of figures. During World War I, the rate 
of addiction was approximately 1 in 1,500 draftees. 
During World War II, the rate was roughly 1 
in 10,000. The Commissioner of Narcotics estimates 
that there was 1 addict in every 400 persons in the 
United States prior to the passage of the Harrison 
Narcotic Act. Currently he estimates that the rate 
is about 1 addict in 3,000 persons. 

There is considerable evidence that any increase 
in drug addiction in young individuals is centered, 
for the most part, in large metropolitan areas with 
very high concentration in minority groups such 
as the Negro and Latin-American. Sociological 
factors, no doubt, play an important role in the 
increased incidence of this type of addiction. 

Considerable data are presented in the first chap- 
ter supporting the conclusion that the narcotic 
clinics that existed in 1920 to 1924 were closed 
by the Bureau of Internal Revenue, this permitting 
the Bureau to gain control of the medical treat- 
ment of addiction. There is, however, a consider- 
able body of information indicating that physicians 
themselves were dissatisfied with the operation of 
such clinics and exerted their influence through the 
American Medical Association to have them closed. 
In 1920 and 1921 the Committee on Narcotic Drugs 
of the Council on Health and Public Instruction 
of the American Medical Association made in- 
vestigations and recommendations that the Aner 
can Medical Association urge both Federal aa 
State governments to exert their full power on 
authority to put to an end all manrier of on 
ambulatory methods of treatment of ge drug 
addiction, whether practiced by private physician 
or by the so-called ‘narcotic clinic’ or dispensary. 
This same Committee was also charged with end 
ing the Attorney General to obtain a decision jom 
the United ate ee ger A m 
certainties as to the meaning ar ted i 

ison Narcotic Act. This act resulted in 
‘a ee case and the ruling handed ow 
the U. S. Supreme Court. a ied my abst s 
i date to say just what i; 
es srg instrumental in closing the mie 
clinics, but it does not seem Sven r 5 saat 5 
the blame or give all the cr Ore Q: Aea 
sioner of Internal Revenue. | rganize ob the 
medicine, because of basic dissatisfaction 


i to close them 
ini erted considerable pressure z 
RT valid reasons. There was also con 
siderat isfacti ith the so-called “script 
f ibed by Prentice. These were a 
aaen i aua individuali Weg oe 
i in 
and accessible to all the addicts 

aie These individuals: wr area 

s x s 
the addict not because he was in at E c 
DA “a he “script doctor” would provide 


i u ilitation,” the au- 
In the chapter entitled T Serre Te 


‘bes a method of treatment that she T6- 
pr hag “ambulatory hospitalization. It impli 
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that such treatment is available in many private 
psychiatric hospitals. This, in the experience of 
many physicians, has not proved to be the case. 
Moreover, most authorities believe it is essential 
in any hospital treatment program for narcotic ad- 
dicts that adequate control of the patient by the 
physician be established for some time. The addict 
has lost the power of self-control over the use 
of drugs and it is necessary for someone else to 
exercise control until such time as the patient can 
be placed in outpatient care where he can continue 
to receive assistance in exercising control of him- 
self. 

The author implies that ambulatory hospital 
treatment is a desirable and successful form of 
treatment for many drug addicts. It would be more 
convincing if some data were given supporting these 
findings. 

She states that at the Federal hospitals an 
attempt is made to separate first admission vol- 
untary patients from the “recidivist” who com- 
prise the majority. No such segregation is prac- 
ticed and readmitted patients do not constitute 
the majority. Only 36% of patients are admitted 
to Lexington more than once. Also she states, 
“Hospitals such as Lexington give little or no 
psychiatric help.” This will come as a surprise to 
the eight psychiatrists on the staff, five of whom 
are Board diplomates; to the twelve residents in 
psychiatry; to the five psychologists, two of whom 
are Ph. D. clinical psychologists; to the five social 
workers; to the nurses and to the rehabilitation 
staff and the psychiatric aids. It will be a surprise 
to many of the 1,050 addict patients; 

Dr. Nyswander is apparently convinced that the 
“clinic plan” advocated by the New York Academy 
of Medicine is the most desirable to follow in the 
future. Many physicians and others with considera- 
ble experience with addicts do not agree with her. 
The suggestion is made that a program be de- 
veloped whereby sufficient amounts of drugs can 
be legally and inexpensively supplied to the addict 
while attempts are made to persuade him to undergo 
treatment. “Addicts resistant to undertaking treat- 
ment and continuously refractory to therapy, despite 
all efforts, should be supplied legally and cheaply 
with the minimum amount of their drug needs; 
and efforts to persuade them to undergo rehabilita- 
tion should be continued,” Treatment for addic- 
tion is most difficult at best. The Possibility of 
receiving drugs if treatment fails would be an in- 
surmountable obstacle to overcome in a therapy 
program. 

The book has ten chapters. The first and last 
chapters need to be examined critically since many 
of the statements are open to question and are dif- 
ficult to evaluate. The other chapters contain use- 
ful information regarding narcotic addiction, The 
author draws quite heavily on the publications of 
the Addiction Research Center at the U. S. Public 
Health Service Hospital, Lexington, Kentucky, 

Rosert Raysor, M, D, 


Lexington, Ky. 
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Orner Peorir’s CHILDREN. By Anna Judge Veters 
Levy. (New York: Ronald Press Co., 1956. 
$3.75.) 


Judge Levy has drawn from her 8 years experi- 
ence on the bench of the juvenile court in New 
Orleans, to produce this human interest description 
of cases that have appeared before her. 

The book is in no way a textbook of delinquency 
but produced solely to stimulate the interest and 
participation of the intelligent lay reader. It should 
also be recommended for social scientists studying 
the phenomena of juvenile delinquency as it gives 
some insight into the wholesome desire of the law 
for more knowledge of the psychodynamic mecha- 
nisms which produce antisocial behaviour. 

Judge Levy has summed up, in the epilogue of 
her book, the basic philosophy of the juvenile court 
movement. There is an air of optimism in her re- 
mark that this philosophy is “only a little more 
than 50 years old.” bg: 

Professional workers engaged in court clinics 
frequently find it necessary to describe the problems 
they are dealing with to adult education groups. 
This book may be recommended for consideration 
in group work of this kind. 

The philosophy of the juvenile court movement 
cannot further develop until society accepts its basic 
tenets. The reader cannot help but be left with an 
increased respect for its tenets after reading Judge 
Levy’s dramatic description of the problems en- 
countered in her jurisdiction in New Orleans. 

J. D. Atcueson, M. D., D. PSYCHE. 
Tortono Juvenile Court. 


PSYCHIATRY AND THE PUBLIC INTEREST. By Maunce 
H. Krout. (Minneapolis: University of Min- 
nesota Press, 1956, pp. 217, $4.00.) 


This volume, edited by a psychologist and con- 
taining chapters by 15 psychologists, presents vari- 
ous professional points of view on the title subject. 
As a summary of the psychiatrists’ position on the 
role of psychology in society, it includes the Reso- 
lution of Relations of Medicine and Psychology 
issued jointly by the American Medical Association, 

e American Psychiatric Association, and the 
American Psychoanalytic Association, and a letter 
from the chief medical director of the Veterans 
Administration to all V.A. medical installations 
stating V.A, policy on the role of the clinical psy- 
chologist in the Veterans Administration Depart- 
ment of Medicine and Surgery, and two clear papers 
by Dr. Paul Huston. 7 

Since the book’s stated purpose is to contribute 
to understanding, the medical reader may be slightly 
startled to learn in the preface that The American 
Psychiatric Association and the American Psycho- 
analytic Association are “both branches of the 
American Medical Association.” These inaccuracies 
Probably reflect the sad fact of a climate of think- 
ing in the minds of some people in which associa- 
tion leads to presumed identity or in which dis- 
crimination becomes unimportant, rather than any 
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intent to misinform. As a matter of emphasis, it 
is of interest that the letter stating V.A. medical 
policy, which the chief medical director sent to all 
V.A, medical installations, is described as “a sum- 
mary of these policies as communicated to the 
AMA. by the chief medical officer of the V.A. a 
few years ago.” 

There is material of interest for psychiatrists in 
the first 3 chapters, which are historical and intro- 
ductory. There is even more of value in the 5 
chapters of considered discussions on the psycholo- 
gists’ position on their role in collaborative situa- 
tions. Three of these are by psychologists working 
in medical settings. A fourth is really on the role 
of a psychiatrist in a psychological clinic. One by 
Dr. Fred McKinney, relating to psychology and 
psychiatry in educational contexts, takes a dim view 
of some portions of G.A.P. report No. 17 on “The 
Role of Psychiatrists in Colleges and Universities” 
and presents some well-reasoned objections to them. 
oo 4, titled, “The Psychologists’ Position on 
Seal Role in Independent Practice,” contains the 
a to which most psychiatrists (and for that 
Man » many psychologists), will take exception. 
in y psychiatrists may not be aware of the way 

which fields they usually regard as their own 
2 considered by others. 
ing ag views the present situation as confus- 
ea it e public and to the professions, and be- 
will ta, possible that in the long run “psychiatry 
Se e over all of what is now known as clinical 
TERA He sees as the alternative “that pro- 
entity, Eeurchology will remain an independent 
eo $ penis a certain part of what is now 
aes 3 y the domain of psychiatry.” In this 
cholovists’ Krout considers it “certain that psy- 
tend ine S... with training expanded . . . will 
X Boral to concentrate upon the diagnosis 
ane — of the milder types of emotional dis- 
ibfots which the symptoms have not become 

x nE ieta change or organ pathology, which 
teile patie has inherited but for which he is 
est in > bey by training nor qualified by inter- 

Fe erential or social psychology.” 

of which th, lists as conditions “for the treatment 
0 be am i he practicing psychologist would seem 
cational ply qualified,” not only such items as edu- 
atria Oblems (to which very few if any psy- 

r: i be take exception), but also anxiety 
pression obsessive-compulsive neuroses, reactive 
loes not ae hysterical conversions. Dr. Krout 
problenm discuss the resolution of the diagnostic 
hysterical involved in differentiating what is a 
in diffe a conversion from a somatic illness, OF 
Tentiating an anxiety reaction, for example, 


Oe ree disorder. 
that the site! K. Schwartz expresses the opinion 
marily age profession is not conce pri- 
about public interest in this matter. “The 


act tha 
i hes Se clinical psychologist has for a long 
atric tween totally dependent upon the psychi- 
She kind on and medical institutions for spe- 
the: s of training in psychological diagnosis 
Tapy is to be deplored. More and more 


medicine has taken action to curtail i 
formerly available to psychologists, PEERAA 
perience in medical settings. .. . In view of the 
great need for trained personnel, such activity on 
the part of psychiatry seems antisocial and can 
only derive from a willingness to put professional 
interests before those of society as a whole.” 

“Social change and human needs seem less im- 
portant to medicine than the maintenance of ex- 
clusiveness and private rights. The resolution of 
this conflict however, lies not in the hands of or- 
ganized medicine or organized psychology, but in 
the enlightened decision of the public.” 

3 Dr. Carl Rogers contrasts the authoritative physi- 
cian-patient relationship he believes appropriate for 
dealing with problems of organic illness with the 
client-centered relationship he deems necessary for 
psychotherapy. In stating his second condition for 
psychotherapy, he elevates an element which, in 
the judgment of most psychiatrists, is a matter of 
technique, to the level of a professional faith—a 
faith in the need for a “complete willingness of the 
therapist for the center or focus of evaluation and 
responsibility to remain with the client.” This is a 
method which he has found effective in dealing 
with many maladjusted and/or psychoneurotic in- 
dividuals but which, on its face value, and without 
transforming modification, is not generally applica- 
ble to the psychotic patient, nor to the severely psy- 
chopathic patient. 

There is much criticism of present levels of 
training for the practice of psychotherapy, and 
particularly of the training (or lack of training) 
of physicians. There is much discussion of the 
preparation needed for the practice of psycho- 
therapy but very little discussion of the problems 
of and need for diagnosis, except in the limited 
sense of psychological diagnosis. There are, how- 
ever, various concessions, which indicate a realiza- 
tion of the fact that organic problems may compli- 
cate the treatment relation. Dr. Harry Bone states, 
“Where organic factors, as either cause Or effect, 
are of such a nature as to require the services ofa 
physician or a psychiatrist, the competent clinical 


psychologist enlists their collaboration or refers the 


client to them.” i 
It is in the late Dr. Robert Lindner, to whom 
this book is dedicated, that the independent practice 


of psychotherapy by psychologists finds its most 
outspoken champion. 


“.. Our pragmatic and technological time mili- 


tates against the medical schools ever qualifying 
the kind of practitioners required. They could do 


this only at the risk of turning out poor physicians. 
Meanwhile, the sorry efforts of the unprepared 
medical practitioners of psychotherapy have en- 

eld, and their dog-in-the-manger atti- 


ervated the fi 
tude, in the face of all evidence, has led psycho- 
therapy into a scientific cul-de-sac, has forced it to 


subsist on borrowed theories, thus impeding its in- 
dependent development, has opened it to the i 
yersiveness we see everywhere about us, and finally, 
has given it the stamp of learned ignorance rather 


than true learning. 


1056 


“These labels—sickness, illness, disease, etc.—are 
essentially conveniences and nothing more. But the 
point is that by our careless usage of them, we 
have given encouragement to a conceptual stereo- 
type for which we are now paying the price of 
diversiveness in psychopathology and psychotherapy. 
The force of these labels has made us prey to all 
of the ancient traditions, superstitions, and phan- 
tasies underlying and sustaining the image of the 
‘medicine man,’ the ‘healer,’ and the ‘magician’ 
With the employment, so loosely and in so ill-con- 
sidered a manner, of terms that should properly be 
reserved and strictly confined to organic medicine 
and its palliative techniques, we have become com- 
mitted in psychotherapy to a logical fallacy of the 
first magnitude, and to an anachronism that blocks 
progress.” 

Concerning the need for medical diagnosis, Dr. 
Lindner has the following to say, “I would explain 
how the argument of the promedical section that 
‘the special training and discernment of the physi- 
cian are required to rule out the presence or in- 
cipience of organic disease’ in a given case is 
countered by the arguments that the newer tools 
of clinical psychology are quite capable of perform- 
ing the same office; that the conscientious psycho- 
therapist—nonmedi 


any i can change the sow’s ear of the unimagi- 
native blunderer into the silken purse of a sensitive 
differential diagnostician.” 

, this reviewer could not help being 
by the figure of speech, chosen. Could 
it be that Dr. Lindner, who, by common standards 
achieved success is xplaining that no degree will 
make unimaginative listening fill the diagnosticians 
pocket? 

Passing over this possibly naughty question, the 
fact remains that the chapters in this Raion Ware 
contributed by men of ability, and in some cases, 
of leadership, men who generally reflect a degree 
of consistency and professional conviction, and who 
are certainly not grossly unacquainted with the 
field of which they write. They represent, not the 
majority opinion of the psychological profession, 
but rather the more extreme positions among psy- 
chologists. However, these views are well articu- 
fated by energetic individuals with persuasive ca- 
pacities. They are, thereby, the views which are 
most likely to become predominant in the psycho- 
logical profession if present efforts toward a better 
understanding and better working relationship be- 
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tween psychiatry and psychology should fail. Such 
failure might be expected to result, at least tem- 
porarily, in the public tragedy of two competing 
healing professions, medicine and psychology, in 
open warfare with each other. 


Ricwarp L, Jenkins, M. D, 
Washington, D. C. 


SCHULDGEFUEHL UND SCHULD BEI PSYCIHIATRISCHEN 
ERKRANKUNGEN. By W. v. Siebenthal. Zu- 
rich: Rascher Verlag, 1956. D.M. 18.) 


This study is concerned with the pathological 
feeling of guilt, whether overt or latent, which is 
not merely symptomatic but may stand as an “ob- 
jektive Qualitaet zur existenziellen Schuld”—ob- 
jective quality in relation to guilt which exists 
de facto. The book, whose sub-title is “Ein Beitrag 
zur anthropologischen Begruendung der Geistes- 
kranken” (a contribution to the anthropological 
basis of the mentally ill), aims to present an “open 
system,” to dispense with fate as a factor in mental 
illness, to draw anthropological conclusions from 
medical observations of the sick, to “restate” the 
truism that “sick” and “healthy” are empirical con- 
cepts, and to begin and end every study with the 
feeling of guilt. 

While the theoretical aspects of the book open 
a new vista, particularly for American readers, the 
(significantly) all too brief chapters on therapy 
may amuse American readers, particularly when 
the author quotes Weizsacker’s “The goal of medi- 
cine is not to cure people,” or Mueller-Eckhard’s 
“The hallucinations of a patient constitute a 
major stage of healing, an enormous reconstruc- 
tion.” Although not basically oriented towards 
any specific school of psychology, the book retains 
some of the Jungian flavor distinctive of most titles 
published by the same firm; e.g., archetypes are 
the background to anthropological researches 
whence Jung received some of the inspirations for 
his ideas. The book is filled with psychiatric case 
material, such as Gaupp’s “Zur Psychologie des 
Massenmordes,” (the psychology of mass murder.) 

It is regrettable that the author seems to have 
leaned rather heavily on Mueller-Eckhard’s sensa- 
tional concept, “Die Krankheit nicht krank sem 
zu koennen” (the illness of not being able to be 
ill). Regrettable also is the omission of an index 
and a bibliography. 

Hans A. ILING, Pa. D., 
Los Angeles, Cal. 
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JULIUS WAGNER VON JAUREGG 
(1857-1957) 
MAXIMILIAN SILBERMANN, M. D. 


In the middle of the last century, four men 
were born who were to be the pathfinders of 
modern psychiatry. These men were Eugen 
Bleuler, Sigmund Freud, Emil Kraepelin, 
and Julius Wagner-Jauregg. March 7, 1957, 
marked the rooth birthday of Wagner- 
Jauregg. It is therefore proper at this time 
to pay tribute to this towering figure in the 
history of psychiatry. 

The son of a middle class family, Wagner- 
Jauregg was born in Wels, a small Austrian 
town. At an early age, he moved to Vienna 
where he received his education. He studied 
He under many distinguished teachers 
i z Bruecke, Billroth, Hyrtl and Salo- 
a n poe After graduation, he worked 
ane and later entered the Univer- 
9 of Psychiatry under Max Leides- 
ans t the age of 32, he was called by the 
Sa poy of the University of Graz to 
es tafit-Ebing. This appointment was 

i a rieveble in an era in which a long 
fees ald head and a slight tremor of the 
ship, a prerequisites to a full professor- 
Wie oe aun was finally appointed 
a air of psychiatry in Vienna, which 
Ta et he held intil his retirement in 
activi e participated, however, in scientific 
ae es and consultation practice until 

y before his death in 1940. 
2 er Jauregy created an entirely new 
ae approach to the therapy of 
aAA TERENE He had noted that inter- 
k ebrile illnesses favorably influenced 
in es of general paresis. This inspired 
cin imitate “nature’s experiment” by pro- 
i artificial fever in his patients. Neither 
a a ments nor failures in his prelimi- 
ie nia vestigations deterred him’ from reach- 
EN goal, the cure of this previously fatal 
e i The announcement of his malaria 
abe oinei for general paresis was the 

i of his scientific career. The Nobel 
this “he bestowed upon him in 1927 for 
Psychiat ribution. He was the first and only 
Et to receive this award. 
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Less well known than this momentous 
work were his studies in abnormal thyroid 
function and its relationship to cretinism, 
This led to the addition of small amounts of 


` iodine into common tablesalt in the prophy- 


laxis of mental retardation and goiter. 

_ Wagner-Jauregg made numerous contribu- 
tions of fundamental importance to forensic 
psychiatry. He proposed new laws for the 
care and protection of the mentally sick, for 
commitment procedures and for the adjudi- 
cation of legal incompetency. He introduced 
the concept of ‘partial responsibility’ in the 
commission of criminal acts and recom- 
mended that the period of retention of psy- 
chopathic personalities be determined on the 
basis of their potential danger to the public 
and not by their mental condition. He pro- 
posed that special homes be established for 
chronic alcoholics and that laws be enacted to 
allow for the detention of these patients for 
long periods. 

Wagner-Jauregg approached the problems 
of psychiatry from the viewpoint of a biolo- 
gist. His research was based on the principle 
enunciated by Wilhelm Griesinger that “men- 
tal diseases are diseases of the brain.” The 
principles of so-called dynamic psychiatry 
were alien to him. He believed only in proven 
facts and his critical mind would consider 
no theory which was not completely suscepti- 
ble to experimental proof. His conviction in 
regard to the organic nature of psychiatric 
entities did not allow him readily to accept 
psychoanalytical concepts. Yet, he did not 
manifest any hostility toward psychoanalysis 
and proved his tolerance to psychoanalytical 
research by having leading psychoanalysts 
among his associates. At the height of Wag- 
ner-Jauregg’s life, showered with national 
and international honors and awards, he vol- 
unteered to address the official meeting cele- 


brating the Soth birthday of Freud. He 


praised Freud’s genius, regretted the unfair- 


ness with which Freud had been treated by 


the medical profession in Vienna and thanked 


him for adding to the glory of the Viennese 
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medicine. This was, indeed, the act of a 
great personality. 

Wagner-Jauregg was a dedicated teacher. 
His lectures were conscientiously prepared 
and the training of students and postgradu- 
ates in neurology and psychiatry was con- 
sidered a sacred duty. He believed that neu- 
rology and psychiatry belonged together and 
that thorough knowledge of pathology and 
internal medicine was necessary for the com- 
plete training of a specialist in neuropsy- 
chiatry. 

His clinical presentations were classic. Al- 
though he was not a good speaker, his keen 
clinical observation and dry sardonic humor 
enlivened his lectures. Missing, of course, 
was any psychological analysis of emotional 
aberrations. His students had to familiarize 
themselves with this aspect of the subject by 
extracurricular lectures and seminars with 
psychoanalytically trained teachers. 

Wagner-Jauregg was the founder of a 
great school of psychiatry. Many of his 
pupils became neuro-psychiatrists of inter- 
national standing. His successors, Otto 
Poetzl, von Economo, Emil Redlich, and 
Paul Schilder, are only a few of those who 


could be mentioned. Some of his pupils still 
hold leading positions in psychiatry through- 
out the world. His immense knowledge and 
practical wisdom were a source of inspira- 
tion to his legion of students and associates. 
An austere reserved man, strong in guidance 
and leadership, he left an impact on everyone 
who was fortunate enough to be associated 
with him. 

Wagner-Jauregg will live in the history of 
psychiatry as the chief exponent of an em- 
pirical, descriptive and exclusively biologi- 
cally oriented approach. This was his 
strength and limits alike. He was one of the 
great psychiatrists of all time who helped 
establish psychiatry as a strictly medical 
specialty free from speculation. He was in- 
strumental in liberating psychiatry from the 
mere custodial care of patients and elevating 
it to a higher stage of active, scientific, and 
therapeutic management. 

In humble spirit, we commemorate the 
centenary of Julius Wagner-Jauregg, and 
rededicate ourselves to the science of PY- 
chiatry as Julius Wagner-Jauregg concer 
it. 
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GROWTH OF GENERAL HOSPITAL CARE OF 
PSYCHIATRIC PATIENTS * 


CHARLES K. BUSH, M. D.? 


There has been a remarkable increase in 

the number of psychiatric units in general 
hospitals since the end of World War II. In 
the United States, 584 general hospitals re- 
port 25,011 beds in psychiatric units with 
264,837 admissions in 1954. In Canada, 49 
general hospitals report 1,385 psychiatric 
beds with 21,715 admissions in 1954. Eight 
general hospitals in the United States (Table 
I), territories and possessions report an ad- 
ditional 237 psychiatric beds and 3,811 ad- 
missions in 1954. The gradual change in the 
past quarter-century from custodial care to 
active treatment has undoubtedly contributed 
to the acceptance by general hospitals of 
psychiatric patients and psychiatric treat- 
ment. 
_ Last year, the Architectural Study Pro- 
ject of The American Psychiatric Associa- 
tion decided to study psychiatric units in 
general hospitals as a part of its over-all re- 
search project. When available lists of such 
units were studied, it was found that they 
Were neither complete nor accurate. One list 
was obtained from the National Institute of 
Mental Health which had been compiled over 
_ 


ee — at the 112th annual meeting of The Ameri- 
a "ene Association, Chicago, Ill, April 30- 

» 1956, 
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a period of several years. Another list was 
furnished by the American Hospital Associa- 
tion and had been tabulated from their 1955 
annual questionnaire. Each list contained be- 
tween 600 and 700 hospitals, but there were 
1,032 hospitals listed altogether. 

Because of the discrepencies in the listings, 
and in order to get some first-hand informa- 
tion about the size of the units and the 
number of patients treated, questionnaires 
were sent to each of the hospitals listed. The 
following questions were asked : 

1. Are psychiatric patients admitted in 
other than an emergency? 

2. If so, when did such service begin? 

3. Are psychiatric patients housed in a 
separate building, separate ward, or inte- 
grated into a general medical ward? 

4. What is the bed capacity if there is a 
separate unit? 

5. Are maximum security rooms used; 
how many? 

6. What is the cost per patient per day? 

7. What was the number of psychiatric 
inpatients in 1954? 

8. Has the hospital a day care program 
or an outpatient clinic? : 

9. Comments regarding special problems, 
adequacy of facilities, etc, are welcome. 

A total of 795 replies were returned im- 
mediately, and after follow-up letters over 
98% of the hospitals returned completed 


TABLE 1 


FACILITIES OFFERED BY Type or HOSPITAL 


Type of hospital 
A church and nonprofit..... 
Vet y, navy, air force...... 
erans administration .... 


Private, 


t 
ee Se federal penitentiaries. . 
Othe ublic Health Service.....+-++++s20107°"* 
Re governmental (federal, state, county, Mu- 
cipal, etc.) 105 


o 4 Total 
Sepa ards gae Sieds 
18 156 185 5,127 
= 18 19 6 4,765 
60 14 45 I 5280 
13 2 10 I 4 
6 o 4 2 104 
30 49 28 8,931 
32 283 223 25,011 
X 24 21 1,385 
I 6 I 237 
3 313 245 26,633 
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questionnaires ; only 13 of the 1,032 hospi- 
tals failed to reply. The complete list of 
hospitals reporting that they accept psychi- 
atric patients will be published by the Mental 
Hospital Service and will be distributed as a 
special mailing to member hospitals. 

In tabulating the results of the survey, it 
immediately became evident that the vast ma- 
jority of psychiatric units were of recent 
origin. Prior to 1800 there were two general 
hospitals in the United States which accepted 
psychiatric patients as a part of their service 
to their communities. The Philadelphia Gen- 
eral Hospital began this service in 1732 and 
the Society of the New York Hospital fol- 
lowed in 1779. Other hospitals may have 
admitted psychiatric patients through the 

years, but unless they are admitting them at 
the present time, they are not included in our 
study (Fig. 1). 

During the nineteenth century 6 general 
hospitals, classified as either church, non- 
profit or private, opened psychiatric units 
and 11 government hospitals, either Federal, 
state, county or municipal, began to admit 
mentally ill patients. In 1900, consequently, 
there was a total of 19 general hospitals with 
psychiatric units. 

From 1900 to 1920, which includes World 
War I, 13 additional units were opened, 
bringing the total to 32. From 1920 to 1940, 
or roughly the period between World War I 
and World War II, 98 units were opened, in- 
cluding 11 in Veterans Administration G. M. 
& S. Hospitals and 1 in a Public Health 
Service hospital. From 1941 to 1945, the 
period of World War II, there were 46 units 
added including 18 in general hospitals of the 
armed services’ permanent establishments in 
the continental United States. At the end of 
World War II, therefore, there was a total 
of 176 psychiatric units, or 32% of the 
number of units at present which report a 
starting date. 

At the present time we are listing 584 gen- 
eral hospitals in the United States which 
have psychiatric units, including 2 that 
opened their service in 1956. Of these, 70 
either did not have a record of the beginning 
of this service or failed to enter the date on 
the questionnaire. Presuming that the distri- 
bution of the unknown dates would parallel 
the known dates, we find that two-thirds of 
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PROGRAMS 
g 
3 32 gi H 
$ $a & 28 
E és RE SE 
United States ........++ 584 317. «55 (io 
URS AATE 49 36 n g 
U. S. possessions and 
territories ........-.-- 8 7 2. 2 


the psychiatric units became active in the 
past decade. 

Separate buildings are reported in 82 of 
the hospitals, separate wards in 283, and 223 
hospitals report that they do not have sepa- 
rate facilities, but admit the patients into @ 
regular medical or surgical ward (Table 1) é 
These figures add up to 588 because 4 hospi 
tals reported both a separate building and 
also a separate ward in the main building. 
Several hospitals also reported multiple 
wards or multiple separate buildings. 

The 49 Canadian hospitals reported 4 
separate buildings, 24 separate wards, and 21 
reported no separate facilities. The 8 hospi- 
tals in the U. S. territories and possessions 
reported one separate building and 6 separate 
wards. 

Relatively, the Canadian hospitals are far 
ahead of the United States hospitals in pro 
viding outpatient clinics and day care pro 
grams (Table 2); the Montreal General 
Hospital now has a night care program 
Since day care is a recent innovation, ity 
interesting to see how many hospitals are 
offering this service between inpatient am 
outpatient care. s 

U. S. hospitals reporting that they admit 
psychiatric patients in other than an emerg 
ency admitted 264,837 patients 1 om 
(Table 3) A survey of 176 private psycma 
tric hospitals by the Central Jnspe i 
Board of The American Psychiatric Aso 
tion, not yet published, indicates that they 


TABLE 3 
1954 ADMISSIONS 


U. S. gencral hospital N.P. 
E TE 264,837 


Private psychiatric hospitals.. 62,447 CCD) 
State and county hospitals. ... 167,185 SS r 
Veterans N.P. hospitals... ..- 30,943 (V-A 
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ALL TYPES 


MUNICIPAL 


425 


XXXXKXX 


CHURCH, NON PROFIT, PRIVATE 
FEDERAL, STATE, COUNTY, 


ARMY, NAVY, AIR FORCE 
VETERANS ADMINISTRATION 


STARTING DATE 
UNKNOWN 


a 


ag 
a 


175 
10 ee eee Pa A E 
las i 
mnie eal eS i, 
i: i ale 
. ZA EN: 
: ee ye / 
WH 1 et 
a = A 4 - oe 
ee ee 
a es reer ; al 
le70 1es0 leoo (goo IGG) wena gees 1940 1950 55 
Fic, 1. 
; i itti half of that 
admitted 62,442 patients in 1954. State and eral hospitals admitting over pera naa 
County mental hospitals admitted 167,175 pa- number, P > io A = 


he the same year according to the Na- 
onal Institute of Mental Health. The Vet- 
a Administration reports 30,943 admis- 
there that year to their NP. Hospitals. Thus 

Te was a total of 525,407 admissions to all 
Ypes of psychiatric services, with the gen- 


i o genera! 2 kk a 
ae cee or Veterans Administrator 
hospitals, but it cannot be denied that a 
general hospitals are giving definitive : 
ment to a large portion of the nation s psy 


chiatric patients. 
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Many hospitals remarked that they could 
use many more beds for psychiatric cases 
than were available. A few reported that 
their units were not paying their way be- 
cause there were not enough patients. Of 
those that reported average length of stay, 
many reported from 20 to 30 days. Per 
diem cost ranged up to $45 with the majority 
reporting between $15 and $22. A high 
percentage of general hospitals were satisfied 
with the program of admitting psychiatric 
patients. 

The Administrators’ Guide of the Ameri- 
can Hospital Association lists 5,280 general 
hospitals in the United States. The 584 
hospitals reporting psychiatric units comprise 
only 117% of the total. Many hospitals report 
that they accept mental cases in an emer- 
gency, but there is still considerable mission- 
ay on to be done in the general hospital 


DISCUSSION 


of the general public to accept psychiatric treat 
t- 

ment, and particularly the general iti 

ait fae te g practitioner as 


GROWTH OF GENERAL HOSPITAL CARE OF PSYCHIATRIC PATIENTS 


| sill 


[June 


younger psychiatrists have been willing to move to 
smaller communities where they have a ready-made 
practice waiting for them. The Hill-Burton Bill, 
which has made it possible for smaller communi- 
ties to build hospital facilities, has been a distinct ad- 


vantage. 

I also believe that many of the more severe medi- 
cal and surgical patients are being sent to the larger 
medical centers for definitive care, thereby leaving 
more beds in the smaller hospitals available for 
psychiatric patients. 

By far the greatest advantage we have had is 
the education of hospital administrators who have 
learned that they can take care of the psychiatric 
patient at less cost than the average general medi- 
cal and surgical patient. With the advent of mul- 
tiple daily treatments and tranquilizing drugs, even 
the acutely disturbed psychotics can be handled 
adequately in a general hospital. Pressure has been 
brought to bear on hospital administrators by the 
community at large, and by the general practitioners 


in the community, to provide local care for psychi- 


atric patients. Also, there has been a trend in recent 
years to include mental illness in hospitalization. 
insurance policies, which causes the patient 
his family to insist on local care in a geni 
hospital, 

Among factors which have seemed to retard this 
trend, is the reluctance of other doctors to give up 


badly needed beds in the general hospitals for the 


care of psychiatric patients. There still remains, 
on the part of hospital administrators, the idea that 
psychiatric patients cannot be cared for in general 
hospitals and will, by noise and odd behavior, upset 
the medical and surgical patients. They also fear 
legal complications which might arise as a result 
receiving psychiatric patients with the danger 
suicide, violence, unlawful detention, and escapes. 
None of these has been shown to be valid by e- 
perience in those hospitals that have pioneered the 
way. 


bringing us his very stimulating summary of 
increase in the number of psychiatric units in gel 
eral hospitals in the United States. 


Again, I would like to commend Dr. Bush for 
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THE USEFULNESS OF ECOLOGICAL ANALYSIS IN 
MENTAL DISEASE EPIDEMIOLOGY * 


ISABEL McCAFFREY, M.S.„ ano JOSEPH DOWNING, M.D. 


Studies of the distribution of mental dis- 
ease and other population characteristics 
within large cities were first suggested for 
use in epidemiology by Faris and Dunham 
in 1930. In their studies of Chicago and 
Providence, different patterns of distribution 
were observed for different forms of mental 
disease(1). Since that time, different pat- 
terns also have been reported for different 
types of cities(2). 
_ Gruenberg has reported preliminary find- 
ings of similar studies in Syracuse, N. Y., 
with particular reference to cerebral arterio- 
sclerotic and senile psychoses and census 
tracts with high rates of first admission to 
mental hospitals(3). The fact that there are 
admissions from almost every census tract in 
the city, however, suggested to us that the 
etiological factors in old age psychoses must 
be present to some degree in all parts of the 
city. In fact, the high rate area accounts 
for only about one-third of the total admis- 
sions from Syracuse. For this reason, a 
continuation of the analysis, with increased 
attention to the census tracts outside the high 
Tate area, seemed indicated. This report is 
Concerned with the additional findings ac- 
cumulated since the preliminary report and 
a of the arguments against the use of 

ese findings to suggest causative factors in 
old-age psychoses. 


METHOD 


Comparisons of census tract rates with 
Population characteristics sometimes are re- 
¿erred to as “ecological correlations,” the 
ecological method,” and the “ecological ap- 
Saal Regardless of the name used, 

udies of this type have the same basic form 
Of statistical analysis. 

For example, suppose that it is desirable 


am Read at the 112th annual meeting of The Ameri- 
i — Association, Chicago, Ill., April 30- 
» 1956, 
clam, Mithors are respectively associate biostatisti- 
iat and acting director, Mental Health Research 
lent New York State Department of Mental Hy- 
ene, Syracuse, N, Y, 


to determine whether there is a difference in 
the male and female rates of some disease— 
but that the rates cannot be computed for 
each sex separately because the number of 
cases is not known for each sex separately. 
Suppose, however, that there are 3 areas, 
“A,” “B,” and “C.” Although all 3 have 
the same total population of 400, as shown in 
Fig. 1, the number of males increases from 
100 in “A” to 200 in “B” and 300 in “C.” 
The proportion of males increases accord- 
ingly from 4 to 4 and 3. If the rates for 
both sexes combined also increase, there is 
said to be an association or correlation be- 
tween rates and the proportion of males in a 
population. 

It is suggested by this kind of association 
of high rates with large proportions of males 
that the rate for males is higher than the rate 
for females. It never is safe to consider this 
a conclusive result, however, unless it is 
known that there are no other differences 
to account for the variation in the rates of 
the 3 areas. The occasions when this a valid 
assumption are extremely rare—particularly 
when little is known about relevant factors, 
as in mental disease. The most that such an 
association indicates, therefore, is an hy- 
pothesis that one rate is higher than another. 
If this hypothesis is tested and the knowl- 
edge so gained extends the understanding of 
the events leading to the onset and progress 
of the disease, the original “ecological corre- 
lation” may be said to have made a contri- 


bution to epidemiology. 


a a Dee 


POPULATION 


TRACT A 


TRACT B 


TRACT C 
o 100 200 300 400 0 20 


ge Gress Bee 


ical i ion of variation in 
Fic. 1—Hypothetical illustration of var : 
area rates according to variation in population char. 


acteristics. 


1063 


1064 
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RESULTS 


The geographic pattern of the first admis- 
sion rates for cerebral arteriosclerotic and 
senile psychoses in Syracuse for the 10-year 
period, 1935 to 1944, is shown on Map, 1. 

The average annual rates per 100,000 of 
the population age 65 and over are shown 
for each census tract arranged in 11 groups, 
designated by numbers ranging from 1 to 
11. Rates between o and 49 are designated 
by the figure “1”; those between 50 and 99 
by the figure “2” ; those between 100 and 149 
by the figure “3” ; and so on, with the highest 
rate of 533 shown as “11,” In this way, 
low numbers indicate low rates; high num- 
bers indicate high rates. Census tracts in the 
University and Medical Center, considered 

atypical urban tracts, as well as those with 
small populations are omitted, 

The census tracts with the highest num- 
bers (11, 10, 9 and 8) are those usually re- 
ferred to as the “high rate area.” This area 
is in the center of the city and extends to a 
slight degree along the oldest transportation 
routes to the north, west, and south. The 
census tracts with rates at the next levels, 
7 and 6, have light shading and are adjacent 
to the high rate area. These tracts will be 
referred to as the “medium rate area.” Num- 
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Map 1.—Average annual first admission rates of 
cerebral arteriosclerotic and senile psychoses per 
100,000 population age 65 and over, Syracuse, N. Y, 
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bers of 5 and less indicate census tracts with 
low rates. They are shown in white on Map 


On Map 2, the areas inside the heavy black 
lines are the part of Syracuse where the 
Italian, German and Polish populations were 
concentrated in 1940. These are relatively 
homogeneous subcommunities with little mi- 
gration to or from other parts of the city. 
Almost all 14 census tracts in these areas had 
low rates. Only 3 extended outside the white, 
low rate area. 

The part of the low rate area with these 
selected ethnic characteristics is one of the 
oldest sections of the city and has what is 
usually referred to as a low “socioeconomic 
status,” measured by rent, home value, single 
family dwellings, education, and occupation. 
In this respect, it is like the high rate area 
adjacent to it, but unlike the rest of the low 
tate area. It is believed that the significance 
of the low rates in this area is a subject for 
special study. Therefore, only those tracts 
in the low rate area outside the heavy black 
line will be considered in the remainder of 
this report. 

The location at the edges of the city of the 
low rate area, outside of the heavy black 
line, suggests an association of first admis- 
sion rates with the pattern of growth of the 
city—somewhat similar to that observed by 
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Mar 2—Ethmic characteristics and average a 
nual first admission rates per 100,000 popula 
age 65 and over, cerebral arteriosclerotic and seni 
psychoses, 1935-1944. 
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PATE AREAS MEAN PERCENT OF OWELLINGS 


MEDIUM 


BUILT BETWEEN 1920 AND 1930 


Fic. 2—Age of housing in areas of census tracts 
grouped according to average annual first admis- 
sion rates of cerebral arteriosclerotic and senile 
psychoses, Syracuse, N. Y., 1935 to 1944. 
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Faris and Dunham in Chicago and Provi- 
dence. 

Such a relationship is more clearly evident 
when age of housing in the 3 areas is con- 
sidered. New houses were found most fre- 
quently in the low rate area, as shown in 
Fig. 2. An average of 60 of 100 dwellings 
in this area were built after 1920. Compar- 
able figures for the medium and high rate 
areas were only 30 and 10, respectively. 

Middle-aged” houses (built between 1900 
and 1920) were found most frequently in 
the medium rate area. Old houses, built 
before 1900 were most common in the high 
Tate area. 

: Other characteristics found to vary con- 
Sistently with the rates, are shown in Fig. 3. 
pap there were exceptions to the rule, 
the low rate area had the highest average 
Proportion of 1- and 2-family dwellings, as 
Well as the highest average proportion of 
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he ¢ ics in areas of census tracts grouped accord- 
ral © average annual first admission rates of cere- 
;^ arterioselerotic and senile psychoses, Syracuse, 
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home owners, married persons, and families 
with large incomes. The lowest average pro- 
portions of each of these characteristics were 
found in the high rate area. 


DISCUSSION 


Although (as stated in the fictional il- 
lustration presented above) further study 
would be required for conclusive results, 
suppose it reasonable at this point to believe 
that the rates were relatively low for mar- 
ried persons, home owners, persons in fami- 
lies with large incomes and persons living in 
I- and 2-family houses in the newer resi- 
dential areas; and that the rates were rela- 
tively high for unmarried persons, those in 
families with smaller incomes, and those who 
rented their living quarters in the kinds of 
housing available in older residential areas. 

It is important to note that there has been 
nothing in the analysis so far concerning 
cause-and-effect relationships. This is the 
next step after the differences in the rates 
have been established. There is no prescribed 
formula for this step, other than a full con- 
sideration of all relevant facts, a full con- 
sideration of how they fit together, and the 
development of a likely explanation (or 
hypothesis) of how the differences in the 
rates could have come about. 

In pursuing this phase of the analysis, it 
is noted that the characteristics associated 
with hospitalized old-age psychoses were 
derived from a type of retrospective data, 
reflecting events that had occurred some 
years prior to the study. The low rate popu- 
jations were composed of persons who had 
bought new houses in new residential areas, 
persons who had been married and had re- 
mained married, and persons who had 
achieved relatively high income brackets 
some time before the study. In other words, 
differences are indicated in the social and 
financial development of the populations for 
some time prior to the time of hospitaliza- 
tion. 

Furthermore, it is noted that the char- 
acteristics associated with old-age psychoses 
are those often found to be the results rather 
than the causes of physical disease and health. 
Tt is known, for example, that physical health 
is one of the determining factors in the 
selection of individuals for marriage. Simi- 
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larly, Kutner and Smillie found poor health 
reported frequently as a contributing factor 
in unemployment, retirement, and even social 
isolation(4). More specifically, it is known 
that achievement of a relatively high degree 
of financial security was a necessary condi- 
tion before an individual could buy a new 
home and move to one of the new residential 
areas in Syracuse some 30 years ago. It is 
not unreasonable to think that financial 
security also was a factor in the selection of 
individuals who moved from the high to the 
medium rate area at the time of its develop- 
ment some years ago. 

This resemblance of the social and eco- 
nomic conditions associated with high admis- 
sion rates of old-age psychoses to those 
known to be the effects of other diseases sug- 
gets that the disease processes leading to 
hospitalized old age psychoses may begin 
insidiously at an early age and exercise the 
same restraining influences on social and 
economic development that have been ob- 
served for physical diseases, There seems to 
be no good reason at the present time for be- 
lieving that this could not happen. 

If it is true, first, that there are early mani- 
festations of susceptibility to hospitalization 
for old-age psychoses; second, that these 
manifestations may occur, perhaps unrecog- 
nized, a long time before hospitalization takes 
place ; and thirdly that the disease may inter- 
fere with social and economic development, 
the observed distribution of hospital admis- 
Sions of old-age psychoses might have come 
about from the gradual migration of the least 
susceptible wage earners, accompanied by 
their families, from the older to the newer 
areas of the city—leaving the more suscepti- 
ble and less successful wage earners behind 
in the older areas. 

With this thought in mind, it is interesting 
to look at Fig. 4, which shows that the 
average of the rates for males in the low rate 
area was less than the average of the rates 
for females. In each of the other two areas 
with higher rates, the average male rate was 
higher than the average female rate. The 
reverse of the direction of the difference in 

male and female rates in the low rate area 
could support the theory that the early mani- 
festations of hospitalized old-age psychoses 
may have been significant factors in the 
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Fic, 4—Average annual first admission rates of 
males and females age 65 and over with cerebral 
arteriosclerotic and senile psychoses, areas of census 
tracts grouped according to rates for both sexes 
combined, Syracuse, N. Y., 1935 to 1944. 


selection of wage earners for migration to 
newly expanded residential areas. 

The relatively low rates among men, as 
compared with women, who had moved to 
new residential areas in Syracuse is not 1m- 
consistent with the findings of Ødegaard for 
foreign-born populations in Minnesota and 
of Malzberg and Lee for foreign-born pop- 
ulations in New York State(5, 6). oe 

The possibility of an “outward migration 
of mentally healthy wage earners and their 
families, in greater proportions than e 
healthy wage earners, does not preclude the 
possibility that mentally sick persons E 
move in the opposite direction. Both tren : 
may operate at the same time and thus r 
crease the differences in the census tract ad- 
mission rates. These data further suega 
however, that continued residence in a neig Š 
borhood, after it has declined in RT 
economic status,” also may be a factor in F 
differences in census tract rates of hospitalt- 
zation for old-age psychoses between, 198° 
and 1944. Perhaps failure or inability ; 
change with the times is a sign of an a 
stage of old-age psychoses and the equivale 
of “downward drift.” 


CONCLUSIONS 


It is recognized that different association 
or no associations, might have been i S 
if unhospitalized cases had been added 
the study. Insofar as this may be true; ted 
identification of characteristics assoc! 


1957] 


with hospitalized cases may not contribute to 
the epidemiology of old-age psychoses. 

It is concluded, however, that little would 
be gained in the epidemiology of old-age 
psychoses if it were found that the true 
distribution of the disease resembles that of 
hospitalized cases. In the first place, the 
evidence suggests that the associated social 
and economic conditions might be the results 
rather than the causes of the disease. In the 
second place, it is suggested that the initial 
stages of the disease might have been pres- 
ent at an early age and exercised an influence 
on the “environment” many years before 
diagnosis. As long as there is a possibility 
that the disease itself may select the en- 
vironment, as suggested in parts of this 
study, the conditions associated with the 
disease at the time of diagnosis cannot be 
assumed to be the same as those that might 
have been found prior to onset. 

_For this reason, studies limited to condi- 
tions present at the time of diagnosis cannot 
always be said to be concerned with the role 
of Social and economic conditions as causa- 
tive factors prior to onset. Nor can it be 
said, in these circumstances, that the findings 
either support or reject any hypothesis that 
any aspect of the “socio-economic environ- 
ment” is a contributing factor in the onset 
of the disease, In fact, the populations with 
different rates of disease in 1940 may have 
been exactly alike at the time of the initial 
Onset of the disease. 

s Some of the difficulties in interpreting 
ecological correlations” for purposes of 
mental disease epidemiology have been de- 
scribed by others(7, 8, 9, 10, 11). The chief 
Problem, however, is believed to be related 
to the lack of clinical information necessary 
to the establishment of the time of onset of 
the disease, Without this information, early 
recognition of cases outside the hospital is 
Not possible and the conditions prior to the 
“evelopment of the disease cannot be sepa- 
fated and studied apart from the conditions 
Tesulting from the disease. 

From this point of view, useful clinical 
“ita constitute the greatest need in mental 

isease epidemiology, regardless of the 
method of analysis used. 
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DISCUSSION 


Ewarp W. Busse, M.D. (Durham, N. C.) — 
The authors have presented an important contri- 
bution to our rapidly expanding knowledge con- 
cerning the interrelationship between human func- 
tioning and the environment, An 3 

One important point is that similar previous 
studies have in some instances been contradictory. 
For instance the bea a Faris and cena 

i at owrer, many 
inn, agent of Faris and Dunham. 


The realization that studies of the same community 


tigators, $ 
practitioners, that certain segments 


statistics. That a diff 
can be correlated si 
logical functioning of € 
an observation which is confirmed by my colleagues 
and myself utilizing a quite 
investigation. : tke 

The interest in socio-psychiatry 1s pala a 
we are finally accepting the fact that ueta A soe 
eases are often traceable to environmental e e 
and deficiencies Lee as the neeg ere Ne 

ted by defective sanitati 

be pion reduced resistances, and other 


tacts with aa eee 
i co ons. 

bad environmen selected the psychoses 

veral reasons, one © 


The authors, ia ant they 
for study for severa! ons : 
etry Ba “the relative ease of diagnosis.” In con 


trast I feel that such a diagnosis is a difficult one, 
particularly if it is meant as a precise primary 
diagnosis. That physiological changes have taken 


senile psychosis and cerebral arteriosclerosis, are 
accurate estimates of the etiology of these changes. 
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ECOLOGICAL ANALYSIS 


t ak 

of long or unknown duration may measure 
el of the disease as much, if not more than 
of the environment.” This | that 
responsible for “downward isan 
interesting one which is in accord with the natural 
w of survival of the most fit. However, “fitues” 
many determinants. For instance, in my opinion 
it is likely that first admissions from congested 
if checked for the extent of education would 
us to conclude that persons with little educa- 
are more likely to breakdown in old age. } 
is also apparent that various segments of he 

‘are more tolerant in accepting deviations 
, and that certain groups will make an 
supply elderly people with satisfactor, 
relationships necessary for a reason 
adjustment. It is possible that this explains the 
rate which occurred in exclusively Italian, 
and Polish areas. It is possible that these m 
groups feel they must protect themselves and h 
a stronger feeling of mutual responsibility. 
this reason they may tolerate changes of beh 
and may make a greater effort to sustain an 
erly person in the community. It is obvious that 
we are going to cope with the rising number 
elderly people in our populations, it is 
us to know what factors will contribute to | 

pitalization and which steps medically, psych 
cally and socially can be utilized as preve 

measures. Realizing this, I think we are 
indebted to investigators such as McCaffrey a 
Downing who have made a splendid contrib 
to human ecology in relation to mental illness. 
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PERSONAL AND INTERPERSONAL FACTORS IN 
MOTOR VEHICLE ACCIDENTS ** 
JOHN J. CONGER, Pu. D., HERBERT S. GASKILL, M. D, DONALD D. GLAD, Pu. D, 


ROBERT V. RAINEY, Pu.D. WILLIAM L. SAWREY, Pu. D, ano 
EUGENE 8. TURRBLL, M.D? 


Accidents in general, and motor vehicle ac- 
cidents in particular, constitute a major 
health probicm in this country. During the 
past year over 35,000 individuals were killed, 
and almost 2 million injured in motor vehicle 
accidents in the United States. In the armed 
forces alone, 1,610 persons were killed and 
another 10,360 injured in off-duty driving 
accidents. The economic cost of accidents 
through property damage, injury and lost 
time is staggering. In 1954, estimates for 
the country as a whole ranged as high as 4.5 
billion in direct costs, and another 15.5 billion 
in indirect costs. The armed forces have 
computed that the average fatal accident of 
à serviceman costs the government $43,000. 

With the present rapid increase in cars on 

the road, miles driven per car, and the conse- 
quent increase in accident exposure, these 
figures are expected to continue rising, Ac- 
cording to Lloyd Palmer, secretary of the 
South Central State Council of Safety Co- 
ordinators, the present figure of 58 million 
Sars on the road will increase in the next two 
decades to 85 million. Obviously the accident 
Problem is a grave and challenging one, and 
Constitutes one of the major epidemiological 
Problems confronting health officials at the 
Present time, 
3 What causes motor vehicle accidents? The 
“tm itself suggests that chance plays a 
major role. Yet it is known that many fac- 
° romaa 


Bee at the 112th annual meeting of The Ameri- 
Sychiatric Association, Chicago, Ill., April 30- 

ay 4, 1056. 
Uni, Port of the Accident Research Project, 
aig of Colorado School of Medicine and Fitz- 
atte Army hospital, Denver, Colo. This investi- 
comaa WaS conducted under the auspices of the 
Foren ion on accidental trauma of the Armed 
sible ` EPidemiological Board, and was made pos- 
ad by a contract (DA-49-007-MD-502) with the 

Ce of the surgeon-general. TE 
to bes authors wish to express their appreciation 

ade Collaborators in this project, who have 
Lin i essential contributions: Helen V. Burns, 
BK L. Hassel, M. A., Leo Keller, B.A., 

` Krause, Px. D., and Jerome Levy, Px. D. 


tors may be significantly related to accident 
frequency and severity. Some roads are 
safer than others, and certain times of the 
day are safer, There are data to suggest that 
some people are safer than others, and that 
the same individual may be safer at certain 
times than at others. Obviously, to imply that 
accidents are due solely to chance is not to 
tell the whole story. In fact, one law enforce- 
ment official has recently suggested substi- 
tuting the objective, descriptive term “col- 
lision” for the more frequent term “accident” 
in order to avoid the unfortunate implica- 
tions regarding etiology inherent in the word 
accident. 

Undoubtedly, there will always be acci- 
dents, but it is the view of the present au- 
thors that if we can learn more about the 
factors which contribute to accident occur- 
rence, we may be in a position to devise 
methods of reducing the frequency and 
severity of avoidable accidents. In the case 
of any epidemiological study, a knowledge of 
etiology is of major value in developing ade- 
quate treatment 4 ih 

Obviously, the task of investigating a phe- 
nomenon as inherently complex and obvi- 
ously multiple-determined as motor vehicle 
accidents demands a many-sided approach. 
Among the many types of accident research 
currently in progress may be noted: studies 
of factors in automotive design which in- 
crease or decrease the likelihood of injuries 
or death to a vehicle’s occupants when a col- 
lision occurs(I1); investigations of the re- 
lation of highway design and traffic char- 
acteristics to accident frequency(3, 4 5 
13) ; research on safety regulations and law 
enforcement(12) ; studies of the relation of 
physical health and physiological functionmg 
to accident susceptibility (6) ; and investiga- 
tion of the effects of psychotherapy on driver 
behavior (15). i 

The purpose of the present paper 18 to de- 
scribe a 3-year investigation of one, aspect 
of the accident—namely, the role of personal 
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and interpersonal factors in determining ac- 
cident frequency and severity. 


THE PROBLEM 


The specific problem faced by the present 
investigators was to determine what, if any 
relationships existed between the accident 
records and the personal characteristics (psy- 
chological, psychophysical and psychophysio- 
logical) of individual drivers—in this case 
members of the armed forces. The problem 
itself is not unique, and has been investi- 
gated with varying degrees of success by a 
number of previous workers(1o, 14). It is 
the authors’ belief, however, that the present 
research incorporates a number of methodo- 
logical advances, over many previous studies. 
These include attempts to control for acci- 
dent exposure; efforts to insure that infor- 
mation about the individual’s accident history 
is kept separate from his test and interview 
records, so that it cannot bias either scor- 
ing or interpretation of the test material ; and 
special efforts to insure the accuracy of ac- 
cident and violation data. In addition, it is 
felt that the present study is considerably 
broader in scope than most. 


SUBJECTS AND PROCEDURE 


The subjects were 264 airmen stationed at 
Lowry Air Force Base in Denver, They 
were divided into 2 samples, referred to 
hereafter as “the initial sample” (N 110) 
and the “cross-validation sample” (N 154). 
Each sample, in turn, was composed of 3 
groups of drivers—a high-accident, a moder- 
ate-accident, and a no-accident group. For 
most of the accident information official 
records of motor vehicle departments were 
employed, since subjective reports by indi- 
viduals of their accident records which have 
been used in some studies, have frequently 
proved undependable. Where subjective re- 
ports were used, they were employed only 
as a supplementary source of information. 
High-accident subjects were defined for the 
purpose of this study as individuals who had 
had 2 or more accidents for which they were 
officially held responsible in the past 44 years, 
of which at least one occurred within the 
year immediately preceding testing. Middle- 
accidents subjects were defined as individuals 
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who had had only one accident during the 
past 44 years. No-accident subjects were de- 
fined as individuals who had no record of 
accidents, either according to official records 
or the individual’s subjective report during 
the past 44 years, and no record of moving 
violations during the same period. 


THE INITIAL SAMPLE 


The initial sample of 110 airmen was 
composed of 15 no-accident subjects, 35 
moderate-accident subjects, 15 high-accident 
subjects, and the remainder unclassified. 
Each of these airmen was subjected to an 
extensive battery of individual measure- 
ments. In view of the frequently tenuous 
and contradictory assertions in the literature 
concerning relations between personal fac- 
tors and accidents, it seemed advisable to 
examine each subject as thoroughly as pos- 
sible, in order to permit an adequate test 
of the hypothesis, that important relations 
exist between the two types of variables. 

Among the measures employed were: 
structured psychiatric interviews ; objective 
tests of values and attitudes; objective and 
projective personality tests; and a wide 
variety of psychophysical measurements, such 
as simple and complex reaction time and 
motor coordination. In addition, a number 
of new tests were constructed especially for 
purposes of this research. A detailed list of 
the measures used is contained in Table 1. 
It should be emphasized that in conducting 
the testing, none of the examiners was aware 
of the subjects’ accident records. This in- 
formation was kept separate during the test- 
ing period, to eliminate any possible bias in 
the examiner’s technique of administration, 
scoring, or interpretation which might have 
resulted from such knowledge. 


RESULTS OF THE INITIAL STUDY 


Table 1 summarizes the results obtained 
in the initial study. As may be seen, of the 
5I tests or subtests administered, 10 dis- 
criminated between the high, middle and no- 
accident groups at the 20% level of confi- 
dence or better. In other words, in the cas¢ 
of these latter tests, the chances were less 
than 20 in roo that differences of this mas- 
nitude or larger would be obtained by chance. 
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TABLE 1 
INITIAL SAMPLE 
Level of 
significance 
Variable Cif below .20) 


ASE I years.. 5 «00 e (c sete a ee eee 
Education in years...... 
MMPI? K Test Attitude. 
MMPI F Validity ...... 

MMPI Hs Hypochondriasis 
MMPI D Depression ... 
MMPI Hy Hysteria ........ 
MMPI Pd Psychopathic Dev. . 
MMPI Mf Masc.—Fem. .... 
MMPI Pa Paranoia .... 
MMPI Pt Psychasthenia . 
MMPI Ma Hypomania . 
MMPI Si Social Interest. 
MMPI L Lie Score.... 
TTS? A Active.. 
TTS V Vigorous 
TTS I Impulsive .. 
TTS D Dominant ....... 

TTS E Emotionally Stable 
TTS S Sociable .......-- 

TTS R Reflective . 
C-W 8 Contrast .... 
C-W Curvilinear 


Warm .... 
Symmetric ... 
-V4 Theoretical . 
-V Economic .... 
-V Aesthetic . 
-V Social .. 
A-V Political 

-V Religious .... 
Taylor Anxiety Scale... 
Wesley Rigidity Scale. 


evel of Aspirations Test.....++: 
Sports Participation ® ....+++++ 
On-sports Participation 
ashburn Complex Coordinator, Pat- 
tern r 


BRE EnS pssi Sss ek a Ss stele lelal 


| 


tern D seccisccdcoict oor TANNE SERE ~— 
pwo-hand Coordination .....0+se+er+++ — 
iscrimination Reaction Time (Simple). 10 


iographical Inventory 5 ... 


rsonal Questionnaire’ .... oe 
hematic Apperception Test.. «s»... Analysis 
incomplete 
Rotichach .......isibddecueruesncute Analysis 
incomplete 
Emotional Projection Test §. ..«+ee¥ees* Analysis 
incomplete 
Psychiatric Interview .....-ee<eeeerr** Analysis 
incomplete 


z Minnesota Maltiphasic Personality Inventory. 
rament S 


- Thurstone Tem: Seale, 
1. Conger Wilson Designs ‘Test. See Gaskill, et al(7)- 
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A more rigorous level of significance was not 
demanded in this phase of the research, for 
fear of excluding potentially useful findings. 

In this connection, it should be emphasized 
that when as many tests are administered as 
in the present study, a considerable number 
of apparently significant findings must be 
expected to occur by chance alone. Thus, 
while it is undoubtedly desirable in any re- 
search to study additional subjects in order 
to cross-validate apparently significant find- 
ings, such a procedure is particularly urgent 
in cases like the present, where many tests of 
significance are involved. Too frequently, 
particularly in the field of accident research, 
unwarranted conclusions are reached on the 
basis of initial findings which further re- 
search fails to substantiate. 


THE CROSS-VALIDATION SAMPLE 


Cross-validation of all the findings from 
the initial sample has not yet been completed. 
Further studies will be necessary to deter- 
mine the ultimate usefulness of suggested 
differences obtained from such measures 
as Rorschach, TAT, psychomotor and psy- 
chophysiological tests, and psychiatric inter- 
views. For example, there were suggestions 
in the preliminary Rorschach findings that 
accident subjects more frequently showed an 
excessive dependence upon a rather regres- 
sive sort of wish-fulfilling fantasy than their 
non-accident counterparts. Further, it ap- 
peared that more accident subjects showed 
relatively little insight regarding their guid- 
ing impulses and needs. On TAT findings 
and in interviews, there appeared the sug- 
gestion that the accident subjects were more 
likely to feel, consciously or unconsciously, 
that the social environment and their inter- 
personal relations were rather barren and 
unrewarding in relation to their needs for 
affection, recognition, and achievement. Ag- 
gressive, hostile themes in general appeared 
more frequent among this group. It should 
be stressed, however, that final judgment 
about the general validity of such preliminary 
findings must be withheld pending further 
investigation of additional subjects. This 
work has not yet been completed, f 

However, all tests of the paper-and-pencil 
variety which appeared to discriminate in 


Values. (Levy, revision.) 
4. Allport-Vernon Study =, staff. See Gaskill, et al(7). 
S Tests dei and Shearn (8). 
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the original testing have now been cross- 
validated, using a new sample of 154 sub- 
jects, selected according to the same criteria 
as the initial sample, and divided as follows: 
25 no-accident subjects, 25 middle-accident 
subjects, 15 high-accident subjects, and 89 
subjects outside the above categories. 

Table 2 summarizes the findings of the 
cross-validation study. As may be seen, most 
of the paper-and-pencil tests which initially 
appeared to discriminate were unable to with- 
stand the rigors of cross-validation with a 
new group of subjects. However, one type 
of measure proved extremely stable, namely, 
measures of the individual’s value system. 

Of the 6 scales contained in a revision of 
the Allport-Vernon Study of Values, de- 
veloped by Dr. Jerome Levy of the project 
staff, 3 scales—those dealing with aesthetic, 
theoretical, and religious concerns—proved 
highly discriminating, both in the initial and 
cross-validation samples. The remaining 

scales, (economic, political, and social) did 
not. As may be seen from Fig. 1, the no- 
accident subjects were consistently more 
oriented toward religious values, and less 
toward aesthetic and theoretical values than 
the high-accident subjects, As might be ex- 
pected, the mean scores of the middle-acci- 
dent subjects fell in the middle range be- 
tween the high- and non-accident subjects, 

The predictive value of this test is demon- 
strated clearly by a comparison of the per- 
formance of accident and non-accident sub- 
Jects in both the initial and cross-validation 
samples on these 3 scales. When appropriate 
cut-off scores were established for each of 


TABLE 2 
Cross-VALIDATION SAMPLE 


i Lavel of 
Variable if Payers 
A-V Acsthetic tri. canes 3 01 Si 
A-V Religious ... 05 
A-V Economic ... 5 


A-V Theoretical .... 
C-W Symmetric 
C-W Warm sesos po esses puree 
MMPI Pd Psychopathic Dey. . 
10% Items (Keyed Scale)?.... 
Siebrecht Attitude Scale..... 
Motor Decision Scale...... 


t. Miscellaneous items from other objective tests 
criminating in the initial sample beyond the 10% Tels 


confidence 


Aesthetic 


Theoretical Religious 


Fig. 1.—Scores on the Allport-Vernon Study of 
Values of 1956 high-accident, middle-accident and 
non-accidents groups. 


these scales, and the number of scales on 
which a subject exceeded the cut-off scores 
was computed, it proved possible in the initial 
sample to correctly identify subjects as ac- 
cident or non-accident in 22 out of 30, or 
73% of cases. Applying the same cut-off 
scores to the cross-validation sample, 29 out 
of 40 subjects, or 73% were correctly identi- 
fied. As an additional bit of evidence, it 
might be added that in a third sample of 49 
accident and non-accident subjects just com- 
pleted, the above criteria correctly classi- 
fied 36 or, again 73%. Furthermore, when 
scores were computed for the middle-acci- 
dent subjects, they fell, as one would pre- 
dict, almost evenly into the accident and 
non-accident groups (13 non-accident and 
12 accident). Thus, the Allport-Vernon ap- 
pears to be an extremely stable predictor of 
accident susceptibility in this population. 
The stable results achieved with this test 
in 3 successive samples, and its high predic- 
tive value suggest that different types of 
individuals are represented in the accident 
and non-accident groups, The rather surpris- 
ing thing to the authors is that such marke 
differences between groups have been found 
on measures of values, while relatively slight 
differences have been found on most of the 
other paper-and-pencil tests. For this rea- 
son, it seems worth while to discuss the 
meaning of the Allport-Vernon scales 1 
more detail. According to Allport(1), the 
“pure,” though of course non-existent, cas¢ 
of the aesthetic man would be an individual 
for whom beauty as expressed in form an 
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harmony, is the highest value. He judges 
experience from the standpoint of grace, 
symmetry or fitness and sees in life a pro- 
cession of impressions each to be enjoyed 
for its own sake. Empirically, a relative 
preference for this value is measured by 
questions like the following: “Taking the 
Bible as a whole, should one regard it from 
the point of view of its beautiful mythol- 
ogy and literary style rather than as a spir- 
itual revelation?” “Do you think it is justi- 
fable for great artists such as Beethoven, 
Wagner, and Byron to be selfish and negli- 
gent of the feelings of others?” “If you 
were a university professor and had the 
necessary ability, would you prefer to teach 
poetry or chemistry and physics?” 

i In contrast, the extreme of the theoretical 
individual would be one whose dominant 
interest is truth as such. He avoids value 
judgments (regarding objects) and is merely 
interested in observing the processes of 
nature as they empirically exist. His chief 
aim in life is to gather and systematize 
knowledge. 

On the other hand, in his pure form, the 
religious man is concerned with the super- 
natural meaning of all existence, and par- 
ticularly his place in it. It is the mystical 
qualities of life to which he is directed. Of 
course, no individual embodies the extreme 
of any of these values; rather, each person 
Tepresents a combination, in varying 
amounts, of all of them. 
she ankly, the authors are still puzzled by 
a relatively higher theoretical and aesthetic 
F erests, and the relatively lower religious 

terests of the accident individuals. On the 
TR of the preliminary findings from other 
a S$, such as Rorschach and TAT, from 
erviews, and from the few isolated items 
Sh consistently prove discriminating in the 
MMP paper-and-pencil tests, such as the 
ics I, it appears that the accident sub- 

s may well be psychologically more com- 
i than their non-accident counterparts, 
= in harmony with their environment, and 
why gonventional. There is some suggestion, 
roam may be reflected in the higher re- 

Ous scores of the non-accident subjects, 

t they tend to accept conventional values 
ha "aa extent ; have simpler and on the 

Ole less imperiously demanding needs ; 
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have less conflict, both internal (in the sense 
of superego conflict) and external (in the 
sense of environmental frustration) regard- 
ing the satisfaction of their needs; possess 
less elaborate psychological defense systems 
(possibly these are less necessary for them) ; 
and show less tendency, both as children and 
adults, to engage in contentious or acting-out 
behavior. This last point receives support 
from MMPI items showing that non-acci- 
dent subjects have had fewer conflicts with 
authority, in the forms of truancy, delin- 
quency, and minor offenses, and that they 
more regularly go to church, pray, and in 
general behave in rather socially conforming 
ways. 

It is at least possible that the higher 
theoretical and aesthetic scores of the acci- 
dent group are associated with a general 
tendency to be less conventional, psycho- 
logically more complex and subject to con- 
flict, more in disharmony with their every- 
day environment, and more ready to resort 
to complex defenses against anxiety. 

The investigators’ immediate goal is to 
study a new sample of subjects in a highly 
intensive fashion. This investigation will 
have 3 aims: 1. As has already been noted, 
the cross-validation study described in this 
report included only the paper-and-pencil 
type tests. However, tests for the new cross- 
validation samples will include individual 
projective techniques, interviews, and psy- 
chophysiological measures, thus making their 
cross-validation possible. 2. It is also planned 
to add a number of additional tests, which 
current findings indicate to be relevant and 
possibly discriminating, e.g., interest „and 
preference tests. In this manner, additional 
measures helping to discriminate accident 
and non-accident subjects may be discovered. 
3. Each subject in the new sample will re- 
ceive an intensive clinical workup, aimed at 
achieving a greater psychodynamic under- 
standing of differences already obtained and, 
if possible, of discovering other points of 
difference—as well as helping to provide a 
better picture of the individual as a whole. 


SUMMARY 


While it has been demonstrated that ac- 
cident and non-accident subjects in the pres- 
ent population of young airmen differ sig- 
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nificantly from one another ; and while psy- 
chological measures can be used to predict 
accident status for this population with a 
high degree of success, much more work 
remains to be done before a clear under- 
standing of the psychodynamic relationships 
existing between the structure and function- 
ing of the individual and his accident suscep- 
tibility can be achieved. It also remains to 
be shown whether the psychological differ- 
ences which are related to accident sus- 
ceptibility in this particular population would 
also prove discriminating with other, differ- 
ently composed populations. 
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TESTING THE VALIDITY OF PERSONALITY PROFILES IN 
PSYCHOSOMATIC ILLNESSES * 
FLOYD O. RING, M.D? 


Combine the problems of psychiatry, 
physical medicine, and the interactions of 
mind and body, and you have a fair estimate 
of the problems of psychosomatic medicine. 
It is easy to demonstrate physiological 
changes which follow a sudden onset of fear 
or anger, The quickened heart and respira- 
tory rate, muscle tremors, goose pimples, 
cold sweat, and abdominal discomfort are 
familiar reactions. Some changes are so 
familiar, demonstrable, and therefore ac- 
cepted that they sometimes are taken as legal 
evidence of emotion (the lie detector test 
for instance), That these same emotions may 
produce permanent changes in body function 
or changes in body structure is more difficult 
p demonstrate. Nevertheless it logically fol- 
ows that permanent emotional tendencies or 
personality patterns might be associated with 
permanent physical changes(1). 
oS OTOL the problem of making in- 
4 gible descriptions of personality profiles, 
i patterns of emotion, thought and action, 

s not been surmounted (2). With many 
oo in the field of physical medicine 

ere has long been a strong suspicion that 
Personality and emotions play a role in so- 
ay illnesses(3), but few mechanisms have 
‘ga demonstrated. The frequent attempts 
alae certain personality profiles to per- 
a with certain physical or somatic illnesses 
vg therefore have been proven fully justi- 
Fa Failure to solve these difficulties has 

tarded growth of the field which we call 
Psychosomatic medicine. We need a greater 
aetiity of positive, concrete, and objective 
aot that some personality types and some 
Somatic illnesses are related to be able to ac- 
cept this as fact. 
he number of approaches have been made 
a he study of these relationships. Some in- 
Me tigators(4) have subjected animals to cer- 
‘ain kinds of stress and studied the resulting 
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structural changes in various organs and 
changes in blood levels of certain hormones. 
Some(5, 6, 7, 8, 9, 10) have studied in man 
the reactions of certain body organs to cer- 
tain specific emotions. Others(11, 12, 13, 14) 
have studied persons with certain known 
somatic illnesses with the aim of discovering 
and describing any common personality pat- 
terns which may have etiological significance. 
The latter have formulated some “personality 
profiles” said to be characteristic of persons 
having certain illnesses. 


THE PROBLEM OF PROFILES 


Five years ago this author studied psycho- 
somatic relationships by trying to fit these 
personality profiles, at least as he interpreted 
(and perhaps modified) their descriptions, 
to patients with the so-called corresponding 
somatic illnesses. There was much evidence 
of truth in these concepts but it also was 
found that with a little imagination one 
could see almost any profile in almost any 
patient if he were looking for that profile. 
Tt was obvious that some kind of objective 


approach and perhaps testing methods were 


needed. 
Why not introduce an unknown? If per- 


sonalities and somatic illnesses go together, 
then one should be able to pick out patients 
with one illness from patients with other ill- 
nesses by & personality study, with no other 
knowledge of the patient. If this can be done 
with appreciable accuracy, then we have a 
more concrete and objective demonstration 
hosomatic relationships do 


PURPOSE AND METHOD 


The purpose of the new method of pa- 
tient study reported here was to determine 
the percentage of times an examiner can 


“diagnose” any of several different physical 
illnesses through the use of nothing more 
than a personality evaluation interview. Al 
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other conceivable diagnostic indicators were 
withheld from the examiner. At the close of 
the examination interview the examiner was 
to state whether the patient had one of 14 
illnesses thought to be psychosomatic and 
specify the illness. 
This examiner made a personality study of 
over 400 patients, selected by professional 
colleagues who permitted the examiner no 
knowledge of the patient other than what he 
was able to learn from a brief personality 
study interview. In order that the examiner 
see no physical sign indicating presence or 
absence of any particular illness, every pa- 
tient had his entire body and extremeties 
covered during the interview. In order that 
the examiner be given no verbal clue to the 
illness, every patient was thoroughly in- 
structed to say nothing about any symptoms, 
treatment, disabilities, medical recommenda- 
tions, diet, or anything in any way associ- 
ated with his physical self. All interviews 
were conducted in the presence of 2 to 16 
colleagues. These served the dual purpose of 
providing a group effect to better bring out 
patients’ personality traits in a short period, 
and to note any signs or verbal expressions 
from the patient which might in any way be 
diagnostic indicators other than by way of 
personality traits. 

Patients were from all socio-economic 
classes, both sexes, white race, in good state 
of intelligence and mental health, and were 
between 12 and 60 years. Each patient was 
instructed to answer, as far as possible, all 
questions as he would have before he became 
aware of any sign of his illness. This served 
to eliminate his disclosure of other indica- 
tors of his illness and also made possible the 
investigation of personality factors preced- 
ing, rather than following, an illness. 

Interviews were of 15-25 minutes duration 

and covered a circumscribed amount of sub- 

ject material, in any order that allowed the 

smoothest flow of the interview and covered 

the following information: name; age; resi- 
dence ; birth; place in parental family; rela- 
tions with parents and siblings; reactions to 
school, church, people, occupation, self; 
marital situation, and any other pertinent 
situations. Military history and any changes 
in occupation or residence were avoided, for 
fear of disclosing evidence of illness which 
might have affected these. 
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Patient studies were rejected if in any way 
the patient disclosed his illness or gave leads 
other than personality traits. In taking his 
hands from under cover he might reveal 
skin or joint pathology. If he were to make 
the statement, “I can’t eat like I used to," he 
might be revealing evidence of a gastroin- 
testinal or diabetic disorder. If this proved 
true and the examiner had formed such an 
impression, the case was rejected. If this 
proved not true, and the cxaminer had 
formed the wrong impression from whatever 
basis, the case was accepted in the tabula- 
tions. Misleading physical or verbal obser- 
vations were accepted. Leading ones were 
not. This may have handicapped the ac- 
curacy of the method but was considered 
necessary and unavoidable since diagnostic 
impressions were to be entirely on the basis 
of personality findings. Only one exception 
was made: persons with one particular s0- 
matic illness are especially prone to remove 
a hand from under covering during the inter- 
view. These individuals tend in many ways 
to disregard rules. This may be an im- 
portant consideration in formulating an im- 
pression of this diagnosis (diabetes) and 
such cases were included unless more serious 
infractions occurred. 

After the interview the examiner offered 
his diagnostic impression. There were 15 di- 
agnostic possibilities: 14 specific “psycho- 
somatic” illnesses, or other than these 14. Of 
cases not rejected, tabulations were ma 
showing the percentage of accuracy of im- 
pressions for each illness. Where it was felt 
that a patient had more than one illness, these 
were tabulated accordingly. 


RESULTS 


Table 1 shows the incidence of correlation 
between actual diagnoses and diagnostic im- 
pressions based on personality study. 

It is interesting to note the few instances 
in which the first or second diagnostic 1m- 
pressions failed to name the actual diagnosis: 
In some cases, personality studies gave 
primary lead to a certain illness. A 4° 
year-old man had a personality profile as- 
sociated with rheumatoid arthritis. 
chart said he had a “bleeding peptic ulcer 
Questioning of the man revealed he had re- 
ceived shots for arthritis and develo} 


» 


. 


OOOO 


é 


] FLOYD 


0. RING toy? 


Bn å o o 
TABLE 1 


Correraron BerweeN AcruaL Dracnoses awp tite Diacwostic lursrssioxs 


Total patients “diagnosis” 
intervie Correct ps Nema > ae Cangir * 
(estab. diag.) first choice come 
Rheumatoid arthritis s.s.s...» eee. 24 20 (83%) 3 : - 
Peptic ulcer ....- 18 15 (83%) 2 -- 1 
Diabetes ......-- 14 9 (65%) 4 i = 
Hypertension .....- 10 6 (60%) 4 — - 
Hyperthyroidism 4 4 (100%) - - - 
Coronary occlusion .....-++2+++++++ 14 10 (71%) 4 - - 
Ulcerative colitis .....:sseeeeeeeee 12 8 (67%) 2 2 = 
Migraine .......2ceescreeeeesereee 9 3 (33%) 3 = 3 
Asthma .....-cccecceeseceeseereet 10 6 (60%) 2 = 3 
Neurodermatitis .....0.+++20+00e0+ 4 1 (25%) 2 r - 
Dysmenorrhea ...-.seseeseesereeee 3 -g F) . s 
Degenerative arthritis . I - 1 e? = 
Glaucoma .....---+++0 I a R F l 
Backache o a F ao a 
Other”... 0. .caeveosen= osiawasaeile 10 6 (67%) a r 3 
Totals... spata sree ceha EENE 134 88 (66%) 7 7 u 


i *The primary established diag: 
ulcer as a side-effect. Examination showed 
minimal signs of rheumatoid arthritis still 
present. 

That group of patients entitled “other” 
was controlled in number to avoid its being 
out of proportion to the total number of 
cases, This was accomplished by never i” 
tentionally referring a patient with none of 
the 14 illnesses. Patients sometimes were 
referred by colleagues who did not know the 
exact 14 illnesses being considered. Some- 
times a patient was seen before a thorough 
diagnostic study had been made and it de- 
veloped that he did not have the illness of 
which he was suspected. These cases were 
tabulated in the “other” group if they other- 
wise met the standards for the experiment. 
It was first considered that this group was 
of little consequence in this study and per- 
haps that is true. This “waste basket” was 
not considered as part of the study until it 
was seen to be developing. 


PERSONALITY CATEGORIZATIONS 


Certain personality categories were estab- 
lished as a result of repeated observations 
that (1) some persons are excessively appre- 
hensive and perceptive, readily express their 
thoughts, freely react to their conscious or 
unconscious sources of fear or angers and are 
active physically and verbally in nearly all 
spheres of their living (“Excessive reac- 
tor”) ; and that (2) some persons are muc! 


nosis (that which the patient really had) was not offered as a diagnostic Impression "t 


Table 2 shows the category into which 
each studied seems most often to fit. 


TABLE 2 
PERSONALITY CATEGORIES 
L Excessive reactors 


Coronary 
Ulcer eh 
Degenerative arthritis 
II. Deficient reactors 
arthritis 
Ulcerative colitis 
Neurodermatitis 
(note itis suffixes) 
III. Restrained reactors 
Hypertension 
Hyperthyroidism 
Migraine 
Asthma 
Diabetes 
IV. Unknown 
Dysmenorrhea 
Glaucoma 
Backache 
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Five specific questions asked each patient 
gave sufficient information to make the gen- 
eral classification of personality. In some 
instances these questions gave sufficient in- 
formation to make a specific diagnostic im- 
pression. Following are the 5 questions: 

1. If you were sitting on a park bench on 
a nice warm spring day, very well relaxed 
and enjoying the sunshine, watching the 
birds flit around on the grass in front of 
you, and someone just your size, age, and 
sex, whom you had never seen, walked up, 
said nothing, and kicked you in the shins, 
what would you do? 

2. If you were given your choice of a 
great deal of any one of these 4 things, and 
very little of the others, which would you 
want a lot of: (a) religion, (b) education, 
(c) money, or (d) opportunity to help other 
people? Why? 

3. If suddenly you were awarded [a large 
sum of money], what would you do with it? 

4. What is your greatest ambition? Great- 
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est fear? Greatest anger? Greatest enjoy- 
ment? 

5. What kind of people do you like most? 
Dislike most? 


The differences in response to these 5 


questions from patients with illnesses which 
fall into “Excessive” and “Deficient” re- 
actor groups is often remarkable. It is upon 
these differences that the concept of the 
groups was founded. Responses from those 
in the “Restrained” reactor group are less 
distinctive. Table 3 shows example responses 
by persons with an illness representative of 
each group. 

A detailed differentiation of each specific 
illness would be excessively voluminous for 
this report. 

Deep interpretations of responses were 
never attempted. All patients were inter- 
viewed under fairly standardized conditions 
and their responses taken essentially at face 
value. Personalities are so complicated that 
one could be easily confused. Superficial in- 


TABLE 3 
TYPICAL QUESTION Responses From THREE PERSONALITY CATEGORIES 


Excessive reactor 


Question [Coronary] 
Park Hench sasseas saena .. “Wed have a show- 
down” 
“Beat the devil out of 
him” 
A lot of money .......-.. “Td put it to work” 
Choice of: 
Education, religion, 
money, help others ..... “Education” 
“Money” 
Greatest: 

Ambon 2 ars saenake (Achievement of a spe- 

cific goal) 
“Be on top” 
“Failure” 
“Failure” 
“Laziness” 

EJON eare e500 “Success” “Respect” 
“Competition” Sport: 
like golf pii 

Type of people: 

Like mO iea s d5h% “Ambitious people” 

Like least. sasaaina “Those who aed to 
get along with” 

“Dictators” 


“Insubordinate people” 


Deficient reactor Restrained reactor 
[Rheumatoid arthritis] [Hypertension] 
“Nothing” “Pd be pretty mad”; 


“Might hit him” 


“Help children or or- “Find out what is best” 
phans”; “Help old 


folks” 
“Help other people” “Religion” 


“Helping others”; “To “Make the world a 


be nurse’s air, nurse, better place” 

or school teacher” 
“Nothing” “Insanity” 
“It doesn’t do any good “I really don’t know, 4 
atO Bet angry” ; lot of things, I guess 
‘Nothing really makes 

me angry” 
“Helping others” “Fishing and other 
“Crocheting” sports” 


“Friendly people” 


“ “Happy people” 
I dont dislike any- 
body” 


“People who worry 
“Sloppy or unruly 
people” 


Me 
’ 


amounting to a subjective impression de- 
d from nonverbal communication. For 
nce, after observing the rheumatoid ar- 
thritic patient’s deficient emotional responses, 
his statement that the kind of people he likes 
‘Dest are “friendly people” arouses a feeling 

the observer that he means he does not 
Tike discord. This is usually found to be 
true on questioning. The ulcer patient, on 
the other hand, might say the same thing but 
‘one receives the impression that he would be 
More desirous of an active interpersonal re- 
tionship. Thus, though diagnostic impres- 
sions are formed largely by weighing the 
‘actual responses to the questions and situa- 
tions presented, it is apparent that some sub- 
jective impressions are formed in addition, 
and that there are no “standard” means for 
diagnosis by personality. 


“OBSERVATIONS 


It should be possible to assume that two 
illnesses associated with personality profiles 
from different categories might not occur 
together frequently. Two or more associ- 
ated with personality types in the same cate- 
“Bory might be expected sometimes to occur 
| together. Such actually has been found true, 
Particularly as relates to the two more “op- 
posite” categories—the “Excessive” and 
“Deficient” reactors. The “Restrained” re- 
actor group lies between these two and these 
illnesses may more frequently occur in com- 
ination with one of another group. It seems 
_ that persons with a personality of one cate- 
gory are more susceptible to other illnesses 
k that category and sometimes more resistive 
to illnesses in another. 

It might be assumed, too, that treatment 
Measures good for one group might be bad 
for the “opposite” group. This is also ob- 
Served. ACTH and Cortisone, good for the 

Deficient” reactor group, are not good for 
Be “Excessive” reactor group. In fact, in- 
jections of these hormones will often pro- 
duce benefit to one illness and harm to the 
other. These observations may lend evidence 
_ Of truth to the theories of some investigators 
that these hormones play causative and pre- 
Ventive roles in various psychosomatic ill- 
Tiesses and to the theories regarding the role 
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of emotion in the production of these hor- 
mones(15). 

There appears to be a strong relationship 
between illness and personality in those in- 
stances of high correlation between actual 
diagnosis and diagnostic impression from 
personality profile. Those which show less 
correlation seem to have less relationship or 
it is less recognized, at least by this author. 
Insufficient study has been done in some ill- 
nesses. 

There is a certain unknown subjective ele- 
ment in these studies as conducted. Some 
work has been done on interviews of this 
type using I-way vision apparatus, where 
the patient can see the examiner but the 
examiner cannot see the patient. This 
will increase objectivity but will not di- 
minish accuracy of diagnostic impressions so 
long as the examiner is aided by someone 
who can observe and report on facts about 
the patient’s apparent emotional reactions to 
various questions and situations during the 
procedure. In the small amount of study 
thus far, these results are comparable, but it 
is much too early to judge. It will be in- 
teresting to see how far the subjective ele- 
ment can be eliminated and appreciable ac- 
curacy maintained in diagnostic impressions. 

Indications are that personality profiles, 
as determined by the examination, preceded 
the illnesses. Sometimes personality may 
have become such that it is conducive to the 
illness only in recent years Or months before 
onset, having appeared different earlier. 
Sometimes after an illness is well estab- 
lished, or in old age, personalities appear 
different from what they were before the 
onset of these conditions. Deficient reactors 
may become more reactive and excessive Te- 
actors less reactive. This may be the result 
of adaptive and preservative mechanisms, or 
of a feeling of safety once the illness is 


present. 


Considerable experience is needed to clas- 


sify personalities. A beginner may study an 
individual who to a more experienced ob- 
server is at one extreme of personality and 


feel sure that he belongs at the other. The 


beginner thinks they all look alike, With 
earns to dif- 


training and experience he 1 
ferentiate them and is better able even to 
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distinguish one from the other by verbal 
descriptions, inadequate as these sometimes 
might be. 

It does not follow, of course, that with a 
given personality one must have a given 
physical illness. Various organs under stress 
oftentimes become stronger and break down 
only after severe and long-continued stress, 
It would make an interesting study to see 
how often illnesses can be predicted in 
healthy persons with certain personalities, 
taking into consideration the likelihood that 
many might never succumb. 


CONCLUSIONS 


Persons with some illnesses can be picked 
out from those with others with a good per- 
centage of accuracy by personality interview 
study alone. Some of the personality pro- 
files as described by various investigators (as 
interpreted and/or perhaps modified by the 
author) are valid for these illnesses. More 
concrete, conclusive, and objective evidence 
of the relationship between personality pro- 
files and somatic illnesses is demonstrated. 
These personality profiles precede the onset 
of illness. 

There are some determining factors asso- 
ciated with certain personalities which make 
that individual more susceptible to certain 
illnesses and more resistive to others, Per- 
sonality studies have been demonstrated to 
be a sensitive indicator that certain illnesses 
might be present even when not otherwise 
suspected, 

Treatment and preventive measures should 
be improved when these factors are better 
established. Personality patterns may deter- 
mine whether an illness will develop. They 
may also influence its progress, Personality 
studies can be a useful prognostic tool, 

An extensive and closely coordinated 
study employing the psychiatrist, neurologist, 
physiologist, endocrinologist, biochemist, 


VALIDITY OF PERSONALITY PROFILES IN PSYCHOSOMATIC ILLNESSES 


[June 


pathologist, and internist should be made to 
fill gaps in our knowledge of the psyche, the 
soma, and the inter-relationship between 
mind and body. 
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THE ROLE OF THE SYMPTOM IN PSYCHOSO 
MATI 
CHANGES FOLLOWING REMOVAL OF A SYMPTOM BY = 
EXTRAPSYCHIC MEANS: 


DANIEL W. BADAL, M.D., THOMAS E. DRISCOL, A.B. ann MAXIE MAULTSBY, A.B? 


A group of patients who arouse interest 
are those who develop major psychoneurotic 
breakdowns after successful surgical treat- 
ment of a peptic ulcer. After seeing these 
patients, one becomes aware that the symp- 
tom must have acquired a place in the balance 
of forces operating within the patient and 
that the equilibrium was disturbed by re- 
moval of the symptom. Why does this come 
about—what is the function of the symp- 
tom? Before answering this we have to 
answer a preliminary question: does the 
symptom have any function? 

There has been interest in this question in 
recent years(1, 2, 3, 4). Browning and 
Houseworth(s) present a study in which it 
is shown that some patients with peptic ulcer, 
when the ulcer is forcibly removed by sur- 
gery, develop symptoms in other systems: 
ypertension, asthma, and neurotic disability 
eng among the most frequent. On the other 
hand, Shanahan(6) reported a study of 25 
Patients, showing that 16 of the 25 were quite 
telieved by surgery and did not develop new 
ome, Eight of the 25, however, had 
oi symptoms, including neurotic invalidism 
a Various neurotic or psychosomatic dis- 
a A practical value of this study was 
i op ulation of the types of persons who 
0 badly after surgery and those who do well. 
3 a patients were nearly all men (22 of 


ap own observations over long periods 
4 sg patients made us believe that 
k E € problem was complex and uncer- 
Kor Si to merit further study. It is not 
is i 1 to consider psychosomatic changes, 
a from one physiological symptom 
manifestari one must also inquire into other 
eee ONS of the neurotic process—psy- 


iR 
oe the 112th annual meeting of The Ameri- 
Ma ychiatric Association, Chicago, Ill, April 30- 
E 4, 1956, 
Hospital the division of psychiatry, University 
ine” Clev eland, Ohio, and the department of 
Ohig | Western Reserve University, Cleveland, 


choneuroses (phobia, hysteria, depression, 
and obsession), and behavior neuroses such 
as withdrawals and change in expression of 
affects. We, therefore, set up a simple study 
to survey the happenings when the symptoms 
of peptic ulcer are removed. 


METHOD 


This is a study of the posttreatment symp- 
toms of 30 patients hospitalized for peptic 
ulcer, half treated medically and half treated 
surgically by subtotal gastrectomy. The 
purpose of using a group of medically treated 
patients was to see whether symptomatic 
changes followed only surgical treatment or 
whether any loss, however induced, of ulcer 
symptoms would be followed by the appear- 
ance of other symptoms. 

The data were gathered by a standard in- 
terview covering items under the following 
headings: 1. General Health; 2. “Dump- 
ing Syndrome;” 3. Psychoneurotic Disor- 
ders; and 4. Psychosomatic Disorders. 
Under general health items such as family 
life, daily routine, work habits, recreation, 
and a general statement from the patient re- 
garding the effect of treatment were covered. 
Symptoms which might be confused with 
psychoneurotic and/or psychosomatic symp- 
toms had to be differentiated. The “dump- 
ing syndrome” is a generalized physiological 
reaction occurring after gastrectomy, result- 
ing from sudden emptying of the contents of 
the stomach into the intestine. It consists of 
a flushing of the skin with palpitations and 
gastro-intestinal hyperactivity. For a detailed 
account of the “dumping syndrome’ see 
Machella (7) and Schecter and Nechles(8). 
Thirty-three questions were directed under 
the headings of hypochondriasis, obsessive- 
compulsive state, anxiety, neurasthenia, and 
hysterical, phobic, and depressive symptoms. 
A general review was directed to cover 15 
items concerning the psychosomatic gastro- 
intestinal, cardiovascular, skin, genito-uri- 
nary, and musculo-skeletal systems. Our 
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definition of psychosomatic was rather loose, 
including not only asthma, hypertension, 
eczema, and hives, but also persistent physio- 
logical changes unexplained by any somatic 
disease, such as persistent tachycardia, and 
persistent constipation. 
The criteria for selection of patients were : 
I. age between 25 and 60 years at the time 
of hospitalization, which was between 1947 
and 1952; 2. that treatment resulted in re- 
lief of the ulcer symptoms with no severe 
recurrence; 3. that at least 1 year had 
elapsed between the onset of treatment and 
the time of the interview. Only patients 
who had undergone a partial gastrectomy 
were used for the surgical group. 


RESULTS 
PSYCHONEUROTIC SYMPTOMS 


Of the 15 patients treated surgically 4 had 
overt psychoneurotic symptoms before the 
operation. One of these was a phobic neu- 
rosis restricting the patient’s life so that she 
could not get about among people. She was 
preoccupied with worries about her husband’s 


health. Two patients had anxiety attacks of 
one kind or another, and a fourth had 
terical preoccupation with disease. (See Table 
1.) After the operation 3 other patients de- 
veloped symptoms which could be considered 
psychoneurotic. One of them had an anxiety 
state with palpitations, troubled thoughts, 
and bad dreams. Another became severely 
impotent sexually, and the third developed a 
hysterical amnesia lasting about a week, dur- 
ing which he found himself in a distant city 
where the surgeon who operated on him was 
giving a lecture. Those who had symptoms 
before operation were not changed much, 
but one developed an overt hysterical symp- 
tom—an unexplained jerking of her legs, 
forcing her to rest, and she also became obese 
in the months following operation. The de- 
tails of these cases are given in Table 1. 

In the medically treated group by way of 
comparison, there were 6 of 15 patients who 
had definite and 3 who had questionable 
psychoneurotic symptoms before treatment. 
The details of these are given in Table 2. 
They represent a variety of neuroses ranging 
in complexity from an anxiety state in a 


TABLE 1 


Suretcatty TREATED Group 


no,* Before 

S-1 Preoccupation with worries directed to hus- 
bands’s health; restricts her life by a 
phobic attitude toward people and places, 

S-5 ? 


S-6 o 
S-7 o 
S-11 


Dramatizes physical things; fantasies about 
the body ; weird theories of physiology and 
medicine 


Wakes at night with dyspnea; mild anxiety 


Troubled thoughts; restless—feels that she 
wants to go someplace—she does not know 
where; however, the fact makes her anx- 
ious; prone to worry about anything, Has 
nervous spells, characterized by bodily 
shaking; tense generally 


S-I5 0 


Total: 3 
* S = surgically treated patients, 


Psychoneurotic Symptoms 


After New 
As before 0 
o o 
Palpitations; troubled thoughts; dreams + 
Impotence Er 
Retained old symptoms; coversion—unex- + 


plained jerking of legs—causes her to stop 
and rest; obesity 


As before; also frequent dreaming about pre- 
ceding day’s events 


Relieved, but she became more aggressive and 
outspoken 


© 


Hysterical amnesia; had an amnesic week + 
during which time he fled to a distant city 
where he woke up 


7 4 


= 


m 
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TABLE 2 
MepicarLy Treatep Group 
Psychoneurotic Symptoms 
Case 
oo. Before Afi 
M-1 Always tense under responsibility; easily Relieved is Py 
o 


upset; nervous spells with shaking and 
tension 


Mz o0 


Treated by psychiatrist for hysteria; very 
preoccupied with health; trying out new 
medicines for real or “imagined” ills. Re- 
ceived treatment for (1) ulcer; (2) head- 
aches of undetermined origin; (3) hypo- 
chromic anemia; (4) scalenus anticus syn- 
drome; (5) fibroid uterus; (6) chronic 
uveitis ; (7) nontoxic nodular goiter. 
Operations: (1) Abdominal hysterectomy ; 
(2) appendectomy; (3) subtotal thy- 
roidectomy. Other symptoms: insomnia 

M-4 Tiredness ; nightmares and quite nervous 
with many worries; sweating; chest dis- 
comfort and dyspnea 


M5 ? 
M6 ? 
M8 Had nervous spells and general tenseness; 


fainting spells; sleep disturbed by dreams; 
troubled thoughts 

Chronic anxiety ; “always a nervous per- 
son”; dizziness and fainting when in 
crowds 

M14 o 

M-15 


M-10 


Germ phobia with severe anxiety; much 
concern over health 
Total: 6 


‘M- È 
= medically treated patients. 


ng always tense under responsibility and 
re È Laie to a severe hypochondriac who 
iwa ad many physical preoccupations and is 
k A trying out new medicines. Most of 
oe were with unfocussed anxiety, 
ia spells, faintness, insomnia, and 
ale = thoughts. After ulcer treatment 8 
a s had definite psychoneurotic symp- 
ee Pacing: oy. an increase of 2 from be- 
of treatment as compared with an increase 
the? in the surgically treated group. As with 
E surgically treated patients, there was one 
e of psychic impotence, although in this 


Anxiety; sweating; tenseness; tachycardi 
and dyspnea on excitement ‘ yis 
Retained her old conditions, unchanged, 
hypertension and headaches leaps 


As before ° 


Insomnia ; far from happy; unhappy home + 
life; wants more social life; unhappy first 
marriage; on relief; worries about finances; 
very depressed 

Anxiety attacks; frequent, with worry, shak- + 
ing, sweating, dyspnea, tachycardia and 
syncope. 

Condition unchanged, plus dizzy spells + 


Transient impotence 
Relieved but totally disabled by neurotic in- + 
yalidism 


8 


case it was transient. One patient developed 
a state of unfocussed anxiety with sweating, 
tenseness, tachycardia, and dyspnea. The 
one who was completely relieved by medical 
treatment was totally disabled by neurotic 
invalidism and unable to work. 

The details of these patients’ changes are 
best seen in the charts of Table 2, but in 
general it might be said that most of those 
who had symptoms before had the same 
symptoms afterward with one exception, and 
that several patients developed new symp- 
toms of various kinds without any specific 
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predominant pattern. Perhaps it might be 
said that if a psychoneurosis was present 
before treatment, it tended to be aggravated 
after treatment, whether medical or surgical. 


PSYCHOSOMATIC SYMPTOMS 


Three of the surgically treated group had 
other psychosomatic symptoms as well as 
ulcer symptoms before treatment, One had 
a long history of asthma and chronic consti- 
pation; the second had muscle and joint 
pains; and the third had persistent head- 
aches. All three kept these symptoms follow- 
ing treatment. However, two changes did 
occur. The first patient said that her asthma 
was better and the second had urticaria in 
addition to the headaches, which persisted. 
Two other patients developed new psycho- 
somatic symptoms after treatment, both of 
them acquiring persistent hypertension 
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within a few weeks after operation. One had 
a blood pressure of 160/120 and the other 
235/135. Altogether only 3 of 15 patients 
developed new symptoms in this category. 

A slightly higher number in the medically 
treated group showed other psychosomatic 
symptoms-both before and after treatment. 
Before treatment there were 5 patients, I 
with muscular aches and pains and severe 
headaches, 1 with arthritis, 1 with chronic 
constipation, 1 with chronic diarrhea, and 1 
with asthma. After treatment 5 patients 
who had not had symptoms before showed 
symptoms, One of these had headaches and 
fainting, one had aching of his joints called 
“theumatism,”’ one had irregular menses, 
one had hypertension and chest pains, and 
one had muscle and joint pains. The details 
of all patients who had psychosomatic symp- 
toms before or after treatment are shown in 
Table 3-A and B. As in the surgically treated 


TABLE 3A 


Psychosomatic SYMPTOMS 
Surgically Treated Group 


z3 Before After New 
PRIS Diastolic hypertension (160/120) a 
S-10 0 Essential hypertension (235/135) + 
S-11 Asthma; chronic constipation Constipation relieved; asthma better g 
S-12 Muscular aches and pains; treated as rheu- As before F 
S-15 Persistent headaches Headaches and urticaria qj 
Total: 3 5 3 
TABLE 3B k | 
BA Medically Treated Group ; 
no. Before pe 
M-t Muscular weakness; dizziness o a y 
bi K 4 Í ; Headaches; fainting + 
-3 Tachycardia; diarrhea (?) As before, plus hypertension (175/100) ; and + 
tachycardia 
M-4 “Rheumatism” E 
ae i Irregular menses after treatment 4 
-i Hypertension (?) and chest pains (possibly + 
i heart) 

M-9 Muscle and joint pains Hives, itching rashes E 
M-ro Headaches and asthma o ks 
M-11 Chronic constipation and asthma Chronic constipation { 
M-13 0 Muscle and joint pains q 
Total: 5 8 7 


* S = surgically treated patients; M = medically treated patients, 
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group, the changes did not occur in the ma- 
jority of patients, but definite changes did 
fake place following medical treatment. Al- 
together 10 of the medically treated patients 
and 6 of the surgical ones had new psycho- 
neurotic and/or psychosomatic symptoms 
after treatment ; ie., 16 of the 30 patients— 
more than half. 


BEHAVIORAL CHANGES 


In both groups there were frequently ex- 
pressed changes of attitude, behavior or 
habits following surgery or medical treat- 
ment. In some instances these were quite 
subtle and in others quite obvious and 
marked. There were 4 surgical and 3 medical 
patients who stated they became more cau- 
tious and learned how to “take it easy.” Some 
restricted their behavior and cut out social 
life. Some were more tolerant of people 
and handled them differently. Others were 
more aggressive. Altogether 9 surgical pa- 
tients expressed such habit changes. The 
details are seen in Table 4. Of these 9, 6 
also had some psychosomatic or psychoneu- 
totic symptom along with changes of habits 


TABLE 4 
BemavroraL AND Moop CHANGES 

Occur. 

rence of 
each 

symptom- 
& 3 Expressed changes change 
Take it easy”—more cautious ..-.-+++++: S-4 
M-3 
Stop drinking or cut down ..--++--+erer+ S-1 
M-t 

Able to express hostility differently—tolerant 

and handle people differently ..--++-++* S-2 
M-2 
Restrict behavior—no social life ..--++++++ S-2 
M-3 
More aggressive ...ssseeeeeeereerenente $-2 
M-0 
Eating habits—obesity ....-..eeeesrereren S-1 
M-o 
Incapacitated—dependent ey eo ad 


Total number of patients expressing change. be 


k T 
Paints, surgically treated patients; M = medically treated 
_ Number of patients showing each symptom. Some, Paj 
spats showed more Then. Oae, symptom. Therefore na 
Symptoms (a3) is higher than total namber of Pa 

sing change. (15) 
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or attitude. Six medical patients showed 
such behavior or habit and attitude changes. 


one additional medical and 4 surgi- 
tic 


surgical patients 
be seen by 


of acquiring new A 
lost symptoms, Some of those who did not 
develop symptoms 1 in habits 
and behavior, so that it is evident that in this 
group relief of ulcer either by medical or 
surgical means is often attended by some 
other psychic change in the individual. 


CASE REPORTS 
ical example is patient #11 in the 
bays a sayear-old white wom 
i ind fered in con- 
ig cl to medical 
ilepti her 
care of an epileptic son, ar c i 


surgi- 


ya oe example of the kind of change in be- 


havior that one sees Wis observed in a patient 


ically, case #10, a colored woman O: 
apie icon pe herself as a nervous per- 
pe before her hospi- 


so nervous as 


eae 
wey os, Although her ulcer sym 
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been entirely relieved, as well as her anxieties, ‘she 
handles people quite differently. She now gives 
in to them, and she described an incident when she 
lent her brother-in-law $10; he claimed it was only 
$5. She merely walked away without argument. 
She said if that had happened before her ulcer 
treatment, she would have gotten angry and fought 
with him. She also expressed more interest in men 
since her operation. 

Another patient, a 47-year-old white man, had 
been free of ulcer symptoms for the 3 years follow- 
ing his medical treatment. Previous to treatment he 
was a truck driver and had a severe germ phobia 
and was quite anxious in going about his work, 
After the ulcer treatment he no longer complained 
of his phobia, but is now a complete neurotic 
invalid, unable to work and is staying at home, 
supported by his wife. Apparently his retreat from 
life is effective in relieving his symptoms, but one 
wonders what would happen if he would go back 
to his job as truck driver, 


Of course, with patients examined only 
for their symptomatic history it is difficult 
to see any specific concomitant psychic pat- 
terns. So far as we could tell, the cases of 
striking, sudden outcropping of severe neu- 
rotic symptoms occurred only in the patients 
who had surgery. The sudden change of 
surgery may have called in other defenses of 
a more dramatic nature, 

Several patients who had been observed 


over long periods give more help in seeing 
individual patterns, 


T. M. was seen at the request of the surgeon 
who had operated on him 6 weeks before. The pa- 
tient is a 42-year-old business executive who had 
had symptoms of duodenal ulcer since he went to 
work in his early 20's. The ulcer had not pre- 
vented him from being successful as an executive 
in a large company, but he became gradually worse 
and had to give much thought to his dict, espe- 
cially in recent years. He was a labor mediator and 
he had to work with rather hard-boiled men both 
on the labor side and in his own management 
group. He seemed a shy, unaggressive man, and 
was always accompanied to the doctor's office by 
his wife. It must indeed have required a great ef- 
fort on his part to maintain his demanding job. 

Following a subtotal gastrectomy he was com- 
pletely relieved of his ulcer symptoms. After a 
month at home, during which he found to his 

amazement that he could eat almost anything he 
wanted for the first time in years, he went back to 
work at his old job. After a few days on the job 
he suddenly disappeared and was absent for a week 
before he was located in a city 150 miles away, 
where the surgeon who operated on him was 
giving a lecture. He had a complete amnesia for 
the events of the week, awakened in the city, went 
to a telephone, called his home and told his wife 
where he was, and in a rather detached and un- 
emotional way wondered what had happened to 
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him, Although he had recovered from his amnesia, 
he still had some symptoms. At his first interviews 
he could not talk about anything about which he felt 
emotion. Later he began to talk about his job and 
some of the difficulties involved in working with 
certain of his colleagues. After 3 weeks at home 
he felt a little desire to be active and tried to go 
back to work, but had anxiety attacks on the way 
to work. His wife was very Protective, and with 
her cooperation, we allowed him to stay at home 
until he felt better. He returned after 6 weeks 
to a job which was much easier and involved less 
responsibility than his old one. He gradually in- 
creased in his sense of security in his own capacity 
to be active and after about 6 months was able to 
go back to his previous responsible job. 

The main problems were simple reality problems 
—his relationship to the people at work, his boss, 
and the men with whom he had to deal in particular. 
There had been a trauma within the previous year. 
He had begun to work for a man who was de- 
manding, yet never issued praise and the patient 
needed considerable support from the figure of 
authority above him. He was still in this situa- 
tion at the time of operation. A final very reassur- 
ing word from the even higher authority, the 
president of the company, helped him at last and 
he began to mend. His feelings of inadequacy were 
based on strong passive elements in what was super- 
ficially a hearty, active, hard-working business 
executive. Here is a patient who had a hysterical 
amnesia, recovered, and was in a state of anxiety 
for several months, requiring psychotherapy to re- 
turn him to his normal life and activity, and then 
only with considerable struggle on his part. The 

sic neurosis was the need to have a strong sup- 
Porting figure above him. His hysterical break- 
down came after losing his support and his ulcer 
and recovery of equilibrium came when a new 
supporting authority stepped in. A 

Another patient, also a very successful business 
executive, 35 years of age, was considered to be an 
active, driving, energetic individual who had had a 
Peptic ulcer for 15 years. A secretary would om 
into a board meeting and bring him a glass of mil 
or a dose of antacids. His whole life was built 
around the treatment for his ulcer. Vagotomy was 
performed because he continued to have severe 
symptoms of ulcer. Following the operation he was 
completely relieved, but a few days afterward, be- 
fore he left the hospital, he commenced to hava pi 
tacks of anxiety in which he felt something peri 
was about to happen. “Gruesome thoughts” bothere 
him and eating made him nervous, He developed 2 
Phobia for the executive meetings that he was 
Supposed to attend and he found it difficult to g0 
out socially because of his anxiety, which gave the 
impression that it could develop into a phobia for 
crowds. One complaint was that he could not “blow 
his top” as he used to, and with hundreds of men 
under him he is helpless unless he can handle po 
in this way. He came to psychiatric treatment a ter 
4 months quite willingly. Over a period of sever: 
months he was treated and he brought out = 
of the conflicts, most of which go with his feeling 
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of passivity, which had been brought to the surface 
by the surgery. Considerable guilt over masturba- 
tion was present and it was to this that he attributed 
his whole anxiety, saying that he had thought while 
he was in the hospital after surgery that this was 
the cause of all of his personality troubles—injury 
of self through masturbation. His mother had 
warned him against it as a boy. He felt that he 
had extended himself in life beyond what was easy 
for him to do. He was the youngest of 3 boys 
and felt that his older brothers were more easy- 
going and self-confident, although not as successful 
as he, and that his competitive rivalry had forced 
him into activities in which he had no confidence 
in succeeding. After discharging this guilt he had 
great relief, felt very much less damaged, and his 
self-esteem returned. The therapy never got be- 
yond this depth, for the patient said that he felt 
well enough to go on alone, and since his anxiety 
attacks were by this time very mild, no attempt 
was made to stop what was apparently a flight into 
health. His competitive rivalry, perhaps being 
partly a reaction formation, had temporarily been 
weakened by the sense of guilt over masturbation 
brought in by the situation of the surgery. Re- 
covery consisted of relief of the guilt plus a funda- 
mental change in the essential constellation of his 
neurosis—a compound of passivity and an active 
defense, He again assumed his active role, and has 
remained well since. 


Discussion 


Any experienced psychiatrist who has 
dealt with neuroses in psychotherapy, and 
surely any psychoanalyst, can very likely 
match these patients with some of his own 
who show the same thing; namely, a gange 

Tom one symptom to another during the 
course of therapy. 

Apparently changes do not take place in all 
patients in the same direction, and indeed 
there are not always changes. Sometimes 
there is only relief, Nevertheless, our im- 
Pression is that interference with ulcer symp- 
toms, especially those of long standing, often 
's followed by the appearance of other kinds 
ot psychic symptoms. 

The conclusion we draw is that when the 
symptom presents itself we can assume that 
it is only part of a balance of the forces 
Which make up a dynamic unit. Possibly the 
Patients who improve their status after treat- 
Ment are those in whom the inconvenience of 
the ulcer has come to outweigh other factors, 
šo that cure brings relief which outweighs 
other changes. Those who do not improve in 
hey status after surgery are those in whom 

le basic conflict has been partially solved 
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by the presence of the symptom, and with 
removal of the symptom the basic conflict is 
again felt, anxiety occurs, and new methods 
of defense and adaptation must be found. 
Part of the importance of the symptom is 
seen if it is removed and a large enough por- 
tion of the defenses of the patient removed 
with it. 

The treatment need not be by surgery, for 
medical treatment in our patients was fol- 
lowed by changes of the same sort as after 
surgery, except for the possible exception of 
dramatic hysterias, which in our group oc- 
curred only after surgery. 


SUMMARY 


1. Thirty patients with peptic ulcer were 
interviewed concerning psychoneurotic, psy- 
chosomatic, and behavioral symptoms before 
and after hospital treatment. 

2. Many of the patients (21 of 30) showed 
changes, some profound and some very 
subtle, ranging from acute hysterical reac- 
tions to chronic neurotic invalidism. Un- 
focussed anxiety occurred in some and some 
acquired other psychosomatic diseases. 

3. The specific changes seem to depend 
somehow more on the individual’s basic con- 
flict and the way in which he has worked the 
symptom into his pattern of defense rather 
than on the specific type of medical or surgi- 
cal treatment, though the dramatic neurotic 
breakdowns seem to occur mainly after sur- 
gery. 2 
4. Cases followed over long periods show 
that the basic neurotic conflict of the indi- 
vidual determines what will happen in regard 
to specific symptoms. The outcome of medi- 
cal or surgical treatment can be predicted 


only if this basic dynamic unit is known. 
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DISCUSSION 


Lours A. Gorrscrarx, M.D. (Cincinnati, O.). 
—At the University of Cincinnati, College of Medi- 
cine, the department of psychiatry has carried out 
two studies which have bearing on the problem 
of shifts in adaptational patterns. Dr. Stanley 
Kaplan investigated shifts in reaction patterns in 
18 cardiac patients following the removal of 
chronically disabling symptoms by mitral com- 
missurotomy, This study revealed that an average 
of 16 months after the operation 12 patients (66%) 
had developed new complaints and disturbances, 
some somatic, some psychologic and some be- 
havioral. Dr. Kaplan found that some of these 
readjustment patterns seriously interfered with 
total rehabilitation. He found that the specific kind 
of readjustment pattern a patient used was under- 
standable as a reaction to the elimination of 
chronic symptoms that had come to acquire some 

special meaning to the patient. Some examples of 

the variety of reaction types occurring after this 
operation are as follows: (1) inertia to disap- 
pearance of the symptoms in spite of physiologic 
evidence of good cardiac status or (2) a paradoxical 
depressive reaction or (3) the advent of severe 
anxiety or (4) the appearance of new somatic com- 
plaints in some patients. To give proper perspec- 
tive about the therapeutic consequences in these 
patients with this operation, it is important to point 
out that 33% of the patients had immediate and 
long-lasting favorable results, 

Another study carried out by a team of our in- 

Vestigators examined—from both a surgical and 

psychosocial viewpoint—the onset, course, convales- 

cence, and outcome (6 months after leaving the 

hospital) of a representative sample (200) of a 

year’s (1954) admissions (3,656) to the surgical 

wards of the Cincinnati General Hospital. Shifts 
in psychiatric adaptational patterns were noted in 

35% of the patients (31 of 88) who had operations 
and were available for follow-up and in 40% (16 of 
40) who were not operated and were available for 
follow-up studies. Adaptational shifts were counted 
not on the basis of single symptoms but only when 
there was a clear-cut change in the direction of 
either a neurotic, somatic, or behavioral syndrome, 
Such shifts occurred significantly more often in 
those patients who were found to have a worse 
status, both surgically and psychiatrically, 3-6 
months after hospitalization as compared with their 
preoperative status. No essential differences were 
noted in the severity of the surgical conditions or 
the hazards of the operation performed in patients 
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showing such shifts in psychiatric adaptation pat- 
terns as compared with those not having shifts of 
this sort. There was evidence that not only the re- 
moyal of chronic symptoms but also the meaning 
to the patient of surgery, even though surgery was 
not performed, was a factor capable of precipitating 
a new psychiatric maladjustment. For certain pa- 
tients, hospitalization and/or a surgical operation 
was found to have various neurotic meanings: (1) 
a punishment for forbidden thoughts or misdeeds ; 
(2) an exposing of one’s inner secrets and shames; 
(3) a threat to one’s concept of his sexual role 3 
(4) an opportunity to satisfy dependent needs, 
masochistically conceived; (5) an occasion to get 
rid of, to separate from, the “bad-evil” part of one- 
self. When such neurotic idea prevailed, whether 
or not the individual was aware of them, mild to 
spectacular changes in adjustment patterns oc- 
curred. The removal of a symptom, though often 
sufficient to precipitate the development of a new 
symptom, was not the only factor that could pro- 
duce the symptomatic changes under discussion. 
Other support for this point of view comes from 
observations on the effect of elective operations, 
such as tonsillectomies, in children otherwise symp- 
tom-free; such operations have been noted by some 
authors to be followed by the manifestation of vari- 
ous types of emotional disturbances which can have 
prolonged and pervasive consequences in an indi- 
vidual’s personality. s 

We made another interesting relevant observation 
in our psychiatric study of surgical patients. In 
our series of patients there was a number of im- 
Pulse-ridden men (ro) who were desperate to 
establish by their overt behavior that they were 
“he-men”; spurred on by their self-doubts, each 
recklessly raced his car until the inevitable accident 
happened, Though they often required no operation, 
they tended to show a shift in adjustment pattern 
from character or behavior disorder, without psy- 
chotegic symptoms, to a severe neurotic disorder 
featured by chronic anxiety and withdrawal from 
interpersonal relationships. 

The undeniable facts that shifts in syndromes do 
occur and that a variety of situations can provoke 
such shifts indicate strongly that there is a oe 
mon denominator for many different kinds of sic 
behavior, whether the sickness is manifested a 
physical, psychologic or social dysfunction. Suc 
observations invite the formulation of a unific 
theory of sickness, particularly those sicknesses 4 
which the interpersonal functioning of the individual 
is primarily involved. More empirical and 
perimental data are necessary, especially data o 
tained in conditions where the problem of shifting 
reaction patterns is put under clear focus. P erag 
then, the common principles, if they exist, underly i 
ing the genesis of psychosomatic, psychiatric, - 
certain other classes of illness may be successfully 
and convincingly formulated. 
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Prior to 1950, narcotic addiction was pri- 
marily a problem of drug traffic and con- 
stituted criminal activity. As a social prob- 
lem and medical entity it was, in general, 
only vaguely defined except in certain iso- 
lated instances. With the apparently in- 
creased use of narcotic drugs following 
World War II, especially among the late 
teen-age groups, there was a sudden upsurge 
in interest by legal and medical authorities. 
Entire communities became aroused because 
of what appeared to be a lack of attention 
by responsible persons to this problem. Re- 
cently many communities have made inde- 
pendent efforts to reevaluate the problem 
and establish facilities for control.* 

The City of Detroit organized the Mayor’s 
Committee for the Rehabilitation of Nar- 
cotic Addicts in March 1951. It was re- 
quested to concentrate on law enforcement, 
rehabilitation, research and education. The 
committee included representatives of the 
departments of psychiatry of Wayne Uni- 
ey and Detroit Receiving Hospital, the 
Sana Court Psychopathic Clinic, the 

arcotic Bureau of the Detroit Police De- 
Partment, the Detroit House of Correction 


1 
re at the r12th annual meeting of The Ameri- 
ay a rote ric Association, Chicago, Il, April 30- 
27) act 
athe material and proposed program herein was 
ichi bmitted to Mayor Albert E. Cobo, Detroit, 
iiac igan, on November 15, 1955. Acknowledgment 
nawy Louis H. Bassett, M. D., first medical 
ah af of the Narcotics Clinic, Detroit Department 
Wane th; and to Mr, Charles L. Wells, social 
worker, Narcotics Clinic, for his aid in the com- 
yee of material for this paper. 
Nisei are, respectively, medical director, Nar- 
clinic pits, Detroit Department of Health ; former 
ceil director, department of psychiatry, Detroit 
Cline aS Hospital, and supervisor of Narcotics 
medic; Detroit Department of Health; and former 
oars director, Narcotics Clinic, Detroit Depart- 
Saree Health. : 
forni ew York, Chicago, Alameda County of Cali- 
of a. Dr. John M. Dorsey, professor, department 
ron, chiatry, Wayne University, has received 
Briti Dr. G. H. Stevenson of the University of 
iiaa Columbia, Vancouver, Canada, confidential 
Droblen of his comprehensive investigation of the 
blem of narcotic addiction in Canada. 


Commission, judges and probation officers 
of Federal and local courts, the Detroit 
Board of Education, the Young Men’s 
Christian Association, and the fields of law, 
religion, medicine and public health. The 
chairman was also chairman of the depart- 
ment of psychiatry of Wayne University. 
The director of the department of psychiatry 
of Receiving Hospital, also on the staff of 
Wayne University School of Medicine, was 
a member of the committee. Later, the di- 
rector of the Narcotics Clinic acted as an 
advisory member of the committee ; he was 
also a member of the psychiatric staff of 
Receiving Hospital and the faculty of Wayne 
University. 

Anticipating the yet unformed narcotics 
clinic, the committee was organized on the 
basis of complete community representation 
to meet a problem believed to pervade every 
aspect of life within the community. All the 
social, legal, religious, judicial, economic, 
law enforcement, educational and medical 
forces were integrated into a functioning 
unit for the study and evaluation of this 
problem. 

As an outgrowth of the preliminary work 
of this citizen’s committee, the Narcotics 
Clinic was established as part of the Detroit 
Department of Health. It was organized as 
an administrative and clinical arm of the 
Health Department, totally unrelated to any 
police function. A closely knit working rela- 
tionship was instituted between the clinic, 
the psychiatric division of Detroit Receiving 
Hospital, and the department of psychiatry 
of Wayne University. All three facilities, 
working jointly toward clinical, therapeutic 
and administrative control, provided what is 
believed to be a unique approach to the prob- 
lem of narcotic addiction. f 

Unlike the outpatient narcotics clinics 
which operated in many cities during 1919- 
1924, the clinic of the Detroit Department 
of Health has at no time condoned or even 
considered providing drugs to the addicted 


person in the sense of maintaining addic- 
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tion.ë All actively addicted individuals who 
contact the clinic first undergo complete 
physical withdrawal under medical super- 
vision. Only then are the psychotherapeuti- 
cally oriented rehabilitation facilities pro- 
vided. Within the limits of clinic function, 
it would be inadvisable to attempt any sort 
of rehabilitation while the person remains 
addicted.* 
In the 3 years that this work has been 
conducted, 510 cases have been processed. 
The clinic was established to aid the addicted 
person on a purely voluntary basis. The 
strictest adherence to medical ethics of trust 
and confidence was effected. All publicity 
stressed this and also the absence of any re- 
lationship to police function. Word rapidly 
circulated that it was safe for an addicted 
person to make himself known to the clinic, 
The concept of the voluntary patient was 
viewed simply to mean a motivation for clinic 
visit that excluded any sort of external pres- 
sure. Insight by the addicted person into the 


5 During and after 1919, 44 or more clinics and 
dispensaries were opened by municipal or state 
health officials in large cities of the United States. 
Treatment consisted in supplying the drug at prices 
far below any other market, Various practices 
existed ; one was giving drugs in gradually diminish- 
ing amounts until a minimum was reached, Other 
clinics maintained the customary dosage while some 
even increased it as demanded by the addict. In 
some instances, where the Person complied, he was 
hospitalized for withdrawal, Programs for injec- 
tion on the premises rapidly collapsed. Within 4 
years, all such clinics had ceased Operations. Reasons 
were many. Addicts were unwilling to go to the 
clinic for their injection every 6-8 hours, 
clinics gradually decreased the amount, additional 
supplies were purchased elsewhere. Many indi- 
viduals endeayored to Procure from the clinic more 
drugs than they actually required. The price in 
drugstores was 7-11 cents per grain while the 
clinic charged 2-3 cents per grain; the clinic thus 
became the wholesale house for drugs, helping to 
swell the rolls of drug peddlers, 

The clinics attracted addicted persons from all 
over the country. There was a mass migration to 
the source of the drug, and crime rates and prob- 
lems of social welfare increased, Much social 

antipathy was aroused because of what was in- 
terpreted as official condonement of addiction, 

All addicts did not use clinic facilities, Many did 
not want to make their identity known; while 
others, particularly heroin users, had no desire to 
make the transition to morphine offered at the 
clinic (1). 

è Treatment on an outpatient basis of active 
addicts is reported by Glover and Nyswander(2, 3). 


existence of an emotional problem, his help- 
lessness in terms of self-resolution, and his 
need for psychiatric assistance were inten- 
tionally excluded from this definition. 

Even with such a broad interpretation of 
voluntary motivation, only 34 patients, 6.7%, 
could be so classified.” And to make this 
dismal picture worse, of these 34 persons, 
20 came to the clinic solely to be “cured” by 
gaining physical withdrawal. Clearly they 
had no desire and felt no need to continue 
contact following withdrawal.* Thus, a true 
representation of this voluntary group 
would be 2.7% (14).° 

Among the 510 persons who approached 
the clinic presumably in search of aid for 
their addiction were 164 who consented to 
withdrawal treatment at Detroit Receiving 
Hospital. While in the hospital, these pa- 
tients were in contact with clinic personnel 


7 Other motivations and their relative frequencies 
are: (1) Pressure of family or friend, 21.2%; (2) 
Cost or unavailability or drug, 19.0%; (3) police 
prisoner, 19.4% ; (4) referred by probation dept., 
12.4%; (5) fear of police apprehension, 4.7%; (6) 
danger of losing job, 4.1%; (7) pressure by physi- 
cians, 3.7% ; (8) referred after police investigation, 
2.7%; (9) drug overdose or medical emergency, 
2.7% ; (10) no drug history, 1.4%; (11) not noted 
in early records, 2.0%, z 

* How many had no intention of staying off the 
drug is difficult to know. Some addicts request 
withdrawal in order to decrease their demands in 
terms of dosage and cost, or to again experience tie 
“kick” long since gone with ever-increasing toler- 
ance. 7 

® The subsequent clinic experience of these 3 
patients who seemingly voluntarily initiated a ai 
gram for self-help is interesting: Two, Gia 
schizophrenics, entered psychotherapy and ro 
in contact until therapy was terminated. Qur KF 
referred to Lexington, Ky., USPHS Hospital, T 
remained for the recommended period. He aa 
no contact with the clinic upon release fo ee 
hospital and, according to police records, wae 
noted to have become readdicted. One was A 
to Lexington and signed out against medical sted to 
after 3 months; 2 referred to Lexington faile pa 
report there, None of these ever again conta ae 
clinic. One developed an acute psychotic rea vag 
hospitalization and subsequent therapy were t the 
Private basis, Three entered psychotherapy sen 
clinic, on an extremely erratic basis for 1 ily dis- 
6 months, and 2 years respectively and fina’ vas to 
continued without notification. Two are = a 
have become readdicted; r left the city- ed 
mainder were seen for compilation of social rs for 
on their first visit. Appointments were ma en 
therapeutic evaluations but these 4 were never 
again. 
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and specific post-discharge appointments 
were made. Despite this, however, 80% did 
not return to the clinic after discharge un- 
less they had relapsed to a readdiction state. 

One means of gaining contact with the ad- 
dicted population was established in June 
1954. The Narcotics Squad of the Detroit 
Police Department provided the clinic with 
the arrest records of all individuals arrested 
because of addiction or other criminal ac- 
tivity and found to be addicted prior to their 
telease. The clinic then contacted these per- 
sons by mail, identifying itself and explain- 
ing its function and facilities, giving the ut- 
most assurance of anonymity. Between June 
1954, and October 1955, letters were sent to 
714 addicted persons, offering them the facili- 
ties of the clinic. The percentage return was 
3.9%. Only 28 individuals replied by initiat- 
ing at least the first visit to the clinic. 

Our experience in processing patients for 
referral to the U. S. Public Health Service 
Hospital at Lexington, Kentucky, as volun- 
tary patients is also pertinent. This institu- 
tion, located 400 miles from Detroit, is the 
only narcotics addiction rehabilitation center 
with long-term hospitalization available to ad- 
dicts in the Detroit area, Of the 101 persons 
pps £ or admission to Lexington through 
this clinic, 87 were eligible for admission. 

Il were persons with whom such hospitali- 
zation had been discussed in great detail and 
who recognized their imperative need for 
Prolonged hospital care. But, of the 87 ac- 
hi for admission, only 52 or 59.8% 
neat reported. Of these, 30 left the insti- 
Bice against medical advice shortly after 

dmission. Ten completed the minimal hos- 
Seale Of the 4o who reported to the 
Ospital and left, 36 did not resume contact 
with the clinic unless they became readdicted. 
Dn figures do not include the many in- 
this uals who flatly refused even to consider 
tie voluntary hospitalization program. Tn 
th hy instances, the reason for refusal was 

€ distance of the hospital from home and, 
ape intuitively perceived, the effects of 
ration from familiar community envi- 

Nment upon the patients well-being. 

j e manner in which appointments were 
tit ¢ or rather not kept, as revealed by ini- 
t carta! therapeutic evaluations, Or 

apeutic sessions, likewise frequently re- 
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vealed apathy, neglect, and inability to main- 
tain requisite responsibility. Even in many 
of the patients with whom outpatient psy- 
chotherapy seemed feasible, there was little 
determination for continuation of treatment. 

Judging from this review, treatment of 
the addicted person on a purely voluntary 
basis in an outpatient facility, initially, at 
least, holds little promise for success. Nor 
does voluntary hospitalization, particularly 
in a hospital located 400 miles from home, 
provide the answer. 

Observation of the clinical characteristics 
and psychodynamic forces of the addicted 
person makes these conclusions even more 
definite. Helplessness—an insinuating, in- 
sidious, inexorable helplessness pervades the 
clinical picture of the addict. Through every 
stage of addiction, from preaddiction to the 
post-addiction state, the person we are deal- 
ing with is helpless to make an adequate ad- 
justment by himself. His personality is seri- 
ously defective and has inherent pathological 
tendencies. Intolerant of anxiety, he avoids 
or escapes it through impulsive action. Be- 
fore he discovers the effect of drugs, his 
sense of security and well-being are depend- 
ent upon the immediate gratification of his 
needs and wants. The ordinary delays and 
inconveniences of daily living are to him 
intolerable frustrations. If he cannot escape 
them, unbearable tensions are experienced 
which he thinks the environment should re- 
lieve. When relief is not forthcoming, he 
feels that his inalienable right to happiness 
has been abrogated. Simultaneously con- 
fronted with the irresistible need for im- 
mediate gratification and an ungratifying 
environment, he inevitably feels justified in 
employing any measure to rectify this dep- 
tivation. Thus, obviously, the psychological 
structure of the individual, rather than the 
effect of the drug, determines the etiology 
of the addiction(4, 5). Even if this indi- 
vidual did not turn to narcotics to relieve his 
tension he would need help anyway. 

Once introduced to the drug, however, 
such a person will never forget its effects. 
Its initial use produces an incomparable 
sense of well-being, self-sufficiency, and se- 
curity. The memory of this experience beck- 
ons as a panacea for all the unbearable frus- 
trations of daily living. Once the alluring 
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invitation is accepted, addiction is inevitable. 
Initially the effect of the drug may be a re- 
newal of self-confidence, and an increase of 
physical energy, and mental ability, all of 
which may be employed quite constructively 
in work and creative expression. The com- 
mon alternative initial effect is that the drug 
so fulfills the deepest and most urgently felt 
needs of the user that it immediately be- 
comes the point about which his life revolves. 
With a readily accessible source of supply 
and sufficient funds, the addict may make an 
adequate adjustment for a certain period. 
Dependent upon the purveyor, however, 
and helpless without the drug, the addict is 
confronted with the effects of physiological 
tolerance which necessitate larger and larger 
doses to attain the original effect—an effect 
which seems to recede more rapidly as the 
need to increase dosage becomes more urgent. 
At this time the clinical picture so familiar in 
the clinic and the hospital begins to develop. 
He now lives in constant dread lest his sup- 
ply be cut off or his funds prove inadequate. 
He has become fair game for the purveyor 
who is prone to exploit the addict’s urgen- 
cies for his own financial gain. Helpless to 
deal with the purveyor except with money 
and completely dependent upon drugs to 
relieve his unbearable tensions, he develops 
the most ingenious devices to secure funds 
and to protect his source of supply. By 
now his whole life revolves around se- 
curing the drug and the progressively di- 
minishing period of gratification it affords. 
The most intimate of human relationships 
are exploited without regard to moral and 
ethical considerations or material profit to 
secure a direct or indirect source of supply. 
The fulfillment provided or promised by 
the drug virtually extinguishes or relegates 
toa secondary role all other instinctual de- 
sires and gratifications. For the addicted 
person, “it means the fulfillment, or at least 
the hope of fulfillment, of a deep and primi- 
tive desire, more urgently felt by them than 
are sexual or other instinctual longings by 
normal persons” (6). Commonly a regression 
sets in that ends in the disintegration of 
more mature emotional development, All 
energies tend to resolve into “amorphous 
erotic tension energy” without “differential 
characteristics or forms of organization.” 
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(1). This “amorphous tension” resembles 
the instinctual drives of the passive-recep- 
tive oral orientation of the infant, who asks 
for gratification without any capacity for 
giving and without any consideration of 
reality (8). 

Helpless to deal with the increasing com- 
plexity of his addiction, he has by this time 
destroyed or alienated practically all possible 
sources of help. Family and friends have 
been exploited and abused and the com- 
munity is outraged by his self-indulgence if 
not by his criminal activities. Penniless, in 
debt, physically run down, mentally and emo- 
tionally depressed, without a job or about to 
lose one, pursued by the police and/or a 
purveyor, driven by his instinctual needs and 
completely helpless to do anything for him- 
self, he must depend upon family, friend, 
police or other community agency for succor. 
The clinic’s experience is that in such dire 
straits only 14 of 510 addicted persons were 
capable of seeking help by themselves. 

Once admitted to the hospital the addict 
is completely dependent upon his doctor and 
the hospital personnel to maintain his resolve 
to undergo withdrawal. No sooner has the 
withdrawal started than the tension becomes 
excruciating, but it becomes unbearable as 
the physiological symptoms of withdrawal 
set in. By this time the patient has usually 
changed his mind about withdrawal and is 
willing to do anything to get out of the hos- 
pital. If, however, he remains, his demands 
for attention, extra consideration, privileges, 
and increased medication become a problem 
for the hospital personnel. p 

Once the drug has been successfully with- 
drawn, in one day to a week, the patient 18 
frequently overwhelmed by a surging sense 
of confidence and optimism. In the pro- 
tected environment of the hospital, with mini- 
mal instinctual tensions and freedom from 
the physiological dependence upon the drug, 
memories of the pain and anguish precipr 
tated by addiction become too dim and hazy 
to be the basis for the lesson that experience 
should have taught. Now sincere in the be- 
lief that he is able to take care of himself 
and tolerate ordinary frustrations like other 
People, he presses for release and usually 1° 
logic can persuade him to remain in the hos- 
pital long enough to prepare himself for the 
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inevitable trauma of emergence into the out- 
side world. 

At Detroit Receiving Hospital in the past, 
because there was no adequate legal proced- 
ure for restraining him or organization for 
adequate care, the addict was released—with 
the express agreement that he would main- 
tain contact with the clinic through regular 
appointments. This arrangement was facili- 
tated by the clinic staff who maintained con- 
tinuous contact with the patient throughout 
the period of hospitalization and arranged 
appointments before he left the hospital. 
Though every one of the 164 hospitalized 
patients was in complete accord with this ar- 
rangement, 131 did not keep their posthospi- 
tal appointment until after they had relapsed. 

Once out of hospital and free of the drug 
the previously addicted person is confronted 
by suspicious former friends, relatives and 
employers who, if kind and generous, enter- 
tain only misgiving concerning the reform. 
Broke, frequently without a job and home- 
less, usually without a reliable job reference, 
he is extremely sensitive to insult and rebuff, 
suspicious of the good-intentioned few who 
might befriend him and generally resentful 
and hostile toward family and community. 
Now, still unable to deal with the instinctual 
needs that resulted in the use of the drug 
initially, and frustrated by these new reali- 
ties, he feels the same helplessness that ini- 
tiated the cycle. Unless immediate help is 
forthcoming relapse is inevitable. In our pa- 
tients, who did not even accept the help the 
clinic offered, the period before relapse was 
& short as 20 seconds—a “fix” awaited 
them in a car parked outside the hospital. 

The continuous urgent and insatiable de- 
mands for relief of tension by medication, 
ton, privileges, etc., the complete dis- 
ah of the individuality of the personnel, 
te the almost total lack of appreciation of 
iy ir efforts are an exhausting and fre- 
wi revulsive experience for all who deal 
ts the addicted person. Consequently we 
isti impressed by the inability of any one 

dividual, group or institution to help him 
aN than transiently” with his multi- 
eted problem. 


10 Ww 
al have discussed only the essential clinical and 
sion g features of the addicted person. The omis- 
tres a discussion of the multiplicity of other fea- 
Precis and symptoms does not imply a lack of ap- 
tation of their existence or their significance. 
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We are convinced, however, that he can 
be treated, but only with an enormous ex- 
penditure of energy by the community 
through the coordinated efforts of its various 
resources. 

The formerly punitive community, that 
depriving environment which made the ad- 
diction necessary, must now assume the role 
of the benevolent but firm parent. The com- 
munity must become cognizant of the severe 
emotional sickness and the helplessness of 
the addicted person. It must recognize his 
total inability to help himself and to cope 
with the routine of living without the drug. 
A three-fold community program is re- 
quired: 

(1)The addicted person must be subject 
to court commitment procedures for compul- 
sory hospitalization. Provision must also be 
included for immediate re-admission within 
a period of at least two years following re- 
lease from the hospital. 

(2) Rehabilitation hospital facilities must 
be located in the geographic area of addic- 
tion, and specifically organized to effect with- 
drawal, initiate long-term medical and psy- 
chotherapeutic care, and institute a reorgant 
zation of attitudes and ability to meet social 
responsibilities. 

(3) There must be compulsory contact 
with the patient following release by psy- 
chiatric outpatient clinics, social agencies, or 
lay organizations for achieving effective self- 
integration and social adjustment. 

Obviously such a program requires a total 
community organization. Although the Fed- 
eral Government has recognized its great 
responsibility, the “Report of Inter-depart- 
mental Committee on Narcotics to the Presi- 


dent,” © February 1956, states that the major 
responsibility must inevitably rest with the 
state and local communities. The Federal 
agencies already active in this field can pro- 


vide valuable guidance and information for 
the state and city authorities. kg 

The addict’s incapacity to deal with his 
own problem dictates legally enforced 


therapy and rehabilitation, Michigan has en- 


acted State Law # 1255, the Bryan Act, em- 
powering health authorities to petition the 
aOR TS 


11 This committee, appointed by he Bm “ed 
hower, November 27, 1954, compri; $ = 
BA of State, Defense, Health, Bapana & 
Welfare, Treasury, and the Attorney General. 
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Circuit Court for commitment of addicted 
persons for rehabilitation. With proper 
amendments, this law will be an adequate 
legal instrument for effecting such a control 
program, 

The hospital must be a highly specialized 
treatment facility insuring a completely 
drugless environment, the staff specially 
trained to deal with all phases of acute with- 
drawal, physiological and physical rehabili- 
tation, and psychological and social reorien- 
tation. Even the physical plant is determined 
by the need for prolonged hospitalization.*? 

Of paramount importance in this sug- 
gested program is continuing care and con- 
tact following discharge from the hospital. 
Voluntary efforts of the addicted person to 
seek help in his reintroduction into society 
have almost invariably been futile. Absence 
of follow-up care, which usually leads to re- 

addiction, has till now been the weakest link 
in any control program. 

The psychiatrist and other clinic person- 
nel sie = the core around which are 
organi all the necessary communi 
forces. Working in close association oh 
the physician should be an organization of 
Big Brothers. Each addicted person, upon 
release from the hospital, would be taken 
under their wing. Coordinated efforts of the 
clinic and the Big Brother would meet prob- 


12 At the U. S. Public Health Service Hospital at 
Lexington, Ky., the recommended chitin R 
talization is 135 days on first admission. 
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lems of employment, housing, financial sup- 
port, family care, vocational training, aca- 
demic education, marital and 
guidance, recreation and social interests, mi- 
nority group relationships, etc. Group ac- 
tivity programs of formerly addicted persons 
organized in the same manner as Alcoholics 
Anonymous likewise have much to contrib- 
ute. Where indicated, outpatient psycho- 
therapy, both individual and group, must be 
made available. 

The wisdom of community representation 
has been demonstrated in the functioning 
the Mayor’s Committee for the Rehabilita- 
tion of Narcotic Addicts in Detroit. With- 
out mobilization and carefully coordinated — 
application of all these forces, any attempt 
to deal with the community problem of nar- 
cotic addiction is doomed to failure. 
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CHANGING CONCEPTS OF THERAPY IN A VETERANS 
ADMINISTRATION MENTAL HYGIENE CLINIC * 


E. PUMPIAN-MINDLIN, M.D? 


The following report outlines briefly the 
evolution of therapeutic procedures and con- 
cepts in the course of 10 active years in the 
Veterans Administration Mental Hygiene 
Clinic in Los Angeles. We thought it would 
be interesting to look back and reconstruct 
our evolution in order to clarify for ourselves 
and for others our course of development, 
as well as to help us chart a clearer course for 
the future. Naturally these stages in prac- 
tice merge into one another and are not so 
sharply delineated as they seem—but they do 
represent different stages of thinking and ac- 
tion which played an important part in our 
progress. 

Parenthetically, I should mention that we 
have had a relatively stable staff throughout 
this period, so that the changes represent in- 
ternal growth rather than the addition of 
new and different individuals, I have chosen 
to categorize these various stages as a series 
of insufficiencies—“not enoughs.” While this 
scheme may lack scientific accuracy (and 
Perhaps scientific dignity), it portrays the 
Stages graphically and dramatically. 

_ The earliest stage may be called “Hostility 
is Not Enough” or perhaps “Anger is Not 
hough.” When the clinic was first or- 
See we worked primarily on the basis of 
3 r tacit assumption that our patients had 
in Tn severe deprivations and frustrations 
mm e army and had been exposed to the 
: umata of war. We assumed that it was 
are that they abreact these experiences. 
a thought that they should express their 
uy and their aggressive feelings. If 
ae. succeeded in doing so in one way or an- 
th er, this experience would of itself relieve 
em of their symptoms. We were delighted 
pe our patients asserted themselves, when 
€y cursed and swore, when they defied 
authority, and when they acted out. 
_Retrospectively, it is interesting to spect- 


he Read at the 112th annual meeting of The Ameri- 
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late on the idea that this stage represented 
as much a need on the part of our therapists 
as on the part of our patients. Many of us 
working in the clinic at that time had also 
been exposed to the frustrations and re- 
straints of army life, if not of actual combat, 
or had subordinated our personal goals to the 
war effort while remaining in civilian life. 
Perhaps the abreactions that we encouraged 
in our patients may have helped us vicari- 
ously to deal with our own problems in 
this respect. 

However, after a while we discovered 
that this was not enough. The expression 
of hostility as a thing in itself, the ventila- 
tion of anger as an end in itself just did 
not suffice, It is true that some of our 
patients improved but some did not. Per- 
haps we succeeded in working through and 
mastering our own difficulties and felt the 
need for going further. We came to recog- 
nize that this was primarily a negative 
focus. 

Our patients found themselves with the 
ability to express hostility, but without the 
capacity to utilize it effectively, that is, to 
channel it into appropriate and effective ac- 
tion. (This, too, was perhaps a reflection of 
our own problems in reorienting to a world 
without war.) 

And so we entered the next phase which 
I should like to call “L and A is Not 
Enough.” We gave our patient L and A 
either directly or in the more attenuated form 
of permissiveness. We acted and saw our- 
selves as wise, benevolent, forgiving parents, 
parents who were filled to overflowing with 
loving kindness, sweetness and light. We 
granted extra interviews if a patient even 
intimated he wante 


d them. We gave and 
ve as if somehow trying to make up for all 
the frustrations, the deprivations, the bit- 
terness, the disappointments, and the unful- 
filled promises that our patients had ever 
suffered in the course of their lives. 
And then we began to pay for making 
our patients so dependent upon us. Such 
ever-loving kindness and generosity tended 
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to create an almost insurmountable barrier 
between therapist and patient. Thus we made 
it difficult for our patients to express nega- 
tive feelings toward us. As one patient dur- 
ing this period aptly said: “I feel as if I am 
shadow boxing with you. I feel angry and 
want to hit out but when I do there is 
nothing solid to connect with. You are so 
good it makes me feel guilty as Hell.” 

But I think we paid another price dur- 

ing this phase: while we made our patients 
dependent upon us, we also made ourselves 
dependent upon our patients. We became in- 
dispensable to them and ran the risk of their 
becoming indispensable to us. We created 
the danger of interminable therapy. With 
all of this, the problems of the therapists 
themselves became more intense. In fact, it 
was during this period that many of our 
therapists were precipitated into individual 
therapy themselves. After all, how much 
love and affection can one give without feel- 
ing deprived oneself? And so we found that 
L and A was not enough and that we had to 
go beyond this. It is true that during this 
period many of our patients also improved, 
but many did not. We wanted to find a more 
effective way of helping them. 

And So we entered still another phase 
which might best be characterized by the 
phrase, “Interpretation is Not Enough.” As 
we progressed in the clinic and our staff 
unified itself to a great extent, we found that 
we were able to talk pretty much a common 
language without respect to the discipline 
from which we derived. We saw ourselves 
as psychotherapists, which we felt repre- 
sented a distinct category, containing ele- 
ments derived from each of our three sepa- 
rate disciplines. We felt that we had come 
to understand a great deal about psycho- 
dynamics, that is, about the forces and 
counterforces at work within our patients. 
As we became more secure in this field and 
as we recognized that the mere expression 

of hostility or the mere utilization of per- 
missiveness were not in themselves sufficient, 
we began to use interpretation as our primary 
therapeutic tool. We interpreted hostility, 
we interpreted dependency, hate, rejection, 
and frustration. We interpreted the family 
situation, the parental situation, the social 
situation, the childhood situation, and the 
conflicts and difficulties inherent in all of 


these periods. At first we did not interpret 
tender feelings, positive feelings. This came 
only much later, really in the next phase. We 
learned a great deal from the study of these 
conflicts in our patients. They also learned a 
great deal about themselves. In some cases 
this helped, in others it did not. 

We were able to demonstrate many of 
the concepts we had learned from psycho- 
analytic psychology. Parenthetically, I might 
mention that the fact that many of our thera- 
pists were themselves in therapy facilitated 
the transition to this stage. They applied to 
their patients the techniques they learned in 
their own therapy. 

Interpretation alone was not enough. It 
helped some patients but others remained 
unmoved and unchanged. We became more 
interested in ego strength. But what was this 
ego strength? For many it was the measure 
of the defenses of the ego. But this con- 
cept of the ego as equivalent to its mechan- 
isms of defense is a narrow and rigid one. 
Tt too is not enough. Our criteria of ego 
strength were limited and mechanical. We 
thought we would find the key in the study 
of the life history, in the adjustment to cru- 
cial situations in the patient’s life. But we 
came to see that these were but a crude and 
inaccurate way of evaluating our patients. 

Above all, we began to get disturbed about 
the fact that there was an alarming similarity 
in all our patients. All seemed reducible to 
certain common denominators, After we had 
succeeded in reducing our patient to a specific 
character type and finding his preferred 
mehanisms of defense, he still continued to 
react as an individual, a particular specie 
individual. This was puzzling. If our pa- 
tients had all of these things in common, why 
did they react differently? Why did some 
improve and others remain adamantly un- 
changed? There must be something more. 

And so we learned that interpretation a 
dynamics and ego strength were not enougl 4 
Thus we come to our present stage of = 
velopment., Let me call it “Integration i 
Not Enough.” I think most important in t™ 
period is that we have become aware t 5 
there is more to the ego than its deiga 
more to ego strength than the ability 2 
handle crucial situations and to develop 2 A 
quate defense mechanisms. We have me 
that many people use the same defen 
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‘against similar underlying conflicts but each 
in his own unique way and with different 
“results. We have come to recognize that the 
tg0 has coordinating, integrative and syn- 
“thetic functions as well as merely defensive 
ones. We have come to recognize that the 
go has an autonomy of its own, that it is 
not simply a passive recipient of internal and 
‘external stimuli, helplessly buffeted hither 
and yon depending upon which way the wind 
blows. We have come to recognize the ego 
asan active participant in the relation of the 
individual to his internal and external world. 
~ This slowly developing concept of ego 
function has produced profound changes in 
‘our clinical attitude, which we are not yet 
fully able to appreciate. It is hard to char- 
acterize precisely what we mean except that 
‘We have more respect for the ego as such. 
_ We consider it flexible. If we were to try 
to find some expression which would char- 
acterize our feeling or attitude about the 
_ o, it might be “ego potential” rather than 
_ the previous phrase “ego strength.” We as- 
 Stme that the ego has certain “inner re- 
_ Setves” which permit greater flexibility, 
_ Seater elasticity, greater ability to cope with 
 Sittations as they arise. We do not fall so 
_ fasily into the trap of generalizing from one 
© ase to all. We do not find any one single 
key to all of our patients. Neither hostility 
7 ‘Nor lack of affection, nor orality, nor anality, 
Nor any other single theoretical concept ap- 
7 pears any longer to be the key to all problems. 


Ve find such difficulties in many of our 
Patients but our question now is how has the 
Patient coordinated or integrated all the 
forces subsumed under these abstractions in 
us Own unique way. And even more, what 
Potential does he have, which we do not yet 
~ fully understand, that will make him able to 
Cope successfully with his problems. There 
“ave been many interesting by-products of 
$ changed attitude in our therapists. For 
| One thing, staff members are much more tol- 
fant of one another and of the uniqueness 
Of each individual’s method. With our 1n- 
Cteased respect for the functions of the ego 
fame increasing respect for one another's 
S—or personalities. As we achieved 
Seater technical skill and confidence, we 
ould permit greater latitude in deviations 
1 previously rigid and somewhat me- 
Chanical standards. 


_ 


Do not misunderstand, We have not 
thrown out the baby with the bath. We have 
not given up our psychoanalytic concepts or 
knowledge. We have simply acquired greater 
skill and flexibility in their application. We 
are now in a state of flux. Our present state 
reminds me of a wonderful little incident 
reported in a Life article on Robert J. Op- 
penheimer a few years ago. Speaking of the 
young physicists at the Institute for Ad- 
vanced Studies at Princeton, a professor 
there stated: “A few days ago I asked one 
of them, as they came bursting out of a 
seminar, “How did it go?” Wonderful, he 
said, Everything we knew about physics last 
week isn’t true!” This is the way we feel or 
at least we should feel. We must question 
and re-evaluate everything and find out if it 
is or is not true. 

Yet all of this is not enough. Since we are 
in the midst of the phase of ego integration, 
it is difficult to be as clear about its defects 
as we are about those of the earlier phases. 
But we already know that ego integration 1s 
not enough because it does not go far enough. 
Where then do we go from here? 

As a first step we must clarify more pre- 
cisely for ourselves the differences between 
continuous and discontinuous ego functions. 
These discontinuities manifest themselves as 
the various types of emotional disturbances 
we see in our patients. They block and de- 
flect the individual from effective action and 
constructive thought. 

Thus far we have contented ourselves 
with the assumption that if we free the ego 
from its encumbrances, the other autonomous 
continuous functions will automatically move 
into play. I wonder if this assumption 1s 
justified ? We must now develop an ap 
proach to these new ego functions—we mu t 
study the vicissitudes of ego development 
(or in psychoanalytic terminology, Soe a 
lations) to understand better how to heip 
people effectively. We do not have to go too 
far afield for this. The continuous oT 
(such as those scares oe geil 

ent, motor skills, etc. = 

be ean which somehow must be zr 

cluded in our considerations in the a j 
These functions relate to social a! 

peek ts—and with them we must study the 

Na a culture which conditions their de- 


velopment to a great extent. 
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A beginning has already been made in the 
direction of conceptualizing these continuous 
ego functions. Hartmann(2) has extensively 
discussed ego autonomy or conflict-free areas 
of the ego; Erikson(1) has written about 
the basic polarities in the various stages of 
development. These functions, about which 
we as yet know so little, are those which 
condition and direct effective action and con- 
structive thought. 

But this clarification calls for an immediate 
further step. We must learn to distinguish 
more precisely and clearly the concept of the 
“ego” as an intrapsychic structure from the 
concept of the “self” as the totality of the 
individual in interaction with the environ- 
ment. This “self” is greater than the sum of 
its parts (ego, superego, id). 

It is “self” and not the ego which interacts 
with the environment. So long as we did 
not clearly distinguish these concepts but 
used them interchangeably we did not have to 
pay too much heed to the importance of the 
environment, With the formulation of the 
concept of the “self” we must recognize its 
importance. It is true we have often paid 
lip service to this idea, but it requires more 
than lip service, 

This, I think, represents our next (but 
I am sure not our last) stage of development, 
which I should like to call the ecological 
stage. 

Perhaps Erikson sums up our beginning 
awareness of this phase ina single sentence : 

Ultimately children become neurotic not 

from frustrations but from the lack or loss 

of societal meaning in these frustrations.” 

We must go beyond this to inquire into the 

nature of the “societal meanings,” 

We must examine our culture and our 

values and those of our patients. We must 
see how these affect the “self,” the total per- 
son. We must take into consideration the 
nature of reality, not merely the existence 
of the “reality principle.” Our patients do 
have a “self” as well as an “ego,” This “self” 
contains those functions of the personality 
which have emancipated themselves from 
their infantile origins. These are the aspects 
of our patients which surprise us when they 
manifest themselves. This “self” is the part 
which relates to reality adequately. No mat- 
ter how regressed a schizophrenic may seem, 
sooner or later he surprises us with some 
adequate reality adaptation. 


For this “self” the reality is real—and for 
us it must become more important. For this 
part of the personality it does make a definite 
difference what is real and what is fantasy. 
It makes a difference if a patient’s wife is 
actually a demanding hostile person or a 
gentle, understanding one. It makes a dif- 
ference if a husband or wife is psychotic or 
not. These are events over which the patient 
has no control, however much his relation 
may be conditioned by his neurotic difficul- 
ties. And it is important for us as therapists, 
with this new knowledge, to recognize that 
objective reality is significant for us too. 

Again I caution against throwing out the 
baby with the bath. We cannot by any means 
discard our previous knowledge of internal 
dynamics, genetics, etc. But we must now 
reintegrate them at a higher level, more com- 
plex and difficult perhaps, but more satisfy- 
ing in its picture of the natural phenomena in 
which we are most interested—namely our- 
selves, 

In the past year or two another significant 
factor has entered the picture—the introduc- 
tion of various drugs which profoundly in- 
fluence the mental and emotional state of the 
individual. There are a few, who, in an 
excess of enthusiasm, believe that these 
drugs will dispense with the need for psy- 
chology and psychotherapy. I think that the 
contrary is true. These drugs will, I hope, 
open new doors to our further understand- 
ing of the individual, the self and the ego, 
and the interrelationship of mind and body. 
As yet we know too little about either their 
mode or their locus of action. Psychophys!- 
ology studies the generic aspects of human 
behavior—drugs affect the basic patterns of 
reaction and basic responses. But we must 
still use our psychological knowledge and 
skill to study the unique reactions of eac 
individual within his environment. The ata- 
tactic drugs, and others which I am sure 
will soon follow, will enable us to probe more 
deeply and examine more completely the 
complexities of human actions and reactions, 
and thereby permit us to relieve and prevent 
their disorders. 
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DISCUSSION 


Morrts H. Apter, M. D. (Boston, Mass.).—This 
is a charming description of the evolution of a 
therapist. We understand that it is simultaneously 
the story of the evolution of the Los Angeles Clinic. 
It is with no little astonishment that I hear that 
for 10 years, the clinic staff has been relatively 
stable. In other large clinics during the same period, 
the personnel turnover en gros has been several 
hundred percent. This fact alone speaks for some 
extraordinary qualities of leadership—possessed by 
the key people in the Los Angeles Clinic. 

Leadership, teaching, and the interchange of in- 
formation among the staff make for the progressive 
development of a therapist, as well as the progres- 
sive development of a clinic. The changing con- 
cepts of therapy of the veteran depend on the train- 
ing and experience of the therapists and the clinic 
population. 

First about the therapist and his skills: what 
Dr. Pumpian-Mindlin has described can be ob- 
served in the development of every therapist. In his 
learning each element comes into focus, distorting 
its relationship to the whole. Only with maturity 
do each bit of knowledge and newly found skill 
fall into appropriate perspective in the recognition 
and management of the patient as a person. 

The therapist who is himself in analysis brings 
other difficulties to his job. There is a tendency to 
imitate the analyst’s neutral, aloof attitude. As he 
learns about the unconscious, and the developmental 
phases, he is apt early, inappropriately and without 
Preparation to confront the patient with interpreta- 
tions of deep unconscious material. In brief, he at- 
tempts, albeit unwittingly, a blitz psychoanalysis 
on a patient whom he is interviewing once a week 
with results that are, at best, merely disappointing. 

nother facet of the misapplication of psycho- 
ee to psychotherapy is to meander around 
for months aimlessly digging up this or that pull of 
deep” material. 

What is required is a framework of reference, 
utilizing psychoanalytic principles, not necessarily 
methods, applicable to psychotherapy. There are 
many psychotherapies, though they may be reduced 
as Edward Bibring has shown to 5 basic principles. 

do not wish to discuss these here, but would 
rather emphasize the concept of goals. Some un- 
realistic inferences are made in regard to psycho- 
analysis in papers on psychotherapy. The notion 
Prevailed that psychoanalysis could do anything— 

f only the patient were in psychoanalysis, etc. 

here is an overestimation of what could be ac- 
complished in psychoanalysis, as well as in psy- 
chotherapy, even with a great expenditure of time 
and in the hands of the most skilled therapist. Ţ 
Some modesty on the part of the therapist 1s 


Tequired to set reasonable goals for the patient. To 
achieve this requires an accurate assessment of the 


Patient’s present situation, his present conflicts, and 


a correlation of his present difficulties with his past 
development. Some clues can be obtained at the 
initial interviews to evaluate the patient’s strengths 
and weaknesses, and to determine what can be ac- 
complished. Events in the patient’s life are to be 
considered in terms of the gratification or frustra- 
tion of inner needs. 

For example, let us take Dr. Mindlin’s statement: 
“It makes a difference if a patient’s wife is actually 
a hostile demanding person or a gentle, under- 
standing one.” This definitely is true, but the sig- 
nificance is not only that the patient has such a wife, 
but also why. Perhaps he needs her for masochistic 
reasons, perhaps he finds in her an image of the 
mother of his childhood, and obtains gratification 
this way. What is important is the psychic realty, 
not objective reality alone. The therapist cannot 
alter objective reality, but he can influence and 
modify the psychic reality. 

On the other hand, we find what Dr. Mindlin 
calls ego-potential—a meaningful term—and con- 
tinuous and discontinuous ego functions. The spe- 
cific techniques to buttress and develop ego poten- 
tials are being worked out with our growing 
knowledge of ego-psychology—aided by a firmer 
understanding of child development. I should like 
to recommend that all therapists do some work 
with children. They will find the grownup child 
much more understandable, and as a result easier to 
deal with. 

The concept of self, as distinguished from the 
concept ego, described in this paper, is most inter- 
esting, but not quite clear to me; therefore, I find 
it difficult to discuss. My own inclination would be 
to reverse the situation, for example: the concept 
of self would involve an ego representation. 

Technique goes hand in hand with the ailment to 
be treated. The patient population, at least in the 
Boston Clinic, has undergone considerable change. 
The acute adjustment and situational problems we 
saw shortly after World War II and during the 
Korean war has all but disappeared. Those patients 
did need ventilation, catharsis, and a lot of giving. 
Now we sce much more of character disorders and 


advent of the new drug therapies, I predict that in 
the not too distant future the clinics will be swamped 


-seated personality disorders, 


if it i be more than supportive or manipulative, 
eine pal ust allow the patient to i 
the pace of his progress. It requires a sincere an 
ie commitment between the patient and the 
through—a job determined 
tated needs and wishes. 


can he make w li | 
ecological approach to the care of his patients. 


HALLUCINATORY EPILEPSY: COMPLEX HALLUCINATIONS AS 
FOCAL SEIZURES + 


DONALD W. MULDER, M.D., REGINALD G. BICKFORD, M. B., AND 
HENRY W. DODGE, JR., M. D.? 


Focal motor seizures are universally recog- 
nized as being indicative of local irritation 
of the brain. Those seizures which begin 
with or consist of psychic phenomena often 
are ignored as being unimportant or are 
misinterpreted as evidence ọf emotional ill- 
ness(2). Complex hallucinations may repre- 
sent a type of seizure which is symptomatic 
of a discharging focus in the temporal lobe 
of the brain(3). The early distinction of 
these phenomena from the similar symptoms 
found in emotional disorders is necessary if 
adequate medical or surgical care is to be 
given these patients. 

The diagnosis of hallucinatory epilepsy 
can be made on the basis of the history, if the 
physician is aware of the symptoms of this 
syndrome. We have previously described 
the various specific psychic phenomena which 
may occur as seizures(2). In this paper we 
discuss the distinction between complex hal- 
lucinations occurring as focal epilepsy and 
hallucinations of psychogenic origin, and 
present the history and findings in one such 
case. 

_ The patient’s description of the hallucina- 
tions is sufficient in most instances to suggest 
the diagnosis, Hallucinations representing 
focal epilepsy are brief, paroxysmal, stereo- 
typed, irresistible, and are followed by a 
transient partial impairment of cerebral func- 
tion(6). The episodes usually last from 10 
to 30 seconds, and seldom, in our experience, 
are they more than a minute in length. They 
are repetitive, occurring at indefinite intet- 
vals, and they may occur in clusters of sei- 

zures. The onset is abrupt, with no prolonged 
warning prodromes, the attack being fully 
developed within a second or two, Although 


1 Read at the 112th annual mecting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30 
to May 4, 1956. 

2 Authors are, respectively, from the section of 
neurology, the section of physiology, and the sec- 
tion of neurologic surgery of the Mayo Clinic and 
Mayo Foundation, Rochester, Minn. which is a 
part of the Graduate School of the University of 
Minnesota, Minneapolis, Minn. 


1100 


the patient may try various maneuvers to 
avoid the attack, he will find that nothing 
is uniformly helpful. The attack itself is 
stereotyped, and each subsequent one is an 
exact replica of the previous episode, unless 
the lesion is progressive, in which case there 
may be slight variations in the content of the 
seizure. 

In an occasional patient there will be more 
than one kind of attack, but each individual 
attack will be stereotyped. During the sei- 
zure there is a march of symptoms similar 
to that observed in a Jacksonian convulsion. 
However, the march is not from one adjoin- 
ing muscle to another, but from one com- 
ponent of the hallucination to the next, in an 
orderly, stereotyped fashion. At times, the 
seizure may be aborted, and if it is, the frag- 
ment of the attack which has occurred is 
then readily recognized as a portion of the 
larger attack, s 

After the seizure there is transient 1m- 
pairment of cerebral function, as if the dis- 
charging focus had momentarily spread and 
exaggerated the local cerebral lesion which 
precipitated the convulsion. The character 
of this impairment is necessarily dependent 
upon the cortical area involved, and in some 
instances may not be easily recognized. If 
the lesion responsible for this hallucination 
is in the dominant temporal lobe, the seizure 
may be followed by aphasia, and this should 
always be inquired about. ` 

Concomitant with the attack, the patient 
may have some clouding of consciousness 
and may not be able to remember or under- 
stand all that went on in his environment 
during the episode. Sometimes, however, 
the patient is aware of both his external 
environment and his hallucinations, so that he 
may perceive both simultaneously. V isceral 
Symptoms, such as sweating, blushing, ab- 
dominal discomfort or borborygmi, oe 
occur with complex visual hallucinations © 
organic cause. Occasionally the hallucination 
may be followed by or associated with eit 
activity, such as chewing or swallowing, ° 
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the attack may culminate in a grand mal con- 
vulsion. Hallucinatory epilepsy may occur 
without any of the latter symptoms. 

An EEG made between seizures may re- 
yeal focal dysrhythmic activity in one of the 
temporal areas, or the pattern may be within 
normal limits. Precipitation of the hallucina- 
tion by pentylenetetrazol (Metrazol), or 
other means of activation of seizures, may 
in these patients demonstrate that during the 
hallucination there is an associated focal 
electrical abnormality. The focal abnormali- 
ties associated with hallucinations of this type 
have, in our experience, been in the temporal 
lobe. Additional historical data and neuro- 
logic examination are required in the inde- 
terminate case to determine whether or not 
additional diagnostic tests, such as pneumo- 
encephalography or angiography, are re- 
quired. 

Psychiatric investigation of the content 
and meaning of the hallucination seldom is 
helpful in determining whether or not cer- 
tain hallucinations are epileptic seizures. We 
have previously reported that the psychic 
Phenomena that constitute seizures are not 
foreign to the personality of the patient (4). 
They seem to be closely related to the pa- 
tient’s wishes, anxieties or neurotic com- 
plexes. In an emotionally disturbed patient 
the constellation of psychologic events relat- 
ing to his or her neurosis usually is included 
in such hallucinations. It is of interest that 
the specific hallucination associated with the 
epileptic seizure is seldom, if ever, precipi- 
tated by the use of hallucinogenic drugs, such 
as lysergic acid or mescaline(5). 

Hallucinatory epilepsy frequently is as- 
sociated with mood changes. These may be 
an integral part of the seizure itself, or may 
be a reaction to the attack. In the former 
instance, the emotion apparently is the result 
of the discharging cortical focus and in that 
circumstances has all the characteristics of a 
focal seizure. The emotion or mood comes 
on abruptly, is brief, irresistible, stereotyped 
and occurs paroxysmally. The emotion may 
occur alone or may culminate in a major at- 
tack. The mood usually is described as one 
of fear or terror, but it may be pleasurable 
(2). The patient often attempts to interpret 
this physiologic event as being related to 
contemporary events in his life. The mood 
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change may be a reaction to the content of 
the hallucination or to the threat of the sei- 
zure itself. 

The following case is presented to il- 
lustrate the symptoms of hallucinatory epi- 
lepsy and the relationship of the contents 
of the hallucination to the patient’s previous 
experiences and personality. 


A 43-year-old-man was first seen in May 1954, 
because of unusual hallucinations. The patient re- 
lated that this symptom had begun in mid-April 
1954, with a feeling of pressure inside the head and 
visual hallucinations. 

The hallucinations were always abrupt in onset, 
lasted a few seconds, and terminated suddenly. 
They were accompanied by a “wave of sickness” 
going through his body. The patient experienced 
two types of visual hallucinations. He gave the 
following oral account: “I saw a man standing at 
a workbench with his back to me, and his wife was 
doing similar work at a nearby workbench and she 
made some type of error and I considered his cor- 
rection of her error rather rude at the moment. 
Why it affected me that way I dont know; but 
it did—rather rude. Either in absence of saying 
anything or actually scolding her—but there was a 
mental impression made on me that he was rather 
rude.” 

The patient experienced this hallucination twice; 
then it gave way to what he called “the standard- 
ized vision.” He said that this consisted of “four 
figures, let us say; four people, up in the distance 
in another world, or in the heavens, and there 
seemed to be a corresponding four figures down 
here on the earth that were doing some type of work 
which I was observing, but as they made errors the 
corrections or reports from these four figures high 
up in the heavens they would come down and it 
amazed me how these figures up there could know 
that they made an error; it me how this 
silent report came down. It rather shocked me, we'll 
say: the report of their error coming through my 
brain reaching these poor people, and I am sorry 
they are being corrected or being told they made 
a mistake.” R 

The patient had never had a grand mal seizure, 
and consciousness always had been retained during 
these hallucinatory episodes. After the episodes he 
was rather drowsy, and sometimes was a bit con- 
fused for a moment. Results of the neurologic ex- 
amination were normal, with the exception of the 
visual fields, which revealed a homonymous defect 
in the left upper quadrant. A roentgenogram of 
the head disclosed nothing abnormal. The EEG 
revealed a delta focus in the right temporoparietal 


area. . o 

Psychiatric consultation was requested. It dis- 
closed that this patient was overactive and over- 
talkative. He described his childhood as unhappy, 
with a father who “ruled but never helped.” He 
left his home in his early 'teens, and was inordi- 
nately proud of the success he had attained without 
the help of his parents. He had met and married 
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his wife only a few years before our examination. 
His relationship with her was characterized by 
him as follows: “We express our love in our home 
and in our child; never in other ways.” 

The patient’s wife related that he had previously 
responded to the threat of physical illness with 
“high nervousness.” She said that he had always 
had trouble with older men, particularly when he 
was subordinate to them. Recently, they had had 
a quarrel when he had refused a business offer from 
an elderly man who was a friend of his wife’s 
family. She described him as exceedingly perfec- 
tionistic, and said that he often felt that others were 
not serious enough. 

It was the opinion of the psychiatric consultant 
(Dr. L. C. Kolb) that the hallucinations suggested 
the possibility of a temporal lobe lesion. Ventricu- 
lography demonstrated a mass lesion in the right 
temporal lobe. Subsequent craniotomy led to the 
removal of a malignant astrocytoma from the right 
temporal lobe. (Fig. 1.) 

This patient described his hallucination as a vivid 
and real experience which was pleasant to him, The 
contents of this hallucination seemed related to his 
own conflict with authority figures, and were com- 
patible with his personality and previous experi- 
ences. Thus, the hallucination could be interpreted 
as having psychologic meaning for this patient, His 
mood change seemed related to the contents of his 
hallucination, rather than directly related to a 
localized cortical discharge. 


COMMENT 


At is thus apparent that hallucinations of 
this type cannot always be distinguished from 
psychogenic hallucinations on the basis of the 
psychologic meaning of the hallucination to 
the individual, nor does the association of 
mood disturbance which frequently seems in- 
appropriate permit the diagnosis of a psy- 
chiatric disorder, Rather, the distinction 
must be made on the basis of the history of 
the attack, with confirmation by precipita- 
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tion of a seizure under electroencephalo- 
graphic control. In all types of epilepsy the 
most important question is not whether an 
attack is “genuine” epilepsy but rather, as 
Jackson(1) has said, “Where is the cerebral 
lesion permitting this occasional excessive 
discharge?” 

The diagnostic criteria we have suggested 
for hallucinations of organic origin are per- 
tinent to the diagnosis of all focal seizures, 
whether their predominating symptoms be 
motor, sensory, visceral or psychic, Psychic 
phenomena can occur, like motor movements, 
as symptoms of a localized discharging focus. 
Hallucinatory epilepsy is a focal epilepsy, 
which often is the only symptom of local 
disease of the brain. The complex hallucina- 
tions representing focal epilepsy can be rec- 
ognized by their brevity, their paroxysmal 
qualities, their irresistibility, the exact simi- 
larity of each attack and the transient par- 
tial impairment of cerebral function which 
follows such a seizure. 
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PLACEBO RESEARCH * 
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“The placebo effect has been somewhat of 
an enigma to medicine. Nevertheless, its 
existence has been known for a long time, 
i and legitimate as well as nonlegitimate prac- 
" titioners of the healing arts have exploited 
iS use in treatment. All too often the former 
have interpreted the success of placebo ther- 
apy as indicating that there was nothing 
Wrong with the patient, while the latter at- 
tributed it to their own therapeutic prowess. 
Th either case, though the patient may have 
been benefited, it was only at the expense of 
being maligned in a subtle fashion or being 
taken advantage of by quacks. The very 
derivation of the word placebo, from the 
Latin “I shall please,” suggests a certain 
superficiality and an essentially non-thera- 
peutic intent. The definition of the term, 
a medicine, especially an inactive one, given 
merely to satisfy the patient” (18), reinforces 
viewpoint while also tending to impugn 
the patient’s status. 
In recent years, the results achieved by 
bo have acquired a limited aura of 
respectability. The ability of inert com- 
pounds such as lactose, saline, etc. to modify 
@vatiety of conditions including the common 
cold, ulcers, headaches, nausea, vomiting, 
Cough, surgical pain, and even to provoke 
toxic reactions, has been reported and has 
begun to have a serious impact on medical 
thinking. Beecher(r) has summarized 15 
Studies, which pertain to placebo effects in 
4 total of 1,082 patients and points out that 
there is an average significant effectiveness 
for this mode of therapy of 35-2% +2.2%. 
hese data indicate that the response to 
Placebo is a very real phenomenon, though 
our slavish devotion to the principle of re- 
quiring manifest causes for observed effects 
tends to cloak it with an atmosphere of 
a, 
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mysticism. This paper summarizes some cx- 
periences in conditional reflex studies in dogs 
which relate placebo reactivity to established 
learning concepts. Three general groups of 
studies will be reported. The first will dem- 
onstrate that the effect of a person can be 
conditioned and suggest that to the degree 
a placebo symbolizes the role of a doctor, as 
someone from whom help can be expected, 
salutary changes in patients with appropriate 
prior experience can be forthcoming. These 
changes, which may be thought of as repre- 
senting the impact of the doctor on the pa- 
tient, are probably transmitted by means of 
placebo. The second series of experiments 
emphasizes the importance of “central ex- 
citatory states” in conditioning and suggests 
that the ability of a doctor to induce these 
in patients may facilitate the relearning nec- 
essary for some form of recovery by making 
for accessibility to his expectations of them. 
The third group of studies is a miscellaneous 
one which will pertain to such things as the 
state of the organism and the general setting, 
with respect to placebo effects. 

For several years, this laboratory has been 
concerned with the effect of a person on 
conditional reflex procedures. Many work- 
ers have been engaged in this research 
(most of it unpublished including Gantt, 
Mackenzie, Owens, and Stephens. Interest 
first arose in this area more than 20 years 
ago, when the possibility of forming cardiac 
conditional responses to peripheral nerve 
stimulation was being considered. At that 
time, it was noticed that the presence of the 
experimenter during the conditioning trials 
had a marked effect on the animal's heart 
rate. So great was this effect, that cardiac 
conditioning could not be studied until the 
animal was isolated from the person conduct- 
ing the experiment. For drug studies, in 
partciular, an apparatus for injection of 
these agents at a distance had to be devised 
(16). Since that time, it has been tradi- 
tional for all experiments in this labora- 
tory to be carried out with the animal in a 
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sound-proofed room with the experimenter 
observing the situation through a one-way 
screen. 
Special efforts were made in a number of 
situations to investigate the impact of the 
person upon the experimental animal. 
Throughout a period of many years, 2 “neu- 
rotic” dogs, “Nick” (5) and “V3”"(6), were 
studied intensively with much attention de- 
voted to the effect of the experimenter on 
various aspects of these animals’ behavior. 
It was observed that those inyolved in the 
care of the disturbed animals during the de- 
velopment of the pathological behavior could 
evoke this behavior (e.g., cardiac hyperac- 
tivity, tachypnea, sexual abnormalities) by 
their presence alone. Even members of the 
experimenters’ families who were seen with 
them in the laboratory were able to provoke 
similar effects. Apparently these persons had 
acquired meanings which were “neurosis” 
precipitating just as had the more specific 
stimuli actually concerned in the breakdown 
of the animals or present in the environmen- 
tal situation at that time, This reaction did 
not generalize to all people, as the animals 
tended to be friendly with strangers, The 
heart rate was an especially good indicator 
of the effect of the person on the animals, 
On repeated occasions, in the dog “Nick” 
particularly, marked tachycardia would ensue 
in the presence of those associated with the 
onset of his disturbance, compared to much 
lesser effects caused by others. By laborious 
retraining, rest or removal from the labora- 
tory to another setting, this effect of par- 
ticular persons could be reduced or com- 
pletely eliminated. There are several other 
instances in which certain persons have spe- 
cific effects upon those animals with whom 
they are working. In the usual learning pro- 
cedures, the importance of the person may 
be overlooked although the meaning of his 
presence can be learned readily, and directly 
influence the nature of the Tesponses which 
can be elicited. The human seems to function 
as a complex conditional signal, the registra- 
tion of which on the animal can be detected 
grossly and in the subtler dimensions of 
behavior. Likewise the presence of other 
animals can have profound effects on a par- 
ticular animal under study, ranging from 
excitement to placation, in a stable, predict- 
able fashion. 
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The effect of the person on the animal 
can be seen in other experimental circum- 
stances. In several normal dogs, a pattern of 
reaction to the experimenter was constant 
for 80 repetitions in a month(15), Upon 
entering the experimental room, the presence 
of the experimenter induced a primary ac- 
celeration in the dogs’ heart rate, a secondary 
rise on approach, and a deep drop with 
petting. Apparently the animal is placed in 
an anticipatory state by the presence of the 
person. Where meanings have already been 
associated to the person, the animal behaves 
accordingly. Petting the animal is an espe- 
cially interesting phenomenon. In disturbed 
as well as normal dogs, it tends to have a 
quieting effect. Whether this is an intrinsi 
or unconditional response, as opposed to a 
conditional one, is not known. Whichever 
it may be, the human is cast in a calm, non- 
threatening role with respect to the animal. 
By means of petting, the human can modify 
other reactions in the animal. For example 
most dogs respond with cardiac accelera- 
tion to the sound of a bell. By following 
the presentation of the bell with a short 
period of “petting,” the cardiac acceleration 
can be changed to deceleration. The effect 
of the person thus can transcend the inborn 
tendency to be excited by a new stimulus. 
If after a brief period of petting the animal 
is fed, the cardiac slowing can be changed 
to acceleration and the effect of the person 
on this particular animal thereby modified. 
Animal training makes ready use of such 
phenomena as do most animal laboratories; 
their problems would be complicated 
otherwise, However, the effects of the per- 
son on the animal (and vice versa) can be in- 
vestigated experimentally and perhaps serve 
as a means for approaching the obviously 
more complicated problem of doctor-patient 
relationships, 

Experiments such as those reported seem 
to indicate that the meaning of the person to 
the animal can have profound effects on, 
Teactions which appear. These meaning? 
probably are outgrowths of the animal’s past 
experiences which have been incorpora k 
in his repertoire of reaction tendencies. d 
is suggested that this is a prototype, 12 2 
oversimplified fashion, of what may 
in human situations. The impact of the if 
tor on the patient can be such as to modify 
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or worsen the disease depending to some 
degree on the meanings the patient has 
karned about certain or all help-giving situ- 
ations in the past. To the extent that doctors 
and therapy have come to stand for relief 
of distress, the patient’s response is likely 
to be favorable. When placebos are em- 
ployed, the achieved changes in a patient’s 
status may reflect his response to the par- 
ticular doctor, or the doctor as symbolized 
by the medication, regardless of whether 
the medication was pharmacologically active 
or not. 

In humans, it is possible to structure situa- 
tions so that the most is made of their help- 
giving potential. In a recent study(17) 
which concerned the treatment of patients 
with bleeding ulcers, 2 situations were de- 
liberately created, one which emphasized the 
great likelihood that treatment would be suc- 
cessful and the other where this was mini- 
mized. One group of patients was told by 
doctors that a new medicine would be given 
them which would undoubtedly produce re- 
lief. Another group was told by nurses that 
an experimental medicine would be adminis- 
tered, the effects of which were more or less 
unknown. In both instances, the same medi- 
cation, a placebo, was employed. The first 
group showed results which were “excellent 
in 70% of the cases,” lasting over a period 
of one year, while the second group show 
only a 25% favorable response. The first 
situation was designed deliberately to repre- 
sent help, in contrast to the second situation 
where indifference was stressed. 

The importance of central psychological 
States to conditioning has been demonstrated 
many times in this, as well as other labora- 
tories. The effects of drugs whose action is 
on the central nervous system, such as mor- 
Phine(r 1), can readily be conditioned. Drugs 
which produce a secretory response throug! 
peripheral action on nerve endings rather 
than through a central state, e.g., pilocarpine, 
atropine(2, 10) do not result in the establish- 
ment of conditional salivary responses. Gas- 
tric secretion to histamine (9), hyperglycemia 
to adrenalin(8), cardiac acceleration to 
atropine(14), and acetylcholine(7) likewise 
cannot be conditioned. Yet it is well known 
that salivation and gastric secretion as com- 
Ponents of food reaction and emotionally 
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induced hyperglycemia all of which involve 
central excitement, can be conditioned. A 
doctor who can, in effect, induce a compar- 
able state in a patient may thereby make this 
patient receptive to the changes the doctor 
communicates as necessary for health. An 
especially relevant experiment(13) which 
illustrates this finding concerns the attempt 
to condition striped muscle responses with 
faradization of the sigmoid gyri. Three dogs 
were so that hind limb lifting which 
was evoked by faradization of the sigmoid 
gyrus could be employed as the unconditional 
response in a situation where it was paired 
with an auditory signal. To accomplish this, 
a collodion coated coil was buried beneath 
the integument and bolted to the outside of 
the dog’s skull. Silver electrodes led from 
the coil to the brain through small trephine 
holes. A thyratron impulse generator was 
used to control the activation of the small 
buried coil by means of a primary coil out- 
side the skin. In this way the animals were 
studied over a long period in the unanes- 
thetized, intact state. A conditional hind 
limb movement (evoked by cortical stimula- 
tion) could not be elicited by the auditory 
signal in any of the animals after approxi- 
mately 600 paired trials. However, if each 
limb movement was followed by feeding, the 
auditory conditional signal regularly was ac- 
companied by leg lifting. Without the impo- 
sition of central excitation which was ac- 
complished by feeding, the response could 
not be conditioned. Conditioning readily 
took place when the central excitement was 
provided. In a sense, this may be a paradigm 
of the therapeutic situation where changes 
towards health are induced in the patient by 
a doctor who is able to cultivate a basic state 
of arousal, presumably central in nature. 
This state of arousal causes the patient to 
become accessible to the doctor’s expectations 
of him. The impact of the doctor on the pa- 
tient, described earlier, may be one of the 
means whereby this is accomplished. _ The 
fact that there seems to be a logarithmic re- 
lationship between the intensity of a condi- 
tional stimulus and the elicited conditional 
reflex(12) also may bear a relationship to 
this, if, for the sake of argument, the doctor 
is again looked upon as a complex condi- 
tional signal. An alternative explanation of 
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the above experiment may be the following. 
The animal learns to raise his leg because 
this has become a means for having food 
produced. Similarly, a patient may try to 
meet his doctor’s expectations because of an- 
ticipated rewards from him such as approval, 
respect, understanding, etc., provided the 
doctor meaningfully arouses him, i.e., creates 
an appropriate central excitatory state. The 
use of placebo in these circumstances might 
function to reinforce symbolically such a 
doctor’s effect in terms of the rewards the 
patient receives for modifying himself in ac- 
cordance with his doctor’s implied or direct 
recommendations. Patient changes ensuing 
after the use of placebo may obscure the 
role of the doctor, though it may be his pres- 
ence, actually or symbolically, which makes 
these changes possible. 

Before proceeding to the third group of 
experiments, it is well to point out that the 
so-called “toxic” reactions in patients receiv- 
ing placebo medication also may be explained 
on the basis of the impact or effect of the 
doctor on the patient. If a doctor is anxiety- 
producing because of a patient’s past experi- 
ence with similar figures, and this patient al- 
ready suffers from an anxiety reaction, then 
this particular doctor-patient combination 
may lead to a worsening of the patient’s con- 
dition. If a doctor has an inhibitory effect 
because of a patient's past experience, and 
this patient already is inhibited or depressed, 
this particular doctor-patient combination 
likewise may contribute to a worsening of the 
patient’s condition, These types of doctor-pa- 
tient interaction might be involved in the 
so-called adverse effects of placebo. 

The third series of studies Suggests the 
possible importance of the state of the organ- 
ism and the general setting as derived from 
conditional reflex studies, for understanding 
the placebo effects. In this laboratory, these 
have been investigated both in “neurotic” 
animals (6) and in normals (3, 4). Satiation 
decreases the strength of the elicited condi- 

tional responses and obscures Capacities 
which the animals are known to possess. 
Emotional excitemént wom a variet _ of 
causes (4, 6) likewisé lias comparable 4 S, 
including the temporary abolishment %f 
previously well-learned behaviors. With the 
passage of time, in an appropriate setting, 
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these again assert themselves. In patients, 
the use of placebos in similar circumstances, 
may make it appear as if these agents were 
responsible for the salutary effects when, in 
fact, they are related to the action of already 
operating restorative processes. Likewise, if 
there is no recovery process going on, or the 
disease is worsening, placebos may be cited 
as producing “toxic” effects. Wolf (19) 
discusses a similar effect in “Tom,” his pa- 
tient with a gastric fistula. The presence of 
Tecovery processes is obviously of extreme 
importance in the determination of placebo 
effects in patients. An indicator of the re- 
covery processes in humans may be the in- 
tensity of their symptoms. Experienced dis- 
comfort in patients may be a function not 
only of the disruption of homeostasis but 
the body’s fight to restore homeostasis, in 
the same sense that deprivation of food in 
animals results in a combination of intrinsic 
distress and distress related to processes set 
into action for the acquisition of food. 
Where animals or humans can react to their 
own deviations from homeostasis and where 
these deviations set off restorative processes, 
therapeutic intervention, including placebo, 
has an already existing substrate of recovery 
for exploitation. In those diseases which in- 
duce little distress, such as leprosy, the lack 
of this reaction may be taken to indicate the 
relative absence of restorative processes. The 
well known story about being able to boil a 
frog alive if the temperature of the water is 
raised slowly enough so as not to elicit any 
reaction from the animal is another case in 
point. Presumably, because of the particular 
state of an organism, therapeutic modifica- 
tions in general and placebo reactions in par- 
ticular, would be less likely to occur. Beecher 
(1) recently has made the point that placebo 
reactivity in humans is directly related to 
experienced distress which he terms the re- 
action or processing component of suffering. 
This is a further demonstration in humans 
of the importance of the state of the organ- 
ism. Beecher's findings may be translated 
into the conditioning model by considering 
the strength of the unconditional response 
as representing the state of the organism 
from the standpoint of distress. Here it 15 
known(5) that the intensity of the elicited 
conditional response varies exponentially 
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with the size of the unconditional stimulus 
which elicits the unconditional response. In 
this sense then, the greater the unconditional 
response (or distress), the greater the con- 
ditional response, and possibly the more ac- 
cessible is an organism to modification by a 
variety of means, including placebo. 

With regard to the general setting, the 
principles of extinction as elaborated in con- 
ditioning studies seem especially pertinent. 
Returning animals to situations in which 
their experimental neuroses were induced 
(6), causes reactivation of their pathological 
behavior. On the other hand, removal to 
different situations often results in gradual 
disappearance of symptoms. In normal ani- 
mals, the presentation of the conditional 
stimulus without reinforcement ultimately 
leads to the extinguishing of the conditioned 
behavior. In patients, similar phenomena 
can occur. If a patient is hospitalized and 
removed from the setting which produced 
or keeps his illness alive, this may lead to 
improvement regardless of the therapeutic 
procedures employed. Where placebos were 
involved, the tendency would be to relate im- 
provement to their use although the changes 
more likely may represent the diminution of 
symptoms as a result of the process of ex- 
tinction, 

It is realized that there are dangers in gen- 
eralizing from animal studies to human be- 
havior. Undoubtedly, the problem is far 
more complicated in humans and involves 
Many factors such as suggestibility, person- 
ality attributes, communication, language, 
secondary reactions to illness, etc. about 
Which appropriate animal investigations 
could not be designed. However, it is sug- 
gested that the laboratory experiments Te- 
Ported can help explain an extraordinarily 
difficult research area and perhaps stimulate 
further relevant human and animal work. 


SUMMARY 


Three separate groups of conditional re- 
flex studies were presented to illustrate their 
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implication for the general problem of re- 
action to placebo. The first demonstrates 
how the effect of a person can be conditioned 
and thereby makes it possible for the expec- 
tations of patients from a therapeutic situa- 
tion to be realized. The second emphasizes 
the importance of “central excitatory states” 
for conditioning and suggests that the ability 
of doctors to produce these may make pa- 
tients amenable to their doctors’ expectations 
of them. The third describes the pertinence 
of the state of the organism and the princi- 
ples of extinction to patient responses to 
placebo. It is suggested that placebo effects 
may be more explicable when considered in 
terms of learning concepts. 
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THE CONTROL OF ACTING OUT IN THE PSYCHOTHERAPY OF 
DELINQUENTS ' 


MAURICE KAPLAN, M.D., JOHN F. RYAN, M.D., EDWARD 


NATHAN, M.S.W,, AnD 


MARION BAIROS, M. A.2 


The problem of delinquency is a perennial 
concern in our society. We are never per- 
mitted to ignore it. To a great extent this 
concern early in the century led to the de- 
velopment of the child guidance movement. 
Then hopes were high that the application 
of newly developed psychodynamic concepts 
would prove to be the answer to the problem. 
Unfortunately, these hopes were not borne 
out. 

The problem is too great to be solved 
only by psychotherapy. The viewpoints 
regarding etiology are many, and methods 
suggested and attempted for prophylaxis, 
as well as correction, are equally varied ; 
psychotherapy is only one approach to 

the problem of delinquency. By its very 
nature it can have only limited application. 
The solution of this problem will Tequire 
the application of techniques based upon 
sociological, cultural, medical, and economic, 
as well as psychological, premises, Neverthe- 
less, we believe that the clear elucidation of 
psychological principles derived from psy- 
chotherapeutic work with delinquents can 
find application in approaches other than the 
strictly psychotherapeutic, 

In the early days, when psychotherapy 
for the delinquent was Proposed, it was felt 
that the method and course of treatment 
would not differ materially from that with 
neurotics. It did not take long for this 
hope to be frustrated. The methods de- 
veloped in work with the more typical 
neurotic have not proven applicable to the 
delinquent. The experience of most clinics 
in the psychotherapy of delinquents has 
been a disappointing one. Of the number 
who come on a “voluntary” basis, relatively 
few continue in treatment ; still fewer con- 
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tinue for an appreciable time. The delinquent 
and his family seldom seek psychotherapy or 
continue in it long enough for the desired 
character changes to take place. 

Initially, we want to make it clear that we 
are not using the term “delinquent” in a 
diagnostic sense. We agree with those who 
object to its use diagnostically. We further 
agree that it is mainly a descriptive social and 
legal term. We are inclined to use it here 
because we are not now concerned with any 
precise psychopathological differentiation be- 
tween the various personality disorders in 
which delinquent behavior may occur, but 
tather with that general category of cases 
where delinquent behavior is a persistent and 
prominent symptom, regardless of the spe- 
cific psychopathological picture intensive 
study may later reveal. We are interested 
mainly with the one trait common to all such 
disorders, ? 

Nor are we concerned with the question 
of whether certain forms of delinquent be- 
havior are primarily sociologically deter- 
mined as opposed to such behavior produced 
by internal conflict. In our opinion, an at- 
tempt at this kind of distinction has little 
merit. Whatever factors we may consider as 
important etiologically, whether constitu- 
tional, social, economic, or cultural, their in- 
fluence is finally upon the mental life of 
the individual, ‘his psychological structure 
and function. The delinquent act is finally 
determined by a psychological state. We 
must therefore discuss it in psychological 
terms; we must strive to make a psychody- 
namic formulation. 

We would like to review briefly some gen- 
eral dynamic characteristics, more or less 
true of patients in whom delinquent behavior 
is a prominent symptom. The most striking 
is that the delinquent does not appear to 
Suffer in the same way and in the same bs 
cumstances as does the neurotic. The a 
fering of the delinquent is usually inflicte 
by external circumstances, and continues 
only so long as those circumstances are pres 
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ent. He suffers largely from his environ- 
ment, the neurotic from sources within him- 
self. Another way of saying this, perhaps, 
is that the delinquent does not seem to have 
the capacity for building up and storing 
anxiety, at least not to the point where it is 
experienced as discomfort, localized intern- 
ally, and consciously felt as coming from 
within, It tends to be discharged through ac- 
tion before or immediately after the thres- 
hold of discomfort is reached. Since con- 
sciously felt anxiety is the prime motivating 
force in psychotherapy, it is his inability to 
contain and experience anxiety that makes 
work with the delinquent so difficult to initi- 
ate and so dubious prognostically. 

In addition, once therapy is begun, the 
capacity for transference and the quality of 
the transference are quite different in the 
delinquent from that in the neurotic. To 
clarify this point requires some further psy- 
chopathological differentiation between these 
two large categories of disturbance. Basi- 
cally, the neurotic has a passive-receptive at- 
titude. Whatever fixations are present at 
other stages of psychosexual development, 
the oral problems are ever present and ulti- 
mately manifest themselves. Though he feels 
ashamed of it, struggles against it, disguises 
it in a multiplicity of defense mechanisms, 
deeply the neurotic longs for a dependent, 
orally receptive relationship. He resents the 
need, but he has not given it up entirely. This 
tends toward the development early in ther- 
apy of a strong transference, with a unique 
ambivalent tone. 

The delinquent, too, has deep, unsatisfied 
oral longings; but with him they have fol- 
lowed a different development. He has more 
definitely turned against them and vigorously 
denies them. In addition, differences are 
manifest in the nature of the relationship to 
the object. His separation and withdrawal 
from the object is greater, amounting to al- 
Most complete rejection. He has defiantly 
given up hope of freely receiving—in fact, 
this would be too dangerous. He has angrily 
turned against the object, but defensively he 
regards the object as having turned against 
him the object is not only depriving and 
fejecting, but an enemy to be guar 
against. The delinquent, however, has not 
Biven up hope of obtaining something from 
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the object, but he does not expect it to be 
given to him freely. In fact, such a passive 
role is too dangerous and is rigorously 
avoided. He, therefore, schemes to take 
what he wants by force or trickery. The ob- 
ject thus becomes a victim, “a sucker,” whom 
he will exploit. In effect, the delinquent says: 
“TIl get mine by hook or crook!” In this 
way, he hopes to satisfy his wishes and at the 
same time wreak vengence on the object. 
His guilt is assuaged in advance by the basic 
feeling of the fantasied wrong. His attitude 
is “I’m taking my chances and risking my 
neck.” 

The oral problem in these two large cate- 
gories can perhaps be summarized as fol- 
lows: The neurotic distrusts and deeply 
hopes he will be proven wrong. The delin- 
quent distrusts and is afraid he may be 
proven wrong. On the deepest level, as in all 
that is human, the delinquent and neurotic 
are not too far apart. The need to trust is 
there, no matter how vestigial. If this were 
not so, there would be little point in talking 
at all about the psychotherapy of delinquents. 

Another important difference is the rela- 
tive capacity to divide the ego into an ex- 
periencing part and an observing part. 
Fenichel refers to it as the detachment of 
the reasonable ego from the defensive ego. 
In everyday language we would call it the 
capacity for ordered and rational introspec- 
tion. This the neurotic typically possesses to 
a high degree, often even before therapy, 
though then it is usually of a ruminative and 
anxiety-ridden kind. The neurotic, in a 
sense, is tuned in on his inner experiences, 
and this characteristic can be utilized in ther- 
apy to develop a discriminating self-observa- 
tion and self-awareness. In the delinquent, 
this quality is vestigial, if present at all. The 
ed in more on the object and 


delinquent is tun on the object 
his pri remarkably keen intuitive insights 


regarding the other person are more acces- 
sible to his awareness. vat 
Closely related to this quality is the way 
projection manifests itself che eo ie 
rotic and ps x 
In contrast to the new : SAS moat 
but rather the 
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tion of temptation, provocation by the victim, 
and similar factors. The environment caused 
him to commit the act. This is extremely 
difficult to deal with in therapy, since there 
is nearly always an element of truth in the 
projection, which stems from the primary 
traumatic situation and is confirmed by the 
subsequent retaliatory and vengeful attitudes 
he has encountered. 

The difference between the neurotic and 
the delinquent is not related only to super- 
ego development—its exaggerated, harsh 
quality in the neurotic and its stunted or 
lacunar maldevelopment in the delinquent— 
but there are similiar differences in ego de- 
velopment; in the nature of the perception of 
external reality, in the quality of memory, 
and in the capacity to integrate new experi- 
ences. Both ego and supergeo development 
are determined to a great extent by the type 
and quality of the identifications which have 
taken place, and, further, by the kind of 
self-image or ego identity which is then de- 
veloped. 

As we emphasized earlier, the psycho- 
pathological characteristic of the delinquent 
that mainly concerns us in the development 
of our thesis is his inability to endure anxiety 
and his tendency to discharge it impulsively 
in action. The tendency of the delinquent 
to act out his conflicts is the chief obstacle 
to psychotherapy. We believe it is axiomatic 
that acting out and psychotherapy are anti- 
thetical and bear an inverse relationship to 
each other, The problem then becomes the 
establishment of conditions, short of incar- 
ceration, which will reduce the possibility of 
acting out. Ina certain sense, there is a paral- 
lelism between our psychodynamic considera- 
tions and the more simply stated premises of 
society. Actually, up to a point, in the guise 
of our psychiatric jargon, we are restating 
commonly known truisms. When we say 
that an important characteristic of the delin- 
quent is his tendency to act out, we are 
simply saying that the delinquent has a ten- 
dency to commit delinquent acts. Of course, 
this is an oversimplification, and, in a psy- 
chopathological sense, we intend much more 
by the term “acting out.” Nevertheless, it is 
the age-old “common sense” recognition of 
this problem that has operated in the devel- 
opment of our penal system. This does not 
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deny the retaliatory and vengeful features 
that were and still are associated with our 
methods of dealing with antisocial behavior. 
It is also true, however, that, as society in- 
creasingly masters these anxiously retaliatory 
and vengeful tendencies, the attitudes devel- 
oping toward the management of crime and 
criminals more closely approximate the view- 
points of psychiatry. Though society as a 
whole is still a long way from viewing delin- 
quency, much less crime, from the standpoint 
of health and disease, the punitive, vengeful 
attitudes, which now are dominant features 
in the organization and operation of our 
complex system of incarceration, would be 
seen in the fantasied future as the destruc- 
tive, irrational products of our own anxieties. 
In that Utopian era, such tendencies will, 
hopefully, be recognized and dealt with much 
as dynamic psychiatrists now deal with 
countertransference in therapeutic work. 
Ignoring, for the sake of discussion, the 
vengeful, retaliatory features, we may then 
look upon the problem in terms of ego func- 
tion, just as we do in the case of other, less 
antisocial mental illnesses. The need for ex- 
ternal controls would be determined on the 
basis of an estimate of the individual’s ca- 
pacity to control impulses toward antisocial 
behavior. From this viewpoint, probation, 
the circumstance under which most delin- 
quents come to us, may be regarded 
as a method of stimulating greater ego 
control in lieu of the application of ex- 
ternal controls by incarceration. The co- 
ercion effected through imprisonment, as well 
as through parole or probation, is directed 
at the antisocial acting out impulses of the 
individual. Since the delinquent’s ego does 
not sufficiently integrate his antisocial ten- 
dencies, these measures, though crude, must 
be substituted by society for his own 1n- 
adequately functioning ego. It is our conten- 
tion that when such controls are instituted 
and carried out on this rational basis, with 
careful attention to the correction and ex- 
clusion of retaliatory tendencies in all con- 
cerned, they need not necessarily interfere 
with psychotherapy. It is important ži 
acknowledge that the institution of suc 
controls, contrary to what is too often me 
terpreted to the delinquent, is not primarily 
for his own good, but is first of all for the 
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protection of society. When this is pre- 
sented in any other light, it can only be re- 
garded by the delinquent as not quite genu- 
ine. Providing they are freed of the venge- 
ful, retaliatory features too often associated 
with them, the controls are not in opposition 
to the true interests of the delinquent. They 
do not in themselves represent a hostile in- 
fringement of his rights nor are they an un- 
justified interference with the satisfaction 
of his usual needs. Ideally, the delinquent 
is provided with a choice: to modify his ac- 
tions (not his feelings) in accordance with 
the requirements of society, or to lose a large 
measure of his self-determination. 

At our clinic, among the conditions of 
probation we encourage the inclusion of com- 
pulsory psychotherapy. We do not look 
upon it as a substitute for probation, nor the 
relationship with the psychotherapist as a 
substitute for that with the probation officer. 
We definitely encourage the probation officer 
to continue the same routine as would obtain 
without psychotherapy. We do not look upon 
his function as one that in itself need inter- 
fere in any way with the psychotherapeutic 
program. Furthermore, we feel that close 
collaboration between the probation officer 
and the clinic team is an essential feature 
of the total program. As previously indi- 
cated, our hypothesis is that the more acting 
out by the delinquent that can be prevented, 
the less the anxiety that can be discharged in 
that way. When psychotherapy is provided 
at the same time, an alternate avenue for 
the discharge of anxiety is provided, though 
hot one of which the delinquent can immedi- 
ately and readily make full use. The easy 
Toute of acting out is not given up without 
a struggle. Naturally, the experience and 
other qualifications of the therapist are im- 
Portant factors at this point, and most im- 
Portant is the quality of the collaboration be- 
tween the therapist and probation officer. 
Lack of communication and unresolved dif- 
ferences between them tend to create a gap 
through which the delinquent may escape 1m 
Some form of acting out. 

The problem in the outpatient treatment of 
the delinquent, then, is that of controlling 
the acting out by purely psychological means. 
This is partly met by the conditions of pro- 
bation which have been clearly defined to 
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him. It further calls for the delinquent and 
his parents being confronted regularly with 
the reality situation. This entails the clari- 
fication of all courses of action from which 
he may choose, with the probable and pos- 
sible consequences of each openly and thor- 
oughly discussed. It means the alternate 
choices and their consequences are spelled 
out at appropriate times with neither retalia- 
tory nor guilty overtones, but simply as a 
definition of his reality. The position of the 
therapist is, as always, in opposition to the 
self-destructive impulses of the patient and 
unequivocally in favor of the constructive, 
genuinely ego-syntonic tendencies. 

In order to be effective in controlling the 
acting out tendencies of the delinquent, it is 
not enough to have a good understanding of 
his psychopathology. That, of course, is im- 
portant ; we do not minimize it. But, in addi- 
tion, in order to deal adequately with his 
tendency to act out, we have to observe and 
understand how the delinquent and the sig- 
nificant people around him interact with one 
another. And when we speak of the delin- 
quent here, we are referring to the constel- 
lation of child and parent or parents—the 
“delinquent constellation.” The significant 
people, other than the parents, include thera- 
pists, probation officers, teachers, and others 
with whom the delinquent relates, even if 
only briefly and temporarily. Our interest is 
in the nature of the transactions between the 


delinquent constellation and each of the 


others which may, in some way, encourage 
or discourage the tendency to act out. Our 
interest is also in the transactions between 
all those involved with the delinquent con- 
sellation which may serve a similar purpose. 
These transactions frequently center around 
a single issue which may seem critical at the 
he resolution of this issue, di- 


time. Upon t ! 
rectly or indirectly, frequently hinges the 


fate of the psychotherapeutic work, its con- 
tinuation or disruption. For example, the 
question, usually initiated by the delinquent 


constellation, may be whether the boy might 
join the armed services, OT whether he 
should move to another city where an em- 
ployer has been found who has taken a 
ial interest in him. Or, it may be 
d continue in school or take 
seemingly innocent 


s 
whether he shoul 
a job. These issues are 
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and temptingly valid steps in themselves, 
and certainly are felt that way consciously by 
all involved. Yet, they often carry within 
them the seed of the resistance. In addition 
to other meanings, we have come to regard 
such issues as being often the verbal signal 
of the acting out tendency. It is at this point 
that the attitudes and activities, both con- 
scious and unconscious, of all those involved 
with the delinquent become of critical im- 
portance. These can contribute in an im- 
portant way toward the active expression or 
the early prevention of the acting out. 

It is here that! collaboration, carried on 
through conferences, becomes extremely im- 
portant. The character of the collaboration 
can further determine the fate of the work 
with the delinquent constellation. The clear 
understanding of the interpersonal dynamics 
involving all the people concerned is as im- 
portant as the understanding of the intra- 
psychic dynamics of the delinquent. This 
is particularly important for the therapist 
whose attention must at all times include 
both. He must be alert, not only to what 
the delinquent is signalling during his ther- 
apy hour, but also to what is being com- 
municated in the interaction between all the 
people involved. All of these activities finally 
bear upon the psychotherapeutic work, Be- 
yond the basic nature of the defense struc- 
ture in the delinquent, it is in the relation- 
ships between all those significantly involved 
with him that much goes on that influences 
the fluid balance of impulse and defense and, 
therefore, the strength of the acting out ten- 
dency. Weall know that in certain phases of 
psychotherapy with any patient, inner forces 
are mobilized which, if not given sufficient 
verbal expression, may lead to disruption 
of therapy or other types of acting out, An 
example is the anxiety produced by increas- 
ingly dependent feelings. When this occurs 
within the delinquent, and if a seemingly rea- 
sonable exit is coincidentally offered, it is 
likely that the delinquent will take it and 
therapy is thus broken off. It is our feeling 
that more attention to the dynamic under- 
standing of what we can call the collaborative 
aspects of the treatment of the delinquent 
and an attempt to improve the collaboration 
may lead to improved results, 

Through brief excerpts from several 
cases, we illustrate some of the situations 
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which can occur in such collaborative work 
and which seem to have bearing on the acting 
out tendency of the delinquent. 


Following repeated delinquent acts, a 16-year-old 
boy was offered by the Court the choice of probation 
and outpatient treatment as an alternative to place- 
ment in a custodial institution. While choosing pro- 
bation and complying with the directive to obtain 
psychotherapeutic help, the mother openly expressed 
her skepticism regarding its value. In her sessions 
at the clinic she minced no words in expressing her 
objections to the coercion and attacked the thera- 
pists and court workers with sarcasm. Her son 
maintained a similar attitude and was arrogant and 
defiant. In various ways he repeatedly attempted to 
provoke his therapist. After two months, the 
mother wrote the probation officer, objecting to 
therapy and suggesting that the boy be allowed to 
see a priest instead. She argued that a priest would 
not attribute all their problems to sex, as we would, 
The probation officer became uncertain and hesi- 
tated to insist that the family comply with this re- 
quirement of probation, saying, “You can’t force it 
down their throats.” He further suggested that, 
since the boy had not been involved in any de- 
linquencies for several months, he had perhaps had 
enough treatment. At a conference called to rede- 
fine the respective roles of the clinic and the court, 
the workers from the court expressed surprise that 
we were willing to undertake treatment of patients 
under conditions of coercion. They decided, how- 
ever, to meet the mother’s maneuver by offering her 
the alternative of continued treatment or another 
court hearing to reconsider the situation. 

When met with calm firmness, despite her storm- 
ing and arguing, she and her son continued in 
therapy. This is not meant to imply that the prob- 
lem was settled finally, and that treatment then pro- 

led to a successful conclusion. In this particular 
case, our efforts were ultimately not successful at 
all—the boy, by repeated, flagrant delinquencies, 
finally forced the authorities to place him in an 
institution. We cite this merely as an example of a 
rather common situation that can lead to disruption 
of treatment. It illustrates how the delinquent con- 
Sciously or unconsciously tests for differences be- 
tween the various agencies with whom he is 1n- 
volved and proceeds to exploit them. 

At one point, the patient and his mother informed 
their therapists that the boy planned a visit with his 
godfather in another town. What they did not re- 
veal and what was not inquired about by the thera- 
pists was that they had not consulted the probation 
officer, whose province it was to grant permission to 
leave the city. This kind of communication, when it 

catch the attention of the therapist, offers a 
useful opportunity for confronting the patients with 
ir defiant attitudes, for a clarification of the re- 
lationship with their therapists and with the court, 
and for much more that is pertinent to treatment. It 
is interesting that, following this, the mother cok 
approached the probation officer with the proposa! 
that they be allowed to discontinue treatment an 
the boy be allowed to remain in the other tow? 


Ta 


where, in lieu of his therapist, he could “talk” with 


This godfather, with whom he presumably had a 
"good relationship. This was dealt with in an essen- 


Pally similar way as the preceding episode, but 


“much more quickly and with much smoother col- 


laboration. 


These illustrations indicate how the delin- 
quent may announce an intended action 
which seems to have no particular signifi- 
cance, but on closer examination may have 
‘important bearing on tendencies which 
threaten to erupt into action. This kind of 
communication is also related to the subtle 
Ways in which the delinquent may involve 
his therapist as a passive accomplice in a 
germinating delinquency. A better way of 
stating this, perhaps, is that the delinquent 
Signals the presence of a delinquent impulse. 


_ The various ways in which the delinquent’s 


communication can be understood are all 
‘Probably in some way correct and no doubt 
Tepresent the multiple determinants of the 
communication. These include the conflicting 
forces struggling within him, ranging from 
the wish for help in controlling his impulses 
to the defiant challenge to stop him—as in all 
conflict the two extremes being strongly in- 
terlocked. 


The final delinquencies which led to his incarcera- 
tion followed almost immediately an independent de- 
cision by the probation officer to shorten the period 
of probation so that the boy could join the Navy. It 
is interesting that one of his final acts was to send 
4 clumsy extortion note to a neighbor which prac- 
tically pointed to him and in which he claimed $100 
was due him “for a month of protection.” Our own 
‘question would be—was the boy in this way saying 
that he was not yet ready for the relative inde- 
pendence of life in the Navy? 

Another episode in this case illustrated drama- 
tically how the parent is often involved in the child's 
delinquency, both actually as well as psychologi- 
cally. The boy one day came home with a relatively 
new Buick and offered his mother a ride, saying he 

borrowed the car from a friend. Though 
Yaguely uneasy about his story and aware that he 

id not possess a driver's license, she accompanied 
him. That same evening he was arrested for the 
theft of the car. This vignette is of the same order 
as another, where the mother of a nursery school 
child, when called to the school and informed that 
her child had bitten another, turned helplessly to 

im and chided—“Why did you bite so hard?” 


It is in such instances that the parent's own 
Poorly integrated aggressive-rebellious im- 
Pulses become apparent, and are often ex- 


Pressed at critical moments 1n uncertain, 
Somewhat confused responses. It’s as if the 
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child were asking—‘‘How do you feel about 
my reactions ” And the parent responds 
with—“TI don’t know; part of me secretly 
applauds you.” 

We might point out that the therapist, 
too, is confronted by the same problem— 
we refer to his own aggressive-rebellious ten- 
dencies—and the degree to which he has 
already solved it for himself will determine 
to a great extent his inner unity and, there- 
fore, the clarity with which he deals with 
the delinquent and his family. In discussing 
another patient, who at the point of a knife 
had demanded money from two younger 
children, a therapist at one time referred to 
the act as the “so-called armed robbery” and 
again as “just a silly act.” In further discus- 
sion of this case, the therapist raised the 
question as to whose side, court or patient, 
a therapist had to be on. This last, of course, 
raises a false issue, since it implies the prem- 
ise that the needs of the individual are of 
necessity opposed to the needs of society and 
that the two cannot be adjusted to the benefit 
of both. The attitude revealed bears a close 
similarity to that shown by the parents in 
the earlier examples cited. In such instances, 
it seems that the necessary empathy for all 
the feelings of the patient, including his 
aggressive, defiant and rebellious ones, is not 
sufficiently discriminated from one’s own 
residual guilt, overidentification, and other 
countertransference manifestations. It is the 
latter that interfere with a relatively realistic 
evaluation of the delinquent’s acting out. To 
paraphase Voltaire, the therapist of the delin- 
quent needs to be able to say: “I strongly 
disagree with the expression of your aggres- 
sive impulses in action, but will defend your 
right to feel them.” 


Another adolescent boy, in struggling with de- 
pendent transference feelings, threatened to quit 
therapy and join the Merchant Marine. Without 
prior consultation with us, the probation officer was 
induced to give him written permission to do so. 
That this request was an expression of the trans- 
ference was suggested when the patient demanded of 
his therapist similar written permission, even though 
such permission was not necessary- The therapist 
responded first by expressing his disagreement with 
the move. In further exploration, he confirmed his 
own suspicion that the patient knew that his per- 
mission was not needed officially. A conference was 
held with the probation officer, though retrospec- 
tively we suspect the issue was being worked 
through in the therapeutic work. In the PAA 
the probation officer at first defended his move ani 
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expressed the idea that the Merchant Marine might 
“make a man of him.” He recalled another delin- 
quent with whom he had worked, who was now a 
captain in the Merchant Marine. But when all the 
pertinent material was reviewed, he agreed that he 
had perhaps acceded too quickly to the boy’s de- 
mand. 


Examples of the types of transaction that 
commonly occur between the delinquent and 
all those involved with him could be multi- 
plied. The situations are exceedingly varied, 
though resembling each other in essential 
features. 

The interplay between the acting out tend- 
ency and the growing strength of the trans- 
ference is well illustrated in the case of the 
boy who threatened to join the Merchant 
Marine. His positive feelings toward his 
therapist were rather obvious, and that his 
struggles were increasingly against them was 
often equally clear. At one time he absent- 
mindedly came to the clinic on a holiday, 
when the clinic was closed, and then failed 
the alternate appointment that had been ar- 

ranged for him, In arguing for the Merchant 
Marine, he protested, “I only see you one 
hour once a week, and even if I saw you all 
day every day, I would still want to join up. 

School doesn’t want me, and I don’t want to 

come here until I’m twenty-five.” In de- 
manding the therapist’s written permission 
and acknowledging that it wasn’t officially 
necessary, he insisted that the therapist was 
still “a bottleneck.” During one period in 
therapy he was repeatedly seen waiting in 
front of the closed clinic at about 8:00 a.m. 
for an 8:30 appointment. Later, he told his 
mother that he would never come earl 
again—“They might get the idea that I like 
it.” Though this case, too, was no shining 
success, evidence of this kind in other cases 
as well leads us to suspect that the treatment 
of delinquents under compulsion can be more 
successful than commonly supposed, 

In the treatment of delinquents on an out- 
patient basis, we are perhaps Suggesting the 
deliberate extension of the team concept be- 
yond the walls of the clinic to include the 
probation officer, the school, and the pertin- 
ent social agencies. That this Presents diffi- 
culties, that the work is at times discourag- 
ing, that it complicates the clearly defined 
and pleasant privacy of the one-to-one re- 
lationship in the interview room, is no doubt 
true. But, since the treatment of delinquents 
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has heretofore never been particularly en- 
couraging, every well-considered idea is 
worthy of an adequate clinical trial, 


SUMMARY AND CONCLUSIONS 


1. Acting out is antithetical to psycho- 
therapy. 

2. It is a form of behavior that is par- 
ticularly prominent, if not central, in the 
delinquent. 

3. Attitudes and activities of individuals 
and agencies that are actively and concur- 
rently involved in some form of relationship 
with the delinquent may tend to encourage 
or discourage his acting out. 

4. Some of the attitudes and activities of 
the various individuals and agencies con- 
cerned with the delinquent may themselves be 
in the nature of an acting out which bears a 
reciprocal relationship to the acting out of 
the delinquent. 

5. The understanding of the dynamics of 
these attitudes and of the activities on the 
part of these individuals and agencies is as 
important as the understanding of the intra- 
psychic dynamics of the delinquent. The two 
are inextricably linked. 

6. Increased dynamic understanding of 
these attitudes and activities by all those con- 
cerned with the rehabilitation of the delin- 
quent could lead to modifications in the inter- 
relationships of all the component units of 
the total situation, so as to bring about a 
diminution in the possibility of acting out. 

7. The control of acting out would tend 
to bottle-up anxiety which, allowed no easy 
outlet in the accustomed channels, would act 
favorably in the development of a true psy- 
chotherapeutic situation. 
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THE OCCURRENCE OF JAUNDICE AMONGST 3,800 
THORAZINE TREATED PATIENTS 


BENJAMIN POLLACK, M.D.* 


The etiology of jaundice in Thorazine 
(chloropromazine) treated patients continues 
to be a mystery in spite of the tremendous 
number of patients who have now taken this 
drug. The present article will describe some 
of the findings in a series of 3,800 patients 
E the hope that it may supply some eventual 
clues, 

In a previous report, a total of 20 patients 
were described who had developed this be- 
nign type of jaundice in the first 500 Thora- 
zine treated patients at the Rochester State 
Hospital. This was an average of 4%. 
Since that time, only 12 patients have de- 
veloped jaundice in an additional 3,300 pa- 
tients giving an incidence of only 0.35%, 
with an overall incidence of 0.8% jaundice 
for the entire series of 3,800 patients. 

Ninety percent of the group of 32 patients 
developed jaundice within the first 40 days 
and only 10% after this period. The great- 
est duration between the beginning of medi- 
cation and the onset of jaundice was 69 days 
and the shortest was 12 days. 

Jaundice occurred 4 times as often in 
women as in men, with only 6 cases out of 
32 occurring amongst males. 

_Age appears to have some significance, 
since two-thirds of the patients developing 
jaundice were over 50 years of age- 
youngest patient in this series was 23 and 
the oldest was 92. 

The dosage of Thorazine seemed to bear 
no relationship to the precipitation of jaun- 
dice. The lowest dose following which a 
Patient developed jaundice in this series was 
25 mgms. and the highest was 500 mgms., 
with an average dosage of 250 mgms. 

With few exceptions, the jaundice ap- 
Peared to cause few symptoms and the pa- 
tients were not particularly ill. Jaundice 
Usually disappeared within 2 to 3 weeks but, 
in the case of one patient, it was prolonged 
_-__ 
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for a matter of 2 months, Thorazine was 
usually discontinued but in some patients the 
continued use did not change the course or 
duration of the illness. Many of the patients 
were retreated after the jaundice disap- 
peared and Thorazine did not, with two ex- 
ceptions, cause a recurrence of jaundice. A 
liver biopsy was obtained in the case of two 
patients and these disclosed no cirrhosis and 
no necrosis. There was some periportal in- 
filtration with lymphocytes and an accumula- 
tion of bile pigment. 

As can be noted, the occurrence of jaun- 
dice varied tremendously from an incidence 
of 4% in the first series to that of less than 
1/roth in the second series, namely 0.35%. 
The reasons for these variations are un- 
known and it is even difficult to speculate 
upon the possibilities. It would appear that 
it is not due to an infectious process 
as hepatitis, since no other patients in the 
hospital who had not received Thorazine de- 
veloped jaundice of this type. With the ex- 
ception of 3 patients, all cases of jaundice 
occurred at scattered intervals and in differ- 
ent areas of the hospital. 

There were, however, 3 patients, all 
women, who developed jaundice on one 
ward at approximately the same time inter- 
val. This was of the usual benign type and 
the patients recovered shortly without com- 


plications. 


erg. There was a 
a serum albumin of 2.8%, a 
a A/G ratio of 0.7 with total 
% and cholesterol esters 


of 70 mgm. 7%. i 
Two other pati 
jaundice at the same 


ents on the same ward developed 
time. Patient G.C., age 54, 


1115 


1116 


had been on 200 mgms. of Thorazine daily since 
Oct. 15, 1956, and on Nov. 5, 1956, she developed 
a moderately severe jaundice without other symp- 
toms. Temperature was normal and the patient 
showed no other signs on physical examination. 
Patient L.F., age 70, from the same ward had 
been on 200 mgms. of Thorazine since Oct. 15, 1956, 
and on Nov. 9, 1956, she developed a jaundice but 
no other physical complaints and no nausea. How- 
ever, she did have a rather marked pruritus. The 
jaundice became gradually more severe. Labora- 
tory findings were as noted in the previous patients, 


In the case of these 3 patients, the jaun- 
dice developed on the same ward and on 
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Nov. 2, 5, and 9. The jaundice disappeared 
within 2 weeks. These are the only 3 pa- 
tients in this series who developed jaundice 
at approximately the same time and on the 
same ward. 

In this series of 3,800 treated patients, 
there occurred 78 cases with dermatitis, 
edema or “allergic” reactions, and 5 cases 
(1 male and 4 females) of agranulocytosis. 
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PROTECTION AGAINST RESERPINE-INDUCED “PARKINSONISM” * 2 
HAROLD A. RASHKIS, M.D., Px. D. ann ERWIN R. SMARR, M.D.: 


We have recently conducted a study to 
determine whether or not any of various 
combinations of drugs would make a sig- 
nificant contribution to what we have termed 
“milieu effect”(1) in the treatment of 
chronic catatonic schizophrenics. Twenty- 
four of our patients received reserpine, either 
alone or in combination with other drugs. In 
the course of 16 weeks, during which the 
dosage of reserpine was increased to a 
maximum of 24 mgm. a day per patient, 9 
patients were found to develop the charac- 
teristic Parkinsonism-like syndrome. It was 
found that only 2 of the 9 had been receiv- 
ing reserpine in combination wi i - 
phenidyl. m 
i To investigate further, we started 12 pa- 
tients on reserpine alone, 12 patients on 
trihexyphenidyl alone, and to another group 
of 24 patients we gave reserpine in combina- 
tion with trihexyphenidyl, Reserpine was 
given in the dosage range of 12-24 mgm. 


1 This study was conducted at Philadel: 
Hospital, Philadelphia, Pa. Pena 

2 Reserpine kindly supplied by Ciba Pharmaceuti- 
cal Corporation, Summit, N. J. 

s Address: Eastern Pennsylvania Psychiatric In- 
stitute, Philadelphia, Pa. 


and trihexyphenidyl was begun at 2.5 mgm. 
a day and built up at the rate of approxi- 
mately I mgm. a day into the therapeutic 
dosage range of 10-15 mgm. a day. 

During 6 weeks, among the patients re- 
ceiving trihexyphenidyl alone no instances of 
“Parkinsonism” was seen. In the group re- 
ceiving reserpine alone 9 patients developed 
this syndrome. In the larger group of 24 
patients who received reserpine in combina- 
tion with trihexyphenidyl, only 2 cases de- 
veloped this side-effect. Accordingly, taking 
into consideration the relative size of the 
groups, it is seen that prescribing trihexy- 
phenidyl along with reserpine affords pro- 
tection against the development of a Parkin- 
sonism-like syndrome by a ratio of 9 to 1— 
a highly significant result. 

In view of this finding it has become our 
practice, whenever prescribing reserpine in 
large doses, to initiate therapy with trihexy- 
phenidyl, immediately instead of waiting for 
a Parkinsonism-like syndrome to develop. 
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Several articles have recently been pub- 
lished in this country and in England on the 
‘association between blood groups and dis- 
“eases. These findings have caused much in- 
terest in the relationship of blood groups 
‘to Ese eo carcinoma of the 
‘stomach(3), malignant diseases(q), and 
‘diseases( 1). ai 

In6 countries, including the United States, 
several authors have demonstrated a marked 
~ association between blood group O and 
gastric ulcers. There has also been conclu- 
‘Sve evidence of the association between 
al groups ABO and gastric carcinoma; 
it was found to be more frequent in persons 
with group A than those with other blood 
groups. It is also of interest to learn what 
few articles have been written in recent years 
on the association between blood groups and 
schizophrenia. 

In our first study (with white males), 500 
schizophrenics from this hospital and 1,000 
normals were blood grouped with ABO 
serum and blood typed with Rh.D. serum. 
Tn our second study (with white males), 

500 chronic schizophrenics from our hospi- 
tal and 500 controls were similarly blood 
typed with M and N. 

Th analyzing the data gathered on blood 
groups of psychotic patients and normals, 

Chi-square method was employed. An 
Overall Chi-square was computed, and com- 
parisons were made between A and O, as 
these two are the predominant blood types. 

The hypothesis that the psychotic group 
and normal group were from a common 
Population could he rejected at the .10 level 
Of confidence. Furthermore, when types A 
Positive, A negative, O positive, and O nega- 
— 
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tive were compared, the Chi-square value was 
8.102, significant at the P=.o5 level for 3 
degrees of freedom. 

When individual comparisons were carried 
out between type A positive and A negative 
and between type O positive and O negative, 
it became apparent that the variability was 
contributed by the greater number of A posi- 
tive blood types in the psychotic group and 
the comparatively few cases of A negative. 
Thus, in this sample, when blood types of a 
group of psychotics were compared with 
blood types of a group of normals, the psy- 
chotic group was found to have a larger 
number of A positive cases and fewer A 
negative cases than the normal group. 

Summary.—No conclusive or clear cut cor- 
relations have been demonstrated in this 
study though a suggested trend was observed. 
The blood groups ABO and the blood types 
Rh.D., M, and N of 500 schizophrenics were 
compared with similar blood groups and 
blood types of controls from this area. The 
schizophrenic group was found to have a 
larger number of A positive types and fewer 
A negative types than those of the control 
group. The blood types M and N showed 
no significant statistical differences between 
the typing of schizophrenics and normals. 
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CASE REPORTS 


PONTINE TUMOR UNCOVERED WITH ELECTROSHOCK 
PHILIP C. ROND, M.D.1 


A 42-year-old white married man was admitted 
to the psychiatric inpatient service at the request 
of his family physician. His wife stated that she 
felt his present illness reached its peak about 2 
weeks prior to admission, when he became quite 
agitated in the presence of other people and had 
to be forced to go anywhere, even to work. On 
the Saturday night before admission, he began to 
scream at the “top of his lungs” and continued this 
screaming practically throughout the entire night 
and again on Sunday morning. The wife suggested 
that he call the family doctor. He attempted to do 
this, and continued to scream over the phone with- 
out having dialed the number. The wife then dialed 
the family doctor, and the patient continued to 
scream over the phone at the doctor. He told the 
doctor that he was going to kill his family. The 
doctor recommended admission to hospital. Over 
the ensuing weekend the patient followed his wife 
about, dogging her every step even into the bath- 
room. When brought to the hospital he did not 
resist coming in and leaving his wife. She felt that 
he seemed to “like the idea” of entering the hospi- 
tal. Prior to admission the patient began to collect 
pornographic literature, 

The history revealed a rather overprotected, shy 
child whose father committed suicide when the pa- 
tient was 3 years old. The patient had never been 
gregarious. His wife married him because he 
threatened to kill himself if she did not. Through- 
out married life the patient was never an “adequate” 
provider. 

The wife felt that except for this seemingly acute 
disturbance just prior to admission the patient was 
no different from what he had always been, She 
initially felt that he was putting on an act and that 
he really did not need to be hospitalized. 

The patient was a pale, short, thin individual who, 
throughout most of his hospital stay, appeared to 
be in a semi-somnolent state. On admission it was 
noted that he seemed to be “in a fog.” He showed 
very little affect. When he shook hands his hand 
was quite flaccid. He seemed quite limp in gen- 
eral, and “drained of energy.” He stated that he 
didn’t know how he felt but that he didn’t want to 
feel bad. He was oriented in all spheres, After his 
admission shower he lay on his bed completely 
exhausted. He refused to talk to his wife who 
visited with him briefly shortly after his admission. 


The admitting physician noted that the patient 
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stared about the room with “unseeing eyes.” His 
attention span seemed relatively short, his move- 
ments were rather jerky. His clothing was neat and 
clean. His face was expressionless and he occa- 
sionally held his head in his hands. He did not seem 
particularly restless or agitated. The patient ex- 
pressed suicidal ideas which he had had prior to 
admission. There was no evidence of hallucinations. 
He expressed a sense of hopelessness and a fear of 
returning to work, He gave a history of having 
had a similar episode 5 years earlier, when he was 
seen by a doctor at the state hospital on an out- 
patient basis in psychotherapy for approximately 
one year. During this period he apparently was 
unable to work and stayed around the house most 
of the time while his wife earned the livelihood. 
Physical examination on admission was not diag- 
nostic of any particular neurologic disease, Tendon 
reflexes bilaterally were midly hyperactive, and 
movements were somewhat jerky. There was no 
Babinski or Romberg sign. : 2 
In view of the history from the patient's wife, 
and the presenting symptoms on admission it was 
felt that this patient was suffering from a chronic 
personality disturbance of either the inadequate or 
schizoid type, with an associated depression. Initi- 
ally the patient received only supportive thera 
from both the medical and nursing staff. He showe 
slight improvement, eating fairly well and gees 
to be able to sleep without sedation. The bes 
phase of his hospital stay was satisfactory excep 
that there seemed to remain an element of depres- 
sion as manifested by a continued degree of psy- 
chomotor retardation, some inhibition of speech, a 
rather depressive affect, and a lack of genuine m- 
terest in looking to the future. There was nothing 
to suggest at this time any central nervous system 
lesion. It was felt that electroconvulsive therapy 
was indicated for the affective component of 
man’s disorder. The patient was begun on ECT © 
Nov. 19, approximately 3 weeks after admission 
He received a second ECT on Nov. 21 and a ps 
on Nov. 23, 1956. After his first and second trea! 
ments the patient appeared to be more outgoing Se 
aggressive in his behavior than before treatment: 
The results were not at all out of keeping v 
the elation one sees in the depressive patient pos E 
shock. He was making plans for leaving the hos- 
pital. However, after his third treatment the P3 
tient took a turn for the worse, and he began z 
develop signs of a central nervous system — 
disease. He appeared to be confused and wale 
with a wide and somewhat staggering gait- 
ECT was discontinued and the patient develo 
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a progressive central nervous system disturbance 
with signs which suggested a lesion in the area of 
the pons. Subseuent neurosurgical exploration re- 
vealed a diffused infiltrating glioma of the pons 
especially on the left, inoperable. The wound was 
closed and the patient returned from surgery in a 
comatose state from which he never recovered. 


Comment.—This case suggests the seem- 
ingly deletrious effect that electroconyulsive 
therapy had in precipitating neurological 
signs which led to the diagnosis of neoplasm 
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of the central nervous system. It is particu- 
larly significant in view of the fact that prior 
to admission there was no evidence from 
history or physical examination suggestive 
of this particular lesion. It raises the ques- 
tion of the importance of such a lesion in a 
chronically disturbed person who becomes 
acutely disturbed, and also the question as 
to the mechanism through which the electro- 
convulsive shock precipitated this acute 
picture. 


ELECTROSHOCK AND HYPOTHALAMIC SYNDROME: CASE REPORT 
OF VASO-MOTOR COLLAPSE 


JOHN C. POLLARD, M. B.+ 


In view of the newer techniques(1, 2), and 
apparatuses used in electroshock therapy, 
there is no longer reluctance to use this 
form of treatment in cases where it was once 
contra-indicated on grounds of organic 
lesions either of the C.N.S.(3) or elsewhere 
(4). On the clinical evidence structural brain 
change was suspected in the case to be 
described, but the reaction to electroshock 
was not expected. No record of a similar 
case being treated by EST can be found for 
comparison. 


The patient, a 34-year-old, single, white woman 
has been in various institutions for mental defec- 
tives since age 26. A head injury when the patient 
Was 2 years old resulted in a loss of consciousness 
lasting 30 minutes, but recovery was uneventful and 
the child was never hospitalized. No accurate de- 
tails of the history are obtainable. Measles, influ- 
enza-like conditions, and encephalitis are denied, 
and there is no history of surgery. At the age of 8 
Years the child suddenly began to gain weight enor- 
Mously, In 6 months she went from under 100 to 
rig 160 pounds. Observation by a physician at that 
Ime indicated a physical maturity of an 18-year-old 
Birl. Menarche was at 13 years and the patient has 
Menstruated irregularly for 4 to 6 days every 4 
to 6 weeks, No abnormality was noted in the child 
until she began to have difficulty in the first grade 
in school. She spent 3 years in this grade and 2 in 

second, after which she was placed in the 
orthogenic class. From that time onward she 
Was always a disciplinary problem and displayed 
much bizarre behavior as pulling out her hair and 
ie it. On this account she was first seen at this 
i when she was 13 years old. She was not 

en considered to be psychotic, her LQ. was 64, 
diff - 7 years and 6 months. In spite of the great 
Sa iculties of management, the patient’s mother was 
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able to keep her at home until she was 26, and then 
had her committed to an institution for mental de- 
fectives because of “uncontrollable sexual activity 
and outbursts of physical attacks on her mother.” 
She continued to display this behavior, and after 
almost 8 years of periodically hostile and hair- 
eating behavior, she was considered psychotic and 
transferred to the Warren State Hospital. 
Physical findings—When examined at 13 she 
was 5/34” in height, weight 148 Ibs. the obesity 
evenly distributed. There was some hair loss on 
the head, otherwise a normal female distribution 
of hair. Secondary female characteristics were fully 
developed. Pulse was regular at 82, B.P. 110/60 
and no abnormal neurological findings were noted. 
Fasting blood sugar 103.6 mgs./%, B.M.R. minus 
10 and 7, W-R blood negative, hemoglobin 14.5 
gm/%, 4.8 million RBC's. Physical findings when 
34, height 5'5”, weight 211} lbs. There was a 
sparse, downy hair on the head with some com- 
pletely bald areas. Body hair was generally in- 
creased and there was some hirsutism of the chin 
and chest. There was profuse diaphoresis and body 
temperature varied from 99° to 100.6° rectally, with 
no constant diurnal variation. The obesity was 
generalized. The pulse ranged from 80 to 110; 
B.P. was 110/70. Neurological examination revealed 
no abnormality except for slight. pallor of the left 
optic disc; no retinal pigmentation was obs 
Spinal tap was essentially negative, fluid pressure 


135 mms. of CSF. No increase in cell count or pro- 


tein. EEG was reported as showing no abnormality. 


X-ray of skull showed no evidence of hyperosteosis 
or abnormality in the sella region, and the clinoids 
were well defined. X-rays of the limbs revealed 
neither osteoporosis nor evidence of limb buds. 
After being in this hospital for 4 months the pa- 
tient became increasingly disturbed. Her periodic 
outbursts of sexually aggressive behavior became 
more frequent. Ataraxic drugs were tried without 
It was decided to give ya pana 
treatment was given by a unr c- 
ERTE which was applied through bi- 


i ent 
eral IE from Reiter Model RC-47D. 


success. 
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Forty-five seconds following the grand mal con- 
vulsion the patient began to breathe but was still 
unconscious. Her immediate post-shock condition 
caused no alarm. Ten minutes later she regained 
consciousness and sat up complaining of feeling 
dizzy. There was an extreme diaphoresis, her face 
was covered with perspiration and her gown was 
saturated. She then collapsed. Her pulse was thin 
and rapid, 130 per minute, respirations rapid but 
regular. There was no cyanosis. B.P, was 70/40 
and there was marked peripheral vaso-constriction, 
her face and limbs being pallid and cold; her pupils 
were widely dilated, and although she would not 
respond to commands she was not unconscious. Her 
condition changed rapidly, and before stimulants 
and oxygen were applied there was a sudden 
peripheral yaso-dilatation, her face becoming red 
and suffused, with a corresponding return of color 
and warmth to her limbs. Her pulse slowed and 
she requested to get up. Her body temperature 
was 101.8", which was a greater variation than had 
her temperature revealed a fluctuation between 98° 
and 101.8°, which was a greater variation than had 
been noted previously. After 8 hours her pulse was 
constant at 86 and her B.P. 110/80. Further re- 
covery was uneventful; for the next 24 hours her 
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temperature and pulse fluctuation was no greater 
than had been recorded before electroshock. 

A case of collapse following electroshock 
is described in a patient who, with a history 
of sexual precocity, psychic disturbance with 
aggressive outbursts, obesity, hypo-menor- 
thea, increased diaphoresis and poikilo- 
thermia, demonstrated a hypothalamic syn- 
drome. Some features of the reaction were 
paradoxical but were characterized by vaso- 
motor instability and an increased variation 
in body temperature, suggesting central con- 
trol had been unbalanced by the procedure. 
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ORGAN RECITAL 
Some men employ their health, an ugly trick, 


In making known how oft they have been sick, 


And give us, in recitals of disease, 
A doctor's trouble, but without the fees ; 
Relate how many weeks they kept their bed, 


How an emetic or cathartic 


sped; 
Nothing is slightly touch’d, much less forgot, 


Nose, ears, and 


eyes seem present on the spot. 


Now the distemper, spite of draught or pill, 
Victorious seem’d, and now the doctor’s skill; 


And now—alas for 


unforeseen mishaps | 


They put on a damp nightcap, and relapse; 
They thought they must have died, they were so bad; 
Their peevish hearers almost wish they had. 


—WuLam CowreRr 
(Conversation) 
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SALUTE TO EUGEN KAHN 


Professor Kurt Kolle, director of the Psy- 
chiatric University Clinic in Munich, dedi- 
cated Der Wahnkranke im Lichte Alter und 
Neuer Psychopathologie to Eugen Kahn who 
reached his seventieth birthday in May just 
past. Kolle’s essay will be discussed else- 
where in this issue of the Journat. We 
recall that Kahn and Kolle are pupils of 
Kraepelin. They have shared a lifelong in- 
terest in the psychopathology of Wahn—— 
a concept for which we do not possess an 
equivalent term in Anglo-Saxon psychiatry. 
_ Eugen Kahn was born on May 20, 1887, 
in Stuttgart in the South of Germany. He 
studied at the Universities of Heidelberg, 
Berlin, and Munich where he received his 
medical degree in 1909. In 1912 he joined 
the staff of the Munich University Clinic 
Which was then the world-famous center of 
academic psychiatry under Emil Kraepelin. 

è remained at the Clinic until 1929, became 
Bp tsocent in 1924 and Assistant Pro- 
fessor of Psychiatry in 1927. From 1926 to 
1929 he worked with Bumke, who succeeded 
Kraepelin, 

Kahn came to this country in 1930 to be- 
pre Professor of Psychiatry and Mental 
Ygiene at Yale University where he taught 
iz 1948. He was Sterling Clinical Pro- 
€ssor of Psychiatry from 1946 to 1948. 

After a two-year interval in Switzerland 
eee he interested himself in the work of 
an aseinsanalytiker, and where he lectured 
k wrote, he took residence in Houston, 
pe Far too intense and vivacious to re- 
wd he became the elder statesman at the 
separtment of Psychiatry at Baylor Uni- 
ersity where he continues to participate as 
teacher and adviser. 

Kahn's literary contributions cover a wide 
ate He wrote extensively on clinical, 
netic and social aspects of the psychoses. 
paypa crest in the perplexing problems of 
wre pathic personalities found expression 
bag publications of which the major 

ution, Die Psychopathischen Persone- 


lichkeiten, part of the Handbuch der Geistes- 
krankheiten, was translated into English. 

Problems of personality prevailed in his 
work at Yale. He wrote about growth and 
change of personality in relation to social 
adjustment, marriage and crime. He wrote 
about age and aging, maturity and immatur- 
ity, order and disorder. Together with Ray- 
mond Dodge he published a remarkable little 
book, The Craving for Superiority. In later 
years he turned to problems of experience 
and experiencing. He examined the experi- 
ence of space and time. He delineated differ- 
ences in paranoid and anancastic experienc- 
ing. He conjectured that schizophrenic 
delusions stem from the experience of the 
gap, ie., of the gap in the meaningful con- 
tinuity of life. Recently he completed what 
must be regarded as the first systematic 
presentation of Daseinsanalyse for American 
readers. 

“Ag an old student of Kraepelin, I have 
been asked to deliver this memorial lecture. 
I shall endeavor to let you see Kraepelin and 
his work against the background of time 
and place.” With this promise, he began 
the Emil Kraepelin Memorial Lecture which 
he gave at the joint meeting of the AAAS 
and APA in New York last December. He 
presented a masterly description of Germany 
and German psychiatry in Kraepelin’s days. 
He conveyed a vivid picture of Kraepelin, 
the man and the scientist. As a true and 
skilful historian, he developed a view of 
Kraepelin’s role in the history of psychiatry 
with the knowledge, soberness and critical 
sense which made this lecture a permanent 
contribution to the understanding of modern 

hiatry. 
P There js much in the style, the manner and 
the career of Kahn which assumes signifi- 
cance in the light of his description of 
Kraepelin as a teacher “who never tired o 
telling us that our science was only begin- 
ning. He taught us not to overestimate our 
findings. Anything might be ephemeral. Any 
step might be undone through new facts; yet 
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the step was not in vain as it was inevitable 
on the endless road to better but never com- 
plete knowledge.” The role which Kahn has 
played first in German and later in American 
psychiatry is proof that he has not been 
unmindful of his teacher. In his conservative 
and scholarly way, he has done much to 
contribute to our knowledge of personality 
and psychopathology. 
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To his friends and colleagues he is a man 
of vast knowledge, refreshing frankness and 
appealing modesty. He has never been one 
to mix, join or to seek public life. His re- 
serve may well have been a riddle to some. 
He has preserved youthful vitality and a 
fine sense of humor. Such assets may serve 
him well for a long and productive life. 

F. A. Freyan, M.D. 


THE REOPENING OF BUTLER HOSPITAL 


Butler Hospital is now being reopened as 
Butler Health Center. This came about 
through the effort of many people. Once 
Butler had closed, the community of Provi- 
dence and Rhode Island felt the loss acutely 
and immediately mobilized to bring about 
its reopening. The degree to which the clos- 
ing of this fine hospital touched the feelings 
of so large a segment of the population is 
perhaps phenomenal. 

The American Psychiatric Association was 
called in to act as consultant to the trustees 
of Butler Hospital. Dr. Daniel Blain, acting 
as chairman consultant, organized a study 
committee and made extensive explorations 
of the psychiatric needs of Rhode Island, 
of the psychiatric services available to meet 
these needs and of Butler Hospital’s re- 
sources, 

This led to a Teport published in Septem- 
ber, 1956, “The Future of Butler Hospital.” 
It gives a historical picture of the manner 
in which the hospital had served the com- 
munity in the past and proceeds to present 
up to the present time the information neces- 
sary for constructive decisions and action, 
There is a comparison of the hospital be- 
tween 1844 and 1956 that relates the function 
of the institution to the economics of the 
time. There is a discussion of the modern 

concept of a mental hospital and community 
program, as a background for recommenda- 
tions. This report was accepted by the trus- 
tees and by the Corporation of Butler Hospi- 
tal and action began to follow the American 
Psychiatric Association’s recommendations, 

First, an outpatient department was 
opened February 18, 1957, to meet those 
community needs which do not require in- 


patient treatment. Establishing such an out- 
patient service prior to the establishment of 
the inpatient service is in itself a somewhat 
unusual program. It represents, without 
doubt, the new trend in psychiatry of seeing 
the inpatient service as an outgrowth of the 
outpatient, rather than the outpatient as 
simply an addition to an existing hospital. It 
would tend to orient the institution from the 
start to provide alternatives to hospitaliza- 
tion, to minimize the separation of the patient 
from his community. k 

On April 15, 1957, a day-patient service 
was established. Here, the extensive occupa- 
tional, recreational and educational resources 
of the hospital can be made available for 
those patients who need more hours of at- 
tention than is provided in the outpatient 
clinic. There is a considerable emphasis on 
rehabilitation in the day-patient program as 
well as on providing an alternative to hospi- 
talization. A 

Tt is expected that a small inpatient service 
will be established in July to provide a flexi- 
ble intensive treatment program for those 
requiring it. This is expected to be closely 
connected to and, in fact, an extension of the 
outpatient and day-patient service. $ 

In the course of all of this, there is @ 
Progressive attempt by the hospital to become 
an integral part of the Rhode Island com- 
munity. There is increasing participation of 
the staff in those social agencies of the com- 
munity that desire this professional con- 
nection, 

One aspect of the Butler program is that 
of a movement to Butler of those social 
agencies that can best utilize the resources © 
the hospital, to occupy space on this exten- 


ye property. Only in this way, it is thought, 
this hospital’s resources be best used to 
the community needs. It is thus that 
utler Hospital becomes Butler Health Cen- 
for some of the agencies considering 
in are not primarily concerned with 
health. This breaks down the bar- 
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tiers between mental health and other health 
concerns of the community. No longer is 
Butler Hospital to be used only by mentally 
ill inpatients. It is going to be associated with 
community programs in an integral way. 
Rosert W. Hype, M. D, 
Director, Butler Health Center. 
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“THE GOODNESS OF A WRITING” 


The words used should be the most expressive that the la fford ided that 
nguage affords, provi ai 
they are the most generally understood, Nothing should be expressed in two words that 


can be as well expressed in 


one; that is, no synonyms should be used, or very rarely, but 
the whole should be as short as possible, consistent with clearness; the words should be 
so placed as to be agreeable to the ear in reading ; summarily, it should be smooth, clear, 
and short, for the contrary qualities are displeasing. 


—BENJAMIN FRANKLIN 


THE LANGUAGE WE WRITE 


Prefer the familiar word to the far-fetched. 


Prefer the concrete word to the abstract, 


Prefer the single word to the circumlocution, 


Prefer the short word to the long, 
Prefer the Saxon word to the Romance, 


These rules are given roughly in the order of merit; the last is also the least. 


—H. A. Fower anp F. G. FOWLER, 
The King’s English 


FOUNDATIONS’ FUND For RESEARCH.— 
Foundations Fund for Research in 
iatry announces the availability of 
s for the establishment of 2 or possibly 
‘research professorships for eminent re- 
1 psychiatrists in the departments of 
hiatry in medical schools. The closing 
for applications will be Oct. 31, 1958. 
or further information, interested de- 
iments or individuals are invited to write 
) the Foundations’ Fund for Research in 
hiatry, 251 Edwards St., New Haven 
1, Conn. 


AptertaN Psycuotocy.—The American 
ociety for Adlerian Psychology and The 
ndividual Psychology Association New 
‘ork, Inc., held a joint memorial meeting on 
occasion of the 20th anniversary of the 
th of Alfred Adler on Friday, May 10, 
957, at the New York Academy of Medi- 
ine, New York, under the chairmanship of 
Frank L. Babbott, M.D. The speaker was 
_ Robert W. White, Ph. D., department of 
Psychology, Harvard University. 
The American Society for Adlerian Psy- 
chology held its 5th annual conference at 
e New York Academy of Science on 
Saturday, May 11, 1957. Alexandra Adler, 
D., Hans D. Ansbacher, Ph. D., and 
Rudolph Dreikurs, M. D., served as chair- 
men. The topic of the conference was 
“Theory and Technique of Adlerian Psy- 
chotherapy.” 


_ Atrrep P. SLOAN VISITING PROFESSOR, 
Mennincer FounpatioN.—On March 17, 
1957, Dr. Earl D. Bond became first Alfred 
P. Sloan visiting professor in psychiatry at 
the Menninger Foundation. The program, 
_ Covering several weeks, includes informal 

Conferences with individuals and small 

groups, a series of lectures, and a review 
Of the history of American psychiatry in 

which Dr, Bond has played so prominent a 

Part. 
The visiting professorships were estab- 
lished by a grant from the Alfred P. Sloan 
Foundation. Their purpose is to bring to 
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Topeka, for varying periods, persons of out- 
standing achievement in psychiatry to con- 
tribute to the professional education of the 
physicians in training. 


American Society or Group Psycno- 
THERAPY AND PsycHoprAMA.—The annual 
meeting of the Society took place May 17 
and 18, 1957, in the Cotillion Room of the 
Morrison Hotel, Chicago, in collaboration 
with the New York, Michigan, and Illinois 
chapters. The sessions included workshops 
and seminars. 

The presidential address was given by 
Dr. Jules H. Masserman, Friday evening, 
May 17, 1957. 


AMERICAN NEUROLOGICAL ASSOCIATION, 
—The Sand annual meeting of The Associa- 
tion will be held at the Claridge Hotel, At- 
lantic City, N. J., June 17-19, 1957, under 
the presidency of H. Houston Merritt, 
M. D., of New York City. 

‘All communications regarding the meeting 
should be addressed to Charles Rupp, M. D., 
secre! of the Association, 133 
36th St., Philadelphia, Pa. 


East Bay (CALIFORNIA) PSYCHIATRIC 
AssoctaTION.—The officers of this society 
for the year 1957 are as follows: president, 
Dr. Louis Bryce Boyer, Berkeley, Cal. ; 
president elect, Dr. William McGaughey, 
Oakland, Cal.; secretary, Dr. Marion E. 
Roudebush, Oakland, Cal.; treasurer, Dr. 
Melvin Lipsett, Berkeley, Cal. Councillors 
elected were: Dr. Jack Dolhinow, Berkeley, 
Cal.; Dr. Peyton Jacob, Oakland, Cal. ; and 
Dr. Joseph Lifschutz, Orinda, Cal. 

E ESLAR 


INTERNATIONAL ASSOCIATION FOR CHILD 


YCHIATRY.—The next Tnternational Con- 
eae under the auspices of the International 
Association for Child Psychiatry, and Allied 
Professions will take place m Lisbon, 
Portugal, in the summer of 1958. The is 
ent tentative dates are June 16 to 21, 195 : 
The general theme of the congress will be 
1125 
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“Psychological Problems of Children from 
6 to 10 Years.” 

Contributions relating to treatment, pre- 
vention, or research aspects of this subject 
are invited and the following general topics 
are suggested: 1. Affective deprivation in 
children aged 6 to 10 years; 2. Team-work 
in child psychiatry ; 3. The training of psy- 
chotherapists in various countries; and 4. 
Clinical problems and psychotherapy. 

Outlines of contributions should be sub- 
mitted before June 30, 1957, to Mrs. Eliza- 
beth E. Irvine, Secretary-General, Inter- 
national Assoc. for Child Psychiatry and 
Allied Professions, 14 Belsize Square, Lon- 
don, N.W. 3, England. 


PuysicaL MEDICINE AND REHABIITA- 
TION.—The Editorial Board of the Archives 
of Physical Medicine and Rehabilitation has 
established a special subscription rate of 
$5.00 per year to be granted to bonafide resi- 
dents in physical medicine and other spe- 
cialties in the U. S., its territorial posses- 
sions, Mexico, Canada, United Kingdom 
and Europe. The following rules apply: 1. 
The subscription may be entered for a 
period not to exceed 3 years; 2. All orders 
for this special rate must be accompanied 
by a letter of verification from the director 
of the training program confirming the resi- 
dent's status and the number of years re- 
maining in the resident's training program; 
3- This special rate is not applicable if less 
than one year of the training remains to be 
completed in the applicant’s residency pro- 
gram; 4. The subscription is not transfer- 
able and must be entered in the resident’s 
ie It cannot be sent to a hospital, organi- 
zation, institution, or a per: 
the subscriber, Tae 

Those desiring to avail themselves of the 
special rate to residents should write to the 
Archives of Physical Medicine and Rehabili- 
tation, 30 N. Michigan Ave., Chicago 2, Ill. 


Community MENTAL HEALTH.—The 
New York State Association of Community 
Mental Health Boards was organized April 
8, 1957, at the 2nd annual conference of 
community mental health boards conducted 
by the department of mental hygiene at the 
DeWitt Clinton Hotel, Albany. Approxi- 
mately 150 board member and administra- 
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tors from 23 boards in the state attended the 
meeting. 

Officers elected were: president, Mrs, 
Rhea M. Eckel, Onondaga community men- 
tal health board ; vice-president, Dr. Philip 
Rafle, Suffolk County community mental 
health board ; secretary, Mrs. Alice Fordyce, 
New York community mental health board ; 
and treasurer; Mrs, Margaret Daly, Jeffer- 
son County community mental health board. 

The community boards have been ap- 
pointed by local governments under the 
New York State Community Mental Health 
Law of 1954. Their purpose is to develop 
psychiatric services in the community. 
Under the program the state reimburses 
communities for 50 percent of operating 
Costs up to $1.00 per capita of the local popu- 
lation. 

Local governments participating in the 
program include New York City and 22 
counties, 


Brooxtyn Psycuiatric Socety.—The 
newly-elected officers for this society for 
1957-58 are as follows: president, Morton 
H. Hand, M.D.; vice-president, David M. 
Engelhardt, M. D. ; secretary-treasurer, Ab- 
bott Lippman, M. D. 


N. Y. Stare DIVISIONAL MEETING OF 
THE A.P.A.—This Divisional Meeting of 
the A.P.A. will be held at the Hotel Roose- 
velt, New York City, November 15-17, 1957- 

Contributions to the program are invited 
on the following suggested subjects: rela- 
tionships of communication theories to 
psychiatry; role of altered states of con- 
sciousness to behavior ; experimental psycho- 
pathological reactions; delinquency and ad- 
diction ; industrial psychiatry ; and, evaluation 
of therapy, This list of topics is not an 
exclusive one, and papers on other subjects 
would be considered by the committee. Ab- 
Stracts of papers should be submitted to Dr. 
Marvin Stern, N.Y.U. College of Medicine, 
550 First Ave., New York 16, N. Y., before 
May 15, 1957. 


CORRECTIONAL INSTITUTIONS FOR JUVE- 
NILES Strupiep.—The New York School of 
Social Work has recently received a grant 
of $129,000 from the Ford Foundation for 
a comparative study of correctional institu- 
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tions for juveniles to extend over a period 
of 3 years. The project wil be conducted in 
the new Research Center of the New York 
School of Social Work under the joint direc- 
tion of Dr. Loyd E. Ohlin and Richard A. 
Cloward. 

The necessity to study various treatment 
facilities for juveniles has assumed growing 
importance in recent years because of the 
rising rate of delinquency and commitment 
to correctional institutions. 


PSYCHIATRIC AIDE ACHIEVEMENT 
Awarps, 1956.—The National Association 
for Mental Health has named 130 mental 
hospital ward attendants as winners of its 
Psychiatric Aide Achievement Awards for 
1956. The winners were selected from 47,- 
000 psychiatric aides, and were nominated 
by co-workers, patients and visitors for the 
high quality of their services. Each winner 
teceived a gold pin and certificate of achieve- 
ment during Mental Health Week, April 


38-May 4, 1957. 


ResearcH IN AFFECTS.—The Regional 
Research Meeting of the A.P.A. held at 
Syracuse, New York, April 5-6, 1957, dealt 
with recent findings of research in affects. 
A concentrated program considered the fol- 
lowing subjects : Disorders of Affects during 
Childhood; Communication and Affects; 
Experimental Studies on Affects; and, 
Drugs and Affects. The department of psy- 
chiatry, State University of New York, Up- 
State Medical Center, Syracuse, was a Co- 
Sponsor of the conference, which was 
Widely attended. 


CoLumsia Universiry Course IN Psy- 
CHIATRIC +ADMINISTRATION.—A degree 
course, beginning September 1957, in psy- 
chiatric administration will be offered for 
the second year under the auspices of the 
School of Public Health and Administrative 
Medicine, and the department of psychiatry 
of the Faculty of Medicine, Columbia Uni- 
versity, 

The course is designed to prepare candi- 
dates for administrative posts in mental 
Ospitals, clinics and community mental 
health programs. The complete program en- 
tails 20 months, of which 8 are in academic 
Tesidence. A few senior stipend traineeships 
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are available for this training from the Na- 
tional Inst. of Mental Health. 

Only 5 applicants will be accepted for the 
course to begin in September 1957. Further 
details may be obtained by writing to the 
Executive Officer, School of Public Health 
and Administrative Medicine, Columbia Uni- 
Met 600 West 168th St., New York 32, 


Dr. FELIX RAISED TO RANK OF ASSIST- 
ANT SURGEON GENERAL:—Dr. Robert H. 
Felix, director of the National Inst. of Men- 
tal Health, has been appointed Assistant 
Surgeon General of the U. S. Public Health 
Service with the rank of rear admiral, ac- 
cording to a recent announcement by Sur- 
geon General Leroy E. Burney. 

The director of the National Inst. of 
Mental Health since its inception, Dr. Felix 
served previously as head of the Public 
Health Service’s Mental Hygiene Division 
(a forerunner of the Institute). 

In these positions he has brought great 
skill and public health experience to the task 
of building a vigorous program for improv- 
ing the mental health of the nation. The 
career of Dr. Felix in the Public Health 
Service began in 1933. He served as clinical 
director of the Medical Center for Federal 
Prisoners from 1935 to 1936, as chief of 
psychiatric services at the Federal narcotic 
addiction center at Lexington, 1937, as clini- 
cal director in 1938, and executive officer of 
that institution from 1939 to 1941. He re- 
ceived the degree of Master of Public 
Health from the Johns Hopkins University 
School of Public Health in 1942. From 1942 
to 1944, during the war, he was assigned to 
the Coast Guard Academy as psychiatrist 
and senior medical officer. In 1944 he be- 
came head of the Public Health Services 
Mental Hygiene Division. 

In 1949 Dr. Felix acted as technical ad- 
viser to the U. S. Delegation to the Second 
World Health Assembly in Rome. In 1951 
he served as chairman of the U. S. Delega- 
tion to the 4th International Congress on 


Mental Health in Mexico. In 1952 he was 


appointed a 5-year member of the W.H.O. 


Expert Advisory Panel on Mental Health. 
In 1953 the honorary degree of Doctor of 
Science was conferred on Dr. Felix by the 
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University of Colorado, and again by Boston 
University. 


DEATH or Dr. MacCALMAN.— Profes- 
sor Douglas MacCalman, formerly Nuffield 
professor of psychiatry at the University of 
Leeds, died after a prolonged illness Janu- 
ary 31, 1957, age 53. 

Dr. MacCalman received his medical edu- 
cation at the University of Glasgow where 
he graduated M.B., Ch. B. in 1929. He 
took up appointments in psychiatry in the 
U. S., first at the Phipps Clinic, Johns Hop- 
kins Medical School, under the late Adolf 
Meyer, and later at the Boston Psychopathic 
Hospital under the direction of Dr. McFee 
Campbell. In 1935 Dr. MacCalman was in- 
vited to become general secretary of the 
Child Guidance Council in London, where 
he enhanced his reputation not only as an 
able clinician but as a man of outstanding 

academic and administrative ability. He was 

the first and only holder of the Crombie- 

Ross lectureship in psychopathology at 

Aberdeen University, which carried with it 

the honorary status of assistant physician at 

the Aberdeen Royal Infirmary and the Aber- 
deen Hospital for Sick Children. 

Dr. MacCalman was one of the founder 
members of the Mental Health Research 
Fund and a Trustee of the World Federa- 
tion for Mental Health, He was in demand 
as a lecturer in Finland, U, S. and Australia. 
He was elected to the Royal College of 
Physicians of Edinburgh in 1948. 


WorxsHor IN PsycHoTHERAPY.—The 
American Academy of Psychotherapists is 
holding a workshop in psychotherapy at the 
University of Wisconsin, Aug. 4-7 inclu- 
sive. _ The invitation to meet at Madison 
was issued jointly by the departments of 
psychiatry and psychology of the University, 
Members of the Academy are eligible to 
attend. 

The planning committee consists of Albert 
Ellis, Ph. D., New York City; Thomas P, 
Malone, M. D., Atlanta, Ga.; Robert Toes- 
sler, M. D., Madison, Wis.; and Carl R. 
Rogers, Ph. D., chairman, 5737 Drexel Ave., 

Chicago 37, Ill. Inquiries should be directed 
to the chairman. 


Mentav HeaLtH Week N. Y. State 
Service.—The 27 institutions of the depart- 
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ment of mental hygiene held open house 
during Mental Health Week, April 28 to 
May 4, 1957, coinciding with the state 
government’s “Open House Week” during 
which the public was invited to visit some 
500 state offices and installations throughout 
the 62 counties. 

Special feature of the Mental Health 
Week activities at the institutions included 
tours of the facilities, observation of pa- 
tients activities, exhibits, films and lectures. 
This program served admirably to bring the 
hospitals into closer relationship with their 
respective communities, and met with ap- 
preciative public response. 


Dr. FromM-ReIcHMANN Dies.—Dr. 
Frieda Fromm-Reichmann, director of psy- 
chotherapy at Chestnut Lodge Sanitarium, 
Rockville, Maryland, died following a coron- 
ary occlusion April 28, 1957, at the age of 
67. 

Born in Karlsruhe, Germany, Dr. Fromm- 
Reichmann (former wife of Eric Fromm) 
received her degree in medicine from the 
Univresity of Munich. She early specialized 
in psychoanalysis, doing graduate work at 
Munich and at the Psychoanalytic Institute 
in Berlin. During World War I she served 
both at the Königsberg Hospital for Brain- 
Injured Soldiers and at the Frankfurt Insti- 
tute for Brain-Injured Soldiers where she 
did research work. Later she was on the 
teaching staff of the Psychoanalytic Institute 
in Frankfurt. 

In 1934 she came to the United States and 
joined the staff of Chestnut Lodge Sani- 
tarium where she remained until her death. 
For several years she was faculty chairman 
at the Washington School of Psychiatry. 

She became a Fellow of The American 
Psychiatric Association in 1940. In her work 
at Chestnut Lodge Sanitarium she specialized 
in the psychotherapy of schizophrenia. This 
was the subject of the Academic Lecture 
which she delivered at the 110th annual meet- 
ing of The American Psychiatric Association 
in St. Louis in 1954 (v. Am. J. Psychiat., 
Dec. 1954). She co-edited with Dr. J. L- 
Moreno the recently published volume, Prog- 
ress In Psychotherapy, 1956. 4 

Surviving relatives are two sisters living in 
Israel. 
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Der WAHNKRANKE IM LICHTE ALTER UND NEUER 
PSYCHOPATHOLOGIE, By Kurt Kolle. (Stuttgart: 
Georg Thieme Verlag, 1957.) 


This monograph is the published version of a 
lecture which Kolle gave at the University at 
Zurich in response to an invitation of Manfred 
Bleuler, Differences of opinion regarding the psy- 
chopathology of W/ahn——for which we will have 
to substitute delusion——have existed between the 
Zurich school and Kolle since he published Die 
Primacre Verruecktheit in 1931. It has been 
Kolle’s contention that Kraepelin’s paranoia belongs 
in the group of schizophrenias. Together with 
Gruhle and Schneider he objects to a delineation 
of paranoid psychoses in the belief that the de- 
velopment of delusions presupposes the existence of 
a schizophrenic or organic process. He contrasts 4 
theses which represent the classical and modern con- 
cepts on psychopathology of delusion: 1. The forma- 
tion of true delusions is evidence of a psychotic proc- 
ess which cannot be explained in terms of psycho- 
genesis. 2, Differing from these true delusions are the 
paranoid reactions of abnormal personalities with 
ideas of reference, pathological jealousy, etc. 3. There 
is no nosological entity “paranoia,” there are only 
paranoids whose delusions can be understood on 
the basis of Anlage, experience and milieu. 4- De- 
lusions are psychogenetically determined compro- 
mises which must be regarded as compensatory 
solutions for existential and unconscious conflicts. 

Kolle reexamines what is known about the patho- 
Psychology of delusion. Ever since Jaspers intro- 
duced the distinction between explaining and under- 
standing psychology, German psychiatry has been 
divided into two, but by no means homogeneous, 
camps. To the followers of Jaspers, process and 
development are cardinal entities. A development 
can be understood, A process must be causally ex- 
plained, Gruhle, Schneider and others maintain 
that delusions are unmotivated symptom formations 
Produced by an organic process of unknown nature. 
In the other camp, delusions are regarded as Te- 
active developments. Conceptual frames of refer- 
ence differ widely insofar as the identification of 
the reacting elements is concerned. Griesinger, whom 
Kolle believes to be much misquoted as having 
Cquated mental disorders with cerebral pathology, 
f delusions 
tudes of n s 
Kraepelin observed 
that the delusional contents in paranoia had much in 
d hopes of normal 
individuals. E. Kretschmer a 
many others explored the relations of individual 
experiences and delusional themes. A 

Kolle denies that the established correlations be- 
tween personality, experience and delusion have 
contributed to a true insight into their pathogenesis. 

or one thing, he is struck by the relative un- 
formity of delusional content. Systematic studies 


of the clinical records of patients over several 
decades disclosed repetitious conformity of delu- 
sional themes in spite of all differences in individual 
background. He, therefore, questions the genetic 
relevancy of the interpretations as advanced by 
Benedetti, Rosen and Sechehaye. What remains 
unexplained ——though therapeutically understood 
——is the problem of the specific deviation from 
normal thinking which, after all, remains intact in 
the multitudes of persons who share similar situa- 
tions, experiences and conflicts. 

Furthermore, Kolle attributes great significance 
to the fact that delusions occur rarely without ad- 
ditional manifestations of personality change. In 
only 19 among 30,000 patients who were treated 
at the clinic during Kraepelin’s time, could Kolle 
find evidence of pure paranoia. A more recent 
study of 13,531 patients, seen in the years 1953-1955, 
yielded 8 cases. This rarity of circumscribed pathol- 
ogy in the form of delusions suggests that a 
profound, a total change of personality occurs in 
all but a few psychoses which js held to be identical 
with the schizophrenic process. The likelihood of 
such a process is strengthened by the fact that de- 
lusions in affective and organic psychoses disappear 
if and when therapy is effective. Why, continues 
Kolle, do these patients shed their delusions, even 
though many should seem equally predisposed by 
virtue of makeup and experience to maintain fixed 
systems? Why, furthermore, does the grandiose- 
delusional system of the general paretic remain so 
primitive? This js interpreted as proof of the inter- 
dependence of brain and delusion, since the luetic 
destruction of the frontal cortex abolishes the 
discriminatory, judgemental and intentional func- 
tions which facilitate the greater subtlety and idea- 
tional diversity of schizophrenic delusions. 

As a result of such findings, considerations and 
questions, Kolle concludes that DER is iin evi- 
dence in support of the concept of a somatic process 
as cause a AO ie. Wahn. While he re- 

i the causal relationship 
will ever be fully understood, he believes in the 
f the empirical psycho- 
pathology of understanding. 

Kolle's presentation 


inent quotations from 
pane of dogmatism reflects the 


e form of a, 
which, ra ae n 
purely logica: 
his ideas. In the absence of spe ir 
i i , the fausibility of the propos 
a, eat be pwi From an empirical 
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as suggestive evidence of a specific process. The 
mere existence of typical patterns, it seems to this 
reviewer, supports a concept of clinical entity but 
does not imply a common cause. There are other 
examples of striking thematic conformity as in the 
case of obsessive-compulsive states. If Kolle’s 
reasoning prevails here too, a specific underlying 
process would have to be postulated. Furthermore, 
the relationship between general paresis and primi- 
tive grandiose delusions appears less definitive than 
stated. The expansive-euphoric form is one of sev- 
eral dissimilar psychotic syndromes associated with 
this disorder. It has been observed time and again 
that the premorbid personality had decisive influ- 
ence on the typological aspects of the early psy- 
chotic manifestations. Moreoyer, electroshock can 
abolish the psychotic disturbance before specific 
therapy is started. Since neither neurological, surgi- 
cal or anatomical findings permit definite correla- 
tions between nature and extent of cortical lesions 
and mental symptoms, the case of the paralytic fails 
to qualify as a model in the considerations of the 
origin of delusions. 

Kolle’s inclination to reduce the complexity of 
potential variables to an almighty causal process 
appears over-rigid at a time when experimental in- 
vestigations in the behavioral sciences provide grow- 
ing evidence of multifactorial sets of causative 
forces. This is also overlooked by those whose 
therapeutic experiences with delusional patients 
have led them to construct highly imaginative 
genetic theories which have a peculiar way of 
acquiring an air of finality in the process of com- 
municative circulation. 

It is a distinctive merit of Kolle’s style of pre- 
sentation that the reader can profit from the liberal 
scope of the discussion without being asked to agree 
with particular conclusions. Since Kolle prefers 
questions to answers and maintains an attitude of 
cautious reserve in the establishment of his opinions, 
his essay can be highly recommended to all those 
who are still perplexed by the unsolved riddles of 
the nature of Wahn. 

F. A. Frevuan, M.D, 
Farnhurst, Del. 


Cutture ann Mentat Disorvers. By Joseph W. 
Eaton, Ph. D., and Robert J. Weil. (Clee: 
Ill.: The Free Press, 1955. $4.00.) 


Culture and Mental Disorders is a meaty little 
volume facing the challenging question whether the 
individual or society is the patient. In an age ad- 
dicted to the cult of “adjustment” it requires cour- 
age to raise the very question. The authors, Dr. 
Joseph W. Eaton, sociologist, and Dr. Robert J. 
Weil, psychiatrist, are representative of the two 
principal tenants of the common domain of cultural 
psychiatry and its cognate field of social anthropol- 

ogy. 

They selected as their social laboratory the re- 
ligious sect of the Hutterites, an ethnic group 
stemming from the Anabaptists of the sixteenth 
century Reformation. Some 9000 of these folk live 
in about 70 cooperative colonies scattered over the 
American and Canadian West. These colonies 
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forming enclaves in a vast non-Hutterite territory 
maintain their identity and cohesion by a process 
of “controlled acculturation” consisting largely in 
common Biblical ideologies, ingroup mating and 
community ownership of land and products of in- 
dustry. 

In his succinct foreword, Dr. Karl Menninger 
points up the significant fact that these Hutterites 
“are in many ways like most of us.” That is to 
say that they embody the cultural universals of the 
great North Atlantic community. As an anthro- 
pological research project this work is therefore 
heralding a shift of emphasis away from the remote 
non-literate societies to the highly cohesive but 
literate “island societies” in our very midst. This 
shift is somewhat overdue. For while the study of 
the incredibly complex kinship system of the 
Australian aborigines is a very worthy scientific 
enterprise, yet of more immediate concern might 
be the explanation of the survival of the goodly 
Amish folk in Pennsylvania; the people of Andorra 
tucked away in the Pyrenees, and also these same 
Hutterites. Indeed one might fruitfully inquire why 
some people continue to live in their old “castles” 
when the “drawbridges” are down and the surround- 
ing country so vast and promising. . . . 

There is a scientific advantage in studying these 
more familiar groups like the Hutterites because 
of the common language. In their “time anxiety” 
lest a remote Melanesian tribe become “con- 
taminated” by Western culture contacts, some 
social anthropologists have at times overlooked the 
handicap of a cultural “semantic aphasia.” For in 
the wise words of Prof. Hoijer “the vocabulary of 
a people inventories their culture.” f 

In their highly intensive study the authors arrive 
at the conclusion that while “the Hutterite way of 
life was no antidote for severe mental illness, it 
provided an atmosphere in which emotionally dis- 
turbed persons were encouraged to get well “and 
that these colonies were in a sense “therapeutic com- 
munities.” This in turn leads to the warrantable 
assumption that “cultural and social variables affect 
mental disorders.” The authors modestly refrain 
from an air of finality in their conclusions even 
though they have done an unusually thorough sta- 
tistical job. They seem to be, however, painfully 
aware that their statistical samples are very smi 
and therefore require deeper psychodynamic study: 

The book thus leaves unanswered a number © 
very pertinent questions. These are of ecological, 
historical and psychological import. To begin with 
the Hutterites traveled for over 4 centuries— 
mostly driven, rarely invited. One would like to 
know more about the effect on these folk of sudden 
uprooting and changes of ecologic setting from the 
mountainous Switzerland, South Germany an 
Bohemia to the Steppes of Roumanian Wallachia, 
the Russian Ukraine, and finally after 1874 to the 
prairies and Rockies of Manitoba, the Dakotas, 
Alberta, and Montana. 

Historically the Hutterites are a product of the 
Anabaptist ferment of the Reformation in the 
ginning of the sixteenth century. The earliest roots 
are to be found among the brethren of the thera- 
peutic communities of the pre-Christian ess 


n 
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The authors rightly berate the psychologic in- 
adequacy of many statistical studies correlating re- 
ligions and mental disorders in that they are mostly 
concerned with mere formal affiliation. All the more 
reason why we should like to know the influence on 
the Hutterites of such Anabaptist doctrines as the 
rebirth through adult baptism and the belief that 
only the outer man is sinning but not the inner 
“schaptized” man. 

This brings us to the final germane question ; how 
to account for the incidence of manic-depressive 
depressions among the Hutterites. Related to this 
is the question why these manic-depressive reac- 
tions are over 4 times as many as the schizophrenic 
reactions. The comparative data in the book with 
9 other ethnic groups are very revealing but not 
too illuminating. The relative incidence of types of 
mental illness in various cultural settings has been 
treated by this reviewer in a survey entitled: Ob- 
servations on Cultural Psychiatry during a World 
Tour of Mental Hospitals (Am. J. Psychiat. Vol. 
108:6, 1951). There it has been shown that in 
countries like Eire and the lands of the Mediterran- 
ean basin, where emotional life is less inhibited, 
there is a preponderance of manic-depressive over 
schizophrenic reactions. The opposite seems to ob- 
tain in the lands of Northwestern Europe where 
restraint of the emotions is encouraged. Somewhat 
similar to Northwestern Europe are some lands 
of Hinduism and Buddhism where the ideals of 
passivity, non-resistance and retirement from tempo- 
ral concerns are cultivated. Now, while the Hut- 
terites are said to strenuously suppress the overt 
manifestations of anti-social aggression and illicit 
sexuality, they have on the other hand afforded 
abundant opportunity for the expression of the 
emotional life. 

Thus the very efficient socio-psychiatric team 
of investigators have grappled valiantly with the 

setting problem of our age: “Js the complexity 
of modern civilization a major cause of mental dis- 
orders?” In probing the problem they made no 
small contribution to its solution. We should be 
grateful to scientists for lifting an edge of the cur- 
tain, even if they do not reveal the total stage of 
social and psychiatric interaction. 

Henry RarnaeL Gorp, M. D., 
New York City. 


Harry Srack SULLIVAN: CLINICAL Stupies IN 
Psycumatry. Edited by Helen Swick Perry, 
Mary Ladd Gavel, and Martha Gibbon. Fore- 
word by Dexter M. Bullard. (New York: 
W. W. Norton & Co, 1956, PP 386. $5:50.) 


This book is a memorial for the late Harry 
Stack Sullivan, offered by a group of his friends 
and students. It is also a token of their loyalty 
and reverence for their teacher. Essentially it con- 
tains material from a course of lectures Sullivan 
gave on invitation in Chestnut ge in 1943. 
(There were altogether 246 fecture-discussions from 
pia to 1946) ay 

The first 9 sections of the book deal with dy- 
namisms of living and their misuse 10 menta! dis- 
order,” the remaining 6 with “therapeutic patterns 
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of difficulties—the clinical entities.” The titles 
clearly show what Sullivan strives for: he does not 
tire of emphasizing that the dynamisms he discusses 
are not the prerogatives of the mentally sick, but 
common to all people, but “misused” in one way 
or other by patients. He stresses the importance 
of getting hold of assets as well as of liabilities. 
He warns against making a clinical diagnosis pre- 
cociously. Needless to say, he indicates the sig- 
nificance of interpersonal relations. 

I would deem it inappropriate now and here to 
start arguing a variety of issues as presented in 
this book, since Sullivan could not fight back. I 
am satisfied in giving credit to Dr. Bullard’s remark 
that one did not go to sleep when Sullivan held 
the floor, and to the editors who did a difficult job 


with tact and skill. 
Evcen Kany, M.D. 
Galveston, Tex. 


TexTsook oF HUMAN ANATOMY. Edited by W. J. 
Hamilton. (New York: St. Martin's Press 
and London: Macmillans, 1957, PP. 1022, 
$16.50.) 


The present excellent textbooks of human anatomy 
have really become a combination of encyclopaedia 
and reference work. The student can no longer 
be expected to study the whole volume, whether 
he be a medical student or a stud Š 
There was, therefore, a need for a shorter textbook, 


As one who studied, taught, and did research in 
of a century, let me say at 


Rabelais appropriately described as an “abysm.” 
Details have been severely pruned, the account of 
smaller branches of arteries and veins curtailed, 
and the description of the individual bones much 
reduced. color—the 
work of A. K. Maxwell and 


mirably clear, as is the text. o 
large, and Giap, indeed, the whole work has a crisp- 


ness and freshness, from binding and typography to 
text and illustrations, which makes it the most wel- 
come addition to the teaching and learning of 


anatomy that has appeared in this century. 
The section on the central nervous system by 


Le Gros Clark and that on the peripheral nervous 
system by J. D. Boyd are really among the best 
brief (together consuming nearly 300 pages) de- 
scriptions of these complex systems available in 


the English language. 
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Altogether everyone concerned with the making 
of this book deserves our congratulations and our 
thanks. 

M. F. Asatey MONTAGU, 
Princeton, N. J. 


Towaro A Uniriep THeEoRY of HUMAN BEHAVIOR. 
Edited by Roy R. Grinker, M. D. (New York: 
Basic Books, Inc., 1956, pp. 361. $6.50.) 


For the past 5 years, 19 authorities in the fields 
of psychiatry, psychology, sociology, anthropology, 
biology, philosophy and history have been working 
together at Chicago in an effort to find a meeting- 
ground of concept and terminology upon which a 
new and unified theory of human behavior could be 
built. 

This volume is an abstraction of about 1600 pages 
of the verbatim transactions of the first 4 of this 
series of conferences. The conferences were aimed 
at “exploring the possibilities of establishing some 
kind of theoretical foundations upon which the 
study of the individual could fruitfully proceed.” 
According to Dr. Jurgen Ruesch, “If such an under- 
taking were to be successful, it would provide for 
an entirely new perspective of the intricate relations 
between mind, body, and social economic events, 
and would furnish a framework which would con- 
sider simultaneously the individual and his sur- 
roundings, both in health and disease.” 

The principal criticism that I have, I think, con- 
cerns the assumptions underlying this series of 
conferences and the writing of this book. The work 
is entirely premature. I do not think that the 
knowledge of human behavior today justifies in- 
dulging in the luxury of a unified theory. To me, 
progress is much more likely to occur when work 
is done under many different theoretical frames of 
reference, The development of a premature unified 
theory can only result in stifling creative thought 
and work. Ina field such as human behavior, where 
there is so much difference of opinion as to the 
interpretation and evaluation of empirical data, any 
attempt at a unified theory can result in nothing but 
meaningless abstractions and unwarranted distor- 
tions. Diversified theoretical frames of reference 
have certain advantages that far outweigh any prob- 
lems of communication that will result, I think 
multiple theoretical approaches permit a more criti- 
cal evaluation of empirical data and promote more 
original and creative research than is possible under 
a premature unified theoretical approach in which 
conflicting and divergent frames of reference are 
artificially compressed. 

One of the main criticisms that can be leveled at 
most present-day theories of human behavior is 
that their constructs are so abstract that they seem 
to have little relationship to the data upon which 
they are presumably based. This unfortunate situa- 
tion is magnified many time in this volume. Here 
there are a group of people from many and varied 
disciplines, attempting to develop concepts that 
would be acceptable and meaningful to each. These 

concepts become so abstract that they are mean- 
ingless ; so that one can attribute any interpretation 
or value to them that he desires, 


Such a theory, instead of promoting inter- 
disciplinary communication, has simply permitted 
individuals with different frames of reference to use 
the same words, It was interesting to me that those 
discussants in the volume who were most preoc- 
cupied with communication became so abstract that 
they communicated the least. 

Jurgen Ruesch, in the introduction, makes the 
following poignant observation: “With the growth 
of institutional-managerial-political aspects of sci- 
entific exploration and the unavoidable increase in 
red tape, science became detached from it original 
calling: to search for truth and gather informa- 
tion.” However, Dr. Ruesch’s participation in a 
conference that is motivated to arrive at a unified 
theory of behvaior in which varied and disparate data 
could be tailored, seems in marked contrast to the 
timely observation that he made in the introduction. 
Perhaps this is an undue concern on my part, be- 
cause certainly at our present stage of knowledge 
concerning human behavior any unified theory will 
have such abstract concepts, as the writing in this 
volume only so well demonstrates, that any worker 
in the field can adhere to whatever theoretical frame 
of reference he desires, so long as he uses the right 
words, 

A. H. Kmacore, M. D., 
St. Elizabeths Hospital, 
Washington, D. C. 


Group Processes. Transactions of the Second Con- 
ference. Edited by Bertram Schaffner, M.D. 
(New York: The Josiah Macy, Jr. Foundation, 
1956, 254 pp. $3.50.) 


The various Josiah Macy, Jr. publications of 
transactions of conferences sponsored by the Foun- 
dation need no introduction. In published form, 
the transactions, be they from a conference on 
cybernetics, child psychiatry, or group processes, 
usually emerge as highly specialized and stimulat- 
ing dialogues in the manner of Plato, in which 
personal asides and remarks meaningful only to 
the participating in-group are interspersed with 
valuable technical information. 

The Second Conference on Group Process offers 
two articles dealing with the currently popular ani- 
mals-to-humans analogy: “Social Structure Among 
Penguins,” by William J. L. Sladen; and “Neonate- 
Mother Relationship in Goat and Man,” by Helen 
Blauvelt. These are followed by “Kinesic Analysis 
of Filmed Behavior of Children,” by Ray L. Bird- 
whistell, and a fascinating and baffling article by 
Gregory Bateson, “The Message ‘This is Play,’ 
in which the category distinctions of Wittgenstein 
are used to illuminate the observed behavior of 
monkeys. 

The table of contents lists each article as being 
followed by a ‘Group Interchange.’ There is no en- 
lightening message, however, to indicate that the 
group post-mortems of the articles offered are, 1 
truth, plays within the play. These interchanges: 
nevertheless, make the Macy series both provoca- 
tive and unique in the field of scientific ne 
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Abnormal Personality. and Ed. (R.); Robert W. 

White, 862, March ’57- 

Academic Lecture: 

The Academic Lecture: The Great Psychiatric 
Revolution; Percival Bailey, 387, Nov. 56. 

The Academic Lecture (Ed.), 473, Nov. ’56. 

The Academic Lecture (Corr.), 844, Mar. ’57. 

Accident Proneness: Personal and Interpersonal 

Factors in Motor Vehicle Accidents; John J. 

Conger, 1060, June '57. 

Addiction : 

Management of the Narcotic Addict in an Out- 
patient Clinic; Benjamin Boshes, 158, Aug. '56. 

The Drug Addict As A Patient (R.) ; Marie 
Nyswander, 1053, May ’57- i 

A Suggested Approach to the Problem of Narcotic 
Addiction; Herbert A. Raskin, 1089, June 57. 

Adler: The Individual Psychology of Alfred Adler 

(R.) ; Heinz and Rowena Ansbacher, 960, April 


Administrative Psychiatry: : 

Administrative Psychiatry (Review of Psychi- 

atric Progress, 1956); Winfred Overholser, 

645, Jan. "57. P > 

A Medical Audit Plan For Psychiatric Hospi- 
Aug. '56. 


tal; J. Martin Myers, J 
Effect of Chlorpromazine and Reserpine on 
Budgets of Mental Hospitals (AND; Werner 
Tuteur, 657 tem. 
hes rte Jan 57 
granulocytosis : P 
Recurrent Thorazine Induced Agranulocytosis 
(CN.); Benjamin Pollack, 557+ Dec. '56. 
A Case of Fatal Agranulocytosis Due to Chlor- 
promazine (C.R.); Werner Tuteur, 76 July 
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Fatal Agranulocytosis During Treatment with 
Pacatal (C.R.) ; Paul E. Feldman, 842, Mar. 


"57. 


Alcoholism (Review of Psychiatric Progress, 

M. Bowman, 626, Jan. ’57: 

The Nature and Significance of Brain Damage 
From Alcoholism; Frederick Lemere, 361, Oct. 
"56. 

Comparative Study of Treatment Methods for 

Chronic Alcoholism: The ‘Alcoholism Research 

Project at Winter VA Hospital; Robert S 


Psychology and Cure (R.); 


Effects of Alcohol on the Nervous System of 
Man. (R.) ; Cyril B. Courville, 574, Dec. 56. 
Electroencephalographic Changes Associated With 
Chronic Alcohol Intoxication and the Alcohol 
Abstinence Syndrome; Abraham Wikler, 106, 


Aug. ’56. à : 
Rauwiloid Therapy in Alcoholism; Joseph Thi- 
iy 


isease ; Naomi Raskin, 133, Aug. "<6. 
Amuricat Board of Psychiatry and Neurology, Inc., 
go, July t56; and 1123, June ’57. 
i Psychiatric Association: , 
sc ia Pel Meeting (Ed.) ; William Malamud, 
yi l ‘56. ‘ Per: 

A aie of The American Psychiatric As- 
sociation. The One-Hundred and Twelfth 
‘Annual Meeting, Chicago, 1., 1956; 258, Sept. 
*56. yi 

ie Amendments to Constitution and By- 
Laws; 179, Aug. *s6. : 

The cud Divisional Meeting of the A.P.A., 

660, Jan. '57- 
American Psychiatry, 
548, 
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Animal Experiments: 3 
Experimental Aspects of Anxiety; David Mck. 
Rioch, 435, Nov. ’56. 5 
Expression of the Emotions in Man and Animals 

(R.); Charles Darwin, 92, July ’56. 

Anthropology : 
Cultural Anthropology and Social Psychiatry; 

Marvin K, Opler, 302, Oct. ’56. 

Dictionary of Anthropology (R.); Charles Win- 

ick, 1051, May '57. 

Anxiety : 

Fear and Anxiety in the Course of Electroshock 
Therapy; Alfred Gallinek, 428, Nov. 56. 

Experimental Aspects of Anxiety; David Mck. 
Rioch, 435, Nov. '56. 

Psychosomatic Approach to Anxiety; Roy R. 
Grinker, 443, Nov. ’56. 

Anxiety Problems with Cultural Settings; Ken- 
neth E. Appel, 526, Dec. 56. 

Aortic Aneurysm: Electroshock Therapy and 
Aortic Aneurysm (C.R.); Jack A. Wolford, 
656, Jan. ’57. , 

Asclepiades. His Life and Writing (R.); Robert 
Montraville Green, 957, April ’57. 

Ataraxics: 

Ataractics in Private Practice (Corr.) ; 80, July 
*S6. 

The Ataractic Drugs: The Present Position of 
Chlorpromazine, Frenquel, Pacatal, and Re- 
serpine in the Psychiatric Hospital; H. Angus 
Bowes, 530, Dec. ’56. 

Physiological Treatment (Review of Psychiatric 
Progress, 1956) ; Joseph Wortis, 611, Jan. ’57. 

Cetadiol : 


New Steroid Hormone Tranquilizing Agent 
(Cetadiol) (C.N.); Frederick Lemere, 930, 
April 57. 

Chlorpromazine: 

An Appraisal of Chlorpromazine. General 
Principles for Administration of Chlorpro- 
mazine, Based on Experience with 1,090 Pa- 
tients; N. William Winkelman, Jr. 061, 


May ’57. 
The Ataractic Drugs: The Present Position of 
Chlorpromazine, Frenquel, Pacatal, and 


Reserpine in the Psychiatric Hospital; H. 
Angus Bowes, 530, Dec. ’56. 

Chlorpromazine and Chronic Neurotic Ten- 
sion, Julius Merry; R. A. Pargiter, and H, 
Munro, 088, May ’57. 

Chlorpromazine and Mental Health (Rye 
Smith, Kline and French Symposium, 767, 
Feb. ’57. 

Chlorpromazine in the Treatment of Mental 
Illness. IV: Final Results with Analysis of 
Data on 1,523 Patients; Herman C. B. Den- 
ber and Etta G. Bird, 972, May ’57. 

A Clinical Evaluation of Chlorpromazine Ther- 
apy in Chronic Schizophrenics (C.N,); 
Maurice Pachter, 931, April ’57. 

A Controlled Clinical Psychiatric Study of the 
Drug Chlorpromazine (C.N.); James J. 
Gibbs, 254, Sept. ’56. 

Depression Treated With Chlorpromazine and 
Promethazine (C.N.) ; Joseph A. Barsa, 744, 
Feb. '57. 
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Effect of Chlorpromazine and Reserpine on 
Budgets of Mental Hospitals (A.N.); Wer- 
ner Tuteur, 657, Jan. '57. 

A Simple Test for the Detection of Chlorpro- 
mazine in Urine (C.N.); Fred M. Forrest, 
931, April ’57. 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients; Frank J. Ayd, 
Jr., 16, July ’56. 

Treatment of Hyperkinetic Emotionally Dis- 
turbed Children with Prolonged Administra- 
tion of Chlorpromazine, Herbert Freed, 22, 
July ’56. 

A Two-Year Evaluation of Chlorpromazine in 
Clinical Research and Practice; Sidney 
Malitz, 540, Dec. ’56. 

Promazine: 

Clinical Evaluation of Two Phenothiazine 
Compounds: Promazine and Mepazine; L. H. 
Rudy, H. E. Himwich, and D. C. Tasher, 979, 
May ’57. 

Epileptiform Seizures Under Promazine Ther- 
apy (C.R.); George E. Voegele, 655, Jan. 
*87- 

An Evaluation of Promazine Hydrochloride in 
Psychiatric Practice, Stanley Lesse, 984, 
May ’57. 

Promazine in Chronic Schizophrenic Patients 
(C.N.); Joseph A. Barsa, 654, Jan. ’57. 

Promethazine: 

Clinical Observations on the Use of Prometha- 
zine Hydrochloride in Psychiatric Disorders ; 
H. J. Erwin, 783, Mar. ’57. 

Depressions Treated With Chlorpromazine and 
Promethazine (C.N.) ; Joseph A. Barsa, 744, 
Feb. ’57. 

Thorazine: S 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients; Frank J. Ayd, 
Jr., 16, July ’56. 

Fatalities: y 

Agranulocytosis in Patients Treated with 
Thorazine: Report of a Fatal Case; Naomi 
Raskin, 901, May ’57. 

A Case of Fatal Agranulocytosis Due to Chlor- 
g maine (C.R.); Werner Tuteur, 76, July 
56, 


Death Occuring During Combined Reserpine- 
Electroshock Treatment: (C.R.), S. Bracha 
and J. Ph. Hes, 257, Sept. ’56. j 

Fatal Agranulocytosis During Treatment with 

Pacatal (C.R.) ; Paul E. Feldman, 842, Mar. 
57. 

An Unusual Death Associated with Tran- 
quilizer Therapy (C.R.); Paul E. Feldman, 
1033, May ’57. 


Frenquel : i 
The Ataractic Drugs: The Present Position of 
Chlorpromazine, Frenquel, Pacatal, an 


Reserpine in the Psychiatric Hospital; H- 
Angus Bowes, 530, Dec. ’56. 

Azacyclonol (Frenquel) in the Treatment of 
Chronic Schizophrenics: (C.N.) ; Joseph A- 
Barsa, 255, Sept. ’56. 


Chemotherapeutic Trials in Psychosis: I. 
Frenquel and Pilocarpine; William J. Turner, 
248, Sept. 56. 

Clinical Evaluation of Meratran and Frenquel 
on a Chronic Psychotic Population ; Burton 
S. Rosner, 933, May ’57. 

The Effects of Frenquel Upon Chronic Dis- 
turbed Patients (C.N.); Ernestine C. Peak, 
653, Jan. 57. 

Failure of Azacyclonol (Frenquel) to Relieve 
Non-Experimental Mental Confusion and 
Hallucinations (C.N.); Frederick Lemere, 
840, Mar. ’57. 

Frenquel (Corr.) ; 470, Nov. ’56. 

Meprobamate : 

A Clinical Evaluation of Meprobamate Ther- 

apy in a Chronic Schizophrenic Population ; 

Kenneth Tucker, 698, Feb. ’57- 

Pacatal : 

The Ataractic Drugs; The Present Position of 
Chlorpromazine, Frenquel, Pacatal, and 
Reserpine in the Psychiatric Hospital; H. 
Angus Bowes, 530, Dec. "56. 

Pacatal (Corr.) ; 565, Dec. 56. 

Pacatal (C.N.) ; Manfred Braun, 838, Mar. ’57- 

Reserpine : 

The Ataractic Drugs: The Present Position 
of Chlorpromazine, Frenquel, Pacatal, and 
Reserpine in the Psychiatric Hospital; H. 
Angus Bowes, 530, Dec. 56. 

Cerebellar Involvement During Reserpine Ther- 
apy (C.R.); Stephen B. Payn, 75, July 56. 

Effect of Chlorpromazine and Reserpine on 
Budgets of Mental Hospitals (A.N.) ; Wer- 
ner Tuteur, 657, Jan. '57- 

Rauwiloid Therapy in Alcoholism; Joseph 
Thimann, 694, Feb. ’57- 

Reserpine and Lobotomy (Corr.) ; 936, April 


57. 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients ; Frank J. Ayd, 
Jr., 16, July "56. 

Ritalin: s 

Methyl-Phenidylacetate Hydrochloride (Rita- 
lin) in the Treatment of Chronic Schizo- 
pires Patients; Blaine Carey, 546, Dec. 
50. 

Side Effects : 

Acute Chlorpromazine Poisoning (CR.); 
Arthur S. Samuels, 746, Feb. ’57- 

Complications of Chlorpromazine Therapy; 
Irvin M. Cohen, 115, Aug. 26. 

Depression Induced by Rauwolfia Compounds 
(Ed.) ; Titus H. Harris, 950, April ”57- 

Gastro-Intestinal Hemorrhage as a Complica- 
tion of Reserpine Administration (C.R.) 5 
Dolores Dillon, 462, Nov. "56. 

Near Fatality with Combined ECT and Reser 
pine (C.R.) ; Robert W. Bross, 933, April '57- 

Occurrence of Jaundice Amongst 3,800 Thora- 
zine Treated Patients (C-N.); Benjamin 
Pollack, 1115, June ’57- . 

Protection Against Reserpine-Induced “Park 
insonism” (C.N.); Harold A. Rashkis, 1116, 
June '57. 
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Pseudo-Tabes Syndrome as Complication of 
Tranquilizer Drug Therapy (C-R.) ; Theo- 
dore R. Robie, 463, Nov. '56. 

Reactions with Drug Therapy (R.); Harry L. 
Alexander, 575 Dec. '56. 

Recurrent Thorazine Induced Agranulocytosis 
(C.N.) ; Benjamin Pollack, 557, Dec. "56. 

Untoward Reactions to Tranquilizing Drugs 
(C.N.) ; David W. Wardell, 745, Feb. '57. 

Aviation : 
Fear of Flying in Korea; Clinton E. Tempereau, 

218, Sept. '56. 


B 


Bailey, Dr. Percival: Introduction of 1056 Aca- 
a Lecturer; Francis J. Gerty, 385, Nov. 
5 

Biochemistry : 

Biochemistry (Review of Psychiatric Progress, 
1986) ; Orthello R. Langworthy, 597, Jan. 's7- 

Metabolic and Toxic Diseases of the Nervous 
System, (R.) Proceedings of the Association 
for Research in Nervous and Mental Disease. 
Vol. 32, 278, Sept. ’56. 

Book Reviews: 

Abt, Lawrence E.: See Brower, Daniel, jt. ed. 

Ackerknecht, Erwin H., and Vallois, Henry V.: 
Franz Joseph Gall, Inventor of Phrenology, 
and His Collection, 864, Mar. ’57. 

Ackerknecht, Erwin H.: A Short History of 
Medicine, 671, Jan. ’57- 

Alexander, Franz: Psychoanalysis and Psycho- 
therapy (R.), 1052, May '57- 

Alexander, Harry L.: Reactions with Drug Ther- 
apy, 575, Dec. ’56. 

Ansbacher, Heinz; and Ansbacher, Rowena, Eds : 
The Individual Psychology of Alfred Adler, 
960, April ’s7 a 

Arieti, Silvano: Interpretation of Schizophrenia, 
380, Oct. ’56. 

Arlow, Jacob.: The Legacy of Sigmund Freud, 
960, April '57. : 

Bailey, Percival: See MacKay, Roland P., jt- ed. 

Bash, K. W.: Lehrbuch der Allgemeinen Psycho- 
pathologie: Grundbegriffe und Klinik, 478, Nov. 


yan den Berg, J. H.: The Phenomenological Ap- 
proach to Psychiatry, 284, Sept. "56. 

Bettelheim, Bruno: Truants from Life, 283, Sept. 
56. 

Blanchard, Paul: The Right to Read, 279, Sept. 
"56. i 

De Boor, Wolfgang: Pharmakopsychologie und 
Psychopathologie, 864, Mar. ’57- ‘ 

Boucher, C. A. and Associates : Old Age in the 
Modern World, 95, July ’56. 

Brower, Daniel; and Abt., Lawrence E., eds.: 
Progress in Clinical Psychology- Vol. 2, 383, 
Oct. "56. 


Brown, Esther, Lucile: See Greenblatt, Milton 


jt. auth. i 
Bart, Sir Cyril: The Subnormal Mind, 380, Oct. 
56. 
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Caplan, Gerald: Emotional Problems of Early 
Childhood, 285, Sept. "56. 

Cleckley, Hervey: The Mask of Sanity, 92, July 
"56. 

Corrin, K. M.: See McCarthy, D. J., jt. auth. 

Courville, Cyril B.: Effects of Alcohol on the 
Nervous System of Man, 574, Dec. '56. 

Cowan, Cordelia M., ed.: The Yearbook of 
Modern Nursing, 1956, 766, Feb. '57. 

Cruze, Wendell W.: Psychology in Nursing, 280, 
Sept. '56. 

Darwin, Charles: Expression of the Emotions in 
Man and Animals, 92, July ’56. 

Davidson, Henry A.: Handbook of Parliamentary 
Procedure, 575, Dec. ’56. 

Davies, John D.: Phrenology, Fad and Science, 
478, Nov. "56. 

DeLay, J.; Pichot, P.; Lemperiere, Tą, and 
Perse, J.: Le Test de Rorschach et la Person- 
nalité Epilepique, 477, Nov. ’56. 

DeLay, J.: Pichot, P., and Perse, J. Methodes 
Psychométriques en Clinque: Tests Mentaux 
et Interpretation, 571, Dec. ’56. 

Deutsch, Albert: The Trouble with Cops, 859, 
Mar. '57. 

Deutsch, Felix and Murphy, William: The Clini- 
cal Interview, 95, July ’56. 

Dorcus, Roy M.: Hypnosis and Its Therapeutic 
Applications, 863, Mar. ’57. 

Eaton, Joseph W.; and Weil, Robert J.: Culture 
and Mental Disorders, 1130, June '57. 

Eissler, K. R.: The Psychiatrist and the Dying 
Patient, 762, Feb. ’57. 

English, O. Spurgeon, and Pearson, G. H, J.: 
Emotional Problems of Living, 765, Feb. '57. 

Evaluation in Mental Health: 768, Feb. ’57. 

Freud, Sigmund: The Interpretation of Dreams; 
959, April ’57. 

Fromm-Reichmann, Frieda; and Moreno, J. L. 
Eds.: Progress in Psychotherapy, 1956, 959, 
April ’57. 

Gawel, Mary Ladd: See Perry, Helen Swick, jt. 
auth. 

Gesell, Arnold, and Ames, Louis B.: Youth: 
The Ages from Ten to Sixteen, 860, Mar. ’57. 

Glees, Paul: Neuroglia: Morphology and Func- 
tions, 381, Oct. ’56. 

Gorman, Mike; Every Other Bed, 762, Feb. ’57. 

Gray Kenneth George: Law and the Practice of 
Medicine, 764, Feb. ’57. 

Green, Robert Montraville; Asclepieades: His 
Life and Writing, 957, April 57. 

Greenblatt, Milton; York, Richard H.; Brown, 
Esther, Lucile in collaboration with Hyde, 
Robert W., From Custodial to Therapeutic 
Patient Care in Mental Hospitals, 277, Sept. 
*56. 

Grinker, Roy R., ed: Toward a Unified Theory 
of Human Behavior, 1132, June ’57, 

Hamilton, W. J., ed.: Textbook of Human 
Anatomy, 1131, June ’57. 

Heath, Robert G., ed.: Studies in Schizophrenia : 
A Multidisciplinary Approach to Mind-Brain 
Relationships, 383, Oct. ’56. 

Homburger, Freddy: The Medical Care of the 
Aged and Chronically Ill, 862, Mar, Jay; 
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Horder, Lord. ed.: The British Encyclopaedia 
of Medical Practice: Medical Progra 1955, 
480, Nov. ’56. 

Hyde, H. Montgomery, Ed.; The Three Trials 
of Oscar Wilde, 957, April ’s7. 

Hyde, Robert W.: See Greenblatt, Milton, jt. 
auth, 

Johnson, Wendell, and Leutenegger, Ralph R, 
eds.: Stuttering in Adults and Children, 670, 
Jan. ’57. 

Jones, Ernest: The Life and Works of Sigmund 
Freud, Vol. 2, 1047, May ’57. 

J. A. M. A.: Clinical Abstracts of Diagnosis and 
Treatment, 191, Aug. ’56. 

Jung, C. G., and Pauli, W.: The Interpretation 
of Nature and the Psyche, 669, Jan. ’57. 

Kehrer, Hans E.: Der Hydrocephalus Internus 
und Externus, 191, Aug. ’56. 

Kentucky Symposium: Learning Theory, Per- 
sonality Theory and Clinical Research, 280, 
Sept. 756 


Kepart, Newell C.: See Strauss, Alfred A., jt. 
auth, 


De Kok, Winfred: You and Your Child, 95, 
July *56. 
Kolle, Kurt: Der Wahnkranke Im Lichte Alter 
Und Neuer Psychopathologie, 1129, June ’57- 
Kolle, Kurt: Grosse Nervenirtzte, 861, Mar. *57. 
Kraut, Maunce H.: Psychiatry and the Public 
Interest (R.), 1054, May ’57. 

Krieg, J. S.: Brain Mechanisms in Diachrome, 
94, July ’56. 

Lape, Esther Everett: Medical Research: A 
Midcentury Survey, Vols, 1 & 2, 1049, May ’57- 

Laughlin, Henry P.: The Neuroses in Clinical 
Practice, 277, Sept. ’56. 

Lemkau, Paul V.: Mental Hygiene in Public 
Health, 281, Sept. ’56. 

Lemperiere, T.: See Delay, J., jt. auth. z 

Levy, Anna J udge Veters: Other People’s Chil- 
dren, 1054, May ’57. 

Lilienfeld, Abraham H.: See Rogers, Martha E, 
jt. auths, 


Linton, Ralph: Culture and Mental Disorders, 
Sept. ’56. 


MacKay, Roland P.; Wortis, Bernard S.; and 
ailey, Percival, eds.: Year Book of Neurol- 
ne Psychiatry and Neurosurgery, 574, 


MacKay, Roland P.; Wortis, Bernard S.; and 
Bailey, Percival, eds.: Year Book of Neurol- 
we Psychiatry, and Neurosurgery, 235, 


McAuley, W. F.: The Concept of Schizophrenia, 

» Oct. ’56, ž 

McCarthy, D. J. and Corrin, K. M.: The ver 
cal Treatment of Mental Disease, 381, Oct-’5 

Modell, Walter: The Relief of Symptoms, 858, 
Mar. ’s7, 


Monroe, Ruth L.: Schools of Psychoanalytic 
hought, 192, Aug. ’56. J 
Moreno, J. L.: See Fromm-Reichmann, Frieda, 

jt. auth. 
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Mouchet, Enrique: Tratado de las Pasiones, 765, 
Feb. ’57. 

Murphy, William: See Deutsch, Felix, jt. auth. 

Nyswander, Marie: The Drug Addict As A Pa- 
tient, 1053, May ’57. 

O'Connor, Cecilia M.: 
G.E.W.,, jt. eds. 

Pasamanick, Benjamin: See Rogers, Martha E. 
jt. auths, 

Patrick, Catherine: What is Creative Think- 
ing? 92, July ’56. 

Pauli, W.: See Jung, C. G., jt. auth 

Pearson, G. H. J.: See English, O. Spurgeon, jt. 
auths. 

Pelt, S. J. van: Hypnotic Suggestion, 284, Sept. 


See Wolstenholme, 


56. 

Perry, Helen Swick; Gawel, Mary Ladd; and 
Gibbons, Martha, Eds.: Harry Stack Sullivan: 
Clinical Studies in Psychiatry, 1131, June '57. 

Perse, J.: See DeLay, J. jt. auth. 

Pichot, P.: See DeLay, J., jt. auth. 

Pieraccini, Arnaldo: Manuale di Neurologia per 
Studenti e Medici Practici, 93, July *56. 

Proceedings of the Association for Research in 
Nervous and Mental Disease, Volume 32: 
Metabolic and Toxic Diseases of the Nervous 
System, 278, Sept. ’56. 

Rea, Frederick B.: Alcoholism: Its Psychology 
and Cure, 575, Dec. ’56. 

Redfield, Robert: The Little Community, 283, 
Sept. ’56. 

Roback, A. A., ed.: Present Day Psychology, 
767, Feb. ’57. 

Rogers, Martha E. Lilienfeld, Abraham M., and 
Pasamanick, Benjamin: Prenatal and Para- 
natal Factors in the Development of Child- 
hood Behavior Disorders, 857, Mar. ’57- 

Rubino, Agostino: Diagnostica Psichiatrica, 672, 
Jan. '57. 

Schaffner, Bertram, ed.: Group Processes, 1132, 
June ’57. 

Schneider, Kurt: 
286, Sept. ’56. 

Schreyer, Daniel Paul: Memoirs of My Nervous 
Illness, 190, Aug. '56. 

Schwartz, Morris S.; and Shockley, Emmy Lan- 
ning; The Nurse and the Mental Patient, 1052, 
May ’57. g 

Selye, Hans; and Heuser, Gunnar, eds.: Fifth 
Annual Report on Stress, 383, Oct. ’56. "i 

Shockley, Emmy Lanning : See Schwartz, Morris 
S., jt. auth. 

Siebenthal, W. V.: Schuldgefueh! Und Schuld 
Bei Psychiatrishen Erkrankungen, 1056, May 
"57. K 

Smith, Kline, and French Symposium: Chlor- 
promazine and Mental Health, 767, Feb. a A 

Steinfeld, Julius I.: A New Approach to Schiz 
phrenia, 768, Feb. ’57- ei as 

Stourzh-Asderle, Helene: Sexuelle Konstitution, 
95, July '56. X 

Strauss, Alfred A.; and Kephart, Near o. 
chopathology and Education of the J ong 
jured Child. Volume II, 281, Sept 59- 


Klinische Psychopathologie, 
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Strunk, Fred: An Inventory of Social and 
Economic Research, 572, Nov. "6. 

Terhune, William B.: Emotional Problems and 
What You Can Do About Them, 93, July ‘56. 

Tow, Macdonald, P.: Personality Changes Fol- 
lowing Frontal Leucotomy : A Clinical and Ex- 
perimental Study of the Functions of the 
Frontal Lobes in Man, 571, Dec. ’56, 

Trostdorf, Erich: Die Kausalgie, 861, Mar. '57. 

Tubery, Pierre: La Readaptation Professionelle 
des Lobotomises, 858, March '57. 

Valentine Max: An Introduction to Psychiatry, 
480, Nov. ’56. 

Wallin, J. E. Wallace: Education of Mentally 
Handicapped Children, 1051, May "57. 

Weil, Robert J.: See Eaton, Joseph W. jt. auth. 

Weininger, Otto: Sex and Character, 766, Feb. 
"57+ 

Wells, Henry W.: Poet and Psychiatrist: A 
Critical Portrait of Merrill Moore, 94, July '56. 

White, Robert W.: The Abnormal Personality, 
862, Mar. ’57. 

Wieck, Hans Heinrich: Zur Psychologie und 
Psychopathologie der Erinnerungen, 192, Aug. 


Winick, Charles: Dictionary of Anthropology 
(R.), 1051, May '57- "N 
Wolstenholme, G. E. W., and O'Connor, Cecilia 
M., eds. : Histamine, 672, Jan. ’57. : 
Wortis, Bernard S.: See MacKay, Roland P, jt. 


ed. R . 
York, Richard H.: See Greenblatt, Milton, jt. 
auth. 
Brain Diseases and Damage: See Neuropathology. 
Brigham, Amariah, Il: Psychiatric Thought and 
Practice; Eric T. Carlson, 911, April = 
Bromide Intoxication, Some Observations 0 a 
Case of, Undergoing Kan i (C.R.); 
oseph S. Costa, 1031, May '57. s 

Pen mercies of Medical Practice: — 
Progress, 1955 (R.) ; Lord Horder, 480, Nov. 
, 


6. 
SRE Hospital, The Reopening of (Ed.) ; R. Hyde, 
1122, June '57. 
E 
i ular ; * + . . 
Peychophysiological Investigations in Cardio- 
vascular Stress; A. J. Silverman, 691, Feb. 57- 
Electrocardiographic Indices of Emotional Stress ; 
Bernard Weiss, 348, Oct. 56. 


hip : 
he ROM to Read (R.)5 Paul Blanchard, 279, 


Sept. 756. 


"56. 
Pes subtest Study of Two Central Nervous 


i Mer-22 ai S.KF. #5, 
z et A and Withdrawn Psychotic 


+ 
Patients (C.N.); F. Hagenauer, 840, Mar. 57. 
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An Early Neuro-Drug Experimenter: Alexander 
Monro II (1733-1817) (H.N.) ; Ernest Harms, 
465, Nov. ’56. 

Intrathecal Administration of Hyaluronidase: 
Effects upon the Behavior of Patients Suffer- 
ing from Senile and Arteriosclerotic Behavior 
Disorders; D. Ewen Cameron, 893, April '57. 

Neuropharmacology (R.); Harold A. Abramson, 
283, Sept. ’56. 

On Going Berserk: A Neurochemical Inquiry; 
Howard D. Fabing, 409, Nov. '56. 

Pharmakopsychologie und Psychopathologie 
(R.) ; Wolfgang De Boor, 864, March '57. 

Psychotomimetics, Clinical and Theoretical Con- 
siderations: Harmine, Win-2299 and Nalline; 
Harry H. Pennes, 887, April ’57. 

Some Hypotheses Concerning the Role of Sym- 
pathomimetic Amines in Psychiatric Condi- 
tions; Solomon Garb, 740, Feb. ’57. 

Child Psychiatry & Childhood Problems: 

An Inpatient Psychiatric Service for Children in 
the Teaching Hospital; Reynold A. Jensen, 
728, Feb. ’57. 

Child Psychiatry and Mental Deficiency (Review 
of Psychiatric Progress, 1956) ; Leo Kanner, 
617, Jan. ’57. 

Some Factors in the Emotional Reaction of 
Children to Disaster; Donald A. Bloch, 416, 
Nov. ’56. 

The Emotional Block (Ed.); Leo Kanner, 181, 
Aug. ’56. 

Treatment of Hyperkinetic Emotionally Disturbed 
Children with Prolonged Administration of 
Chlorpromazine; Herbert Freed, 22, July ’56. 

Prenatal and Paranatal Factors in the Develop- 
ment of Childhood Behavior Disorders (R.); 
Martha E. Rogers, 857, March ’57. 

Psychopathology and Education of the Brain- 
Injured Child, Vol. II (R.); Alfred A. Strauss, 
281, Sept. ’56. 

Emotional Problems of Early Childhood (R.); 
Gerald Caplan, 285, Sept. 56. 

Other People’s Children (R.); 
Veters Levy, 1054, May ’57. 

Chlorpromazine: See Ataraxics. 
Chronic Patient: 

Failures in Psychiatry: The Chronic Hospital 
Patient; Norman C. Morgan, 824, Mar. ’57. 
Chronic Mental Patients Reaction to Opening 
Their Ward (C.N.) ; Dorothy Scott, 366, Oct. 
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Motivation of the Chronic Mental Patient; Peter 
A. Peffer, 55, July ’56. 

Chronotaraxis: Thalamic Chronotaraxis; E. A, 
Spiegel, 97, Aug. ’56. 
Clinical Psychiatry: 

On The Appraisal of Clinical Data (Corr.), 368, 
Oct. ’56. 

A Two-Year Evaluation of Chlorpromazine in 
Clinical Research and Practice; Sidney Malitz, 
540, Dec. ’56. 

The Clinical Interview, Vol. I: 
Felix Deutsch and William 
July ’56. 


Diagnosis (R.); 
F. Murphy, 9s, 


A Controlled Clinical Psychiatric Study of the 
Drug Chlorpromazine (C.N.) ; James J. Gibbs, 
254, Sept. ’56. 

Comic Cartoons: 

The Use of Comic Cartoons for the Study of 
Social Comprehension in Schizophrenia; Rita 
Senf, 45, July '56. 

Community Mental Health: 

Evolution of Community Mental Health Con- 
cepts; Robert H. Felix, 673, Feb. ’57. 

Further Report on Experimental Evaluation of 
Mental Hygiene Techniques in School and 
Community ; Benjamin H. Balser, 733, Feb. ’57. 

The Little Community. Viewpoints for the Study 
of a Human Whole (R.) ; Robert Redfield, 283, 

t. ? 


Mental Hygiene in Public Health. 2nd ed. (R.); 
Paul V. Lemkau, 281, Sept. ’56. 

The New York State Community Mental Health 
Services Act: Its Birth and Early Develop- 
ment; Robert C. Hunt, 680, Feb. ’57. 

The Operations of the New York State Com- 
munity Mental Health Services Act in New 
York City; Paul V. Lemkau, 686, Feb. ’s7. 

The Urban Life and Mental Health; Thomas 
A. C. Rennie, 831, Mar. ’57. 

Comparative Psychiatry and Tropical Psychia- 
try; Eric Berne, 193, Sept. ’56. 

Convulsive Disorders: 

Epilepsy (Review of Psychiatric Progress, 1956) ; 
Elizabeth G. French, 629, Jan. ’57. 

Seizures and the Menstrual Cycle; Bernard Band- 
ler, 704, Feb. ’57. 

Diurnal Rhythm in Epilepsy: Max Levin, 243, 
Sept. ’56. 

Epileptiform Seizures Under Promazine Therapy 
(C.R.) ; George E. Voegele, 655, Jan. 57. 

Le Test de Rorschach et al Personalite Epilep- 
tique (R.); J. DeLay (R.) ; 477, Nov. ’56. 

Creative Thinking: What is Creative Thinking? 
(R.); Catherine Patrick, 92, July ’s6. 


D 


Davies, Austin, M.: Our Business Manager (Ed.) ; 
1040, May ’57, P 

Davies, Austin M.: Twenty-Five Years of Service 
„(Corr.); Dunton, Wm. Rush, 1038, May ’57. 

Delinquents, The Control of Acting Out in the 
Psychotherapy of; Maurice Kaplan, 1108, 
June ’57. 

Delirium: Spatial Disorientation in Delirium; Max 

__ Levin, 174, Aug. ’56, 

Diabetes : ECT As A Life-Saving Procedure in a 
Patient Suffering from Diabetes Millitus, Un- 
controllable, Due to a Paranoid Psychosis 

_ (CR); A. Leonard Abrams, 564, Dec. ’56. 

Diagnostica Psichiatrica (R.); Agostino Rubino, 

_ 672, Jan, ’57. 

Disaster Reaction: Some Factors in the Emotional 
Reaction of Children To Disaster; Donald A. 
Bloch, 416, Noy, ’56, 

Drugs & Drug Therapy: See Ataraxics. 

Drug Therapy Publicity (Corr.) ; 77, July ’56. 

Dunton, W. Rush; Tribute to (Ed.) ; 757, Feb. ’57- 
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E 
EEG: 

Electroencephalographic Changes Associated 
With Chronic Alcohol Intoxication and the 
Alcohol Abstinence Syndrome; Abraham Wik- 
ler, 106, Aug. ’56. 

Electroencephalographic Studies of 1,000 Schizo- 
phrenic Patients; Henry S. Colony, 163, Aug. 
"s6. 

Electroencephalography (Review of Psychiatric 
Progress, 1956) ; W. T. Liberson, 601, Jan. '57. 

The Use fo Electroencephalography in Differen- 
tiating Psychogenic Disorders and Organic 
A Diseases; Philip S. Bergman, 27, July 
56, 

Editorial Board; Changes In The; 84, July ’56. 

Electroshock Therapy: See Shock Therapy. 

Epidemiology ; The Usefulness of Ecological Analy- 
sis in Mental Disease Epidemiology; Isabel 
McCaffrey, 1063, June ’57. 

Emotions : 

Emotional Problems And What You Can Do 
About Them (R.); William B. Terhune, 93, 
July ’56. 

Emotional Problems of Living (R.) ; O. Spurgeon 
English and G.H.J. Pearson, 765, Feb. ’57. 

Expression of the Emotions in Man and Animals 
(R.) ; Charles Darwin, 82, July ’56. 

Tradado de las Pasiones (R.) ; Enrique Mouchet, 

_ 765, Feb. ’57. 

Epidemiological Studies of Chronic Frustration- 
Hostility-Ageression States; Frederick G 
3 Thorne, 717, Feb. ’57. 

Epilepsy: See Convulsive Disorders. 

European Psychiatry : 

Advances in Management and Treatment in Euro- 
pean Mental Hospitals; Lothar B. Kalinowsky, 
549, Dec. ’56. 

The Spirit of Middle-European Psychiatry Under 
Nazi Domination (Corr.); 82, July ’56 , 
Evaluation in Mental Health. National Advisory 
Mental Health Council (R.) ; 768, Feb. '57- 
Every Other Bed (R.); Mike Gorman, 762, Feb. 

57. 
F 
Failures in Psychiatry: The Chronic Hospital Pa- 
tient; Norman C. Morgan, 824, Mar. ’57- 

amily Relations: r 

The Role of the Father in the Family Environ- 
ment of The Schizophrenic Patient ; Theodore 
Lidz, 126, Aug. ’56. t 

Family Care and Outpatient Psychiatry (Review 
of Psychiatric Progress, 1956); Walter E 
Barton, 643, Jan. ’57- f. 

Farrar, C. B., Salute To: 939, April ’s7. 
“orensic Psychiatry : Ras, 

Forensic Psychiatry (Review of Psychiatric 
Progress, 1956) ; Winfred Overholser, 645, Jan. 


57. 

Implications of Durham's Case; Abe Fortas, 5775 
Jan. '57. 4 

Medicolegal Aspects of Transvestism; Karl M. 


Bowman, 583, Jan. '57: 
The Minnesota Supreme Court Employs the Dur- 


ham Test (F.N.); Monrad Paulson, 559, Dec. 
56. 


ANNUAL INDEX 


1139 


An Operational Conception of Criminal Responsi- 
bility ; Richard G. Board, 332, Oct. "56. 
The Three Trails of Oscar Wilde (R.); H. 
Montgomery Hyde, 957, April "57. 
Frenquel: See Ataraxics. 
Freud: 
Colloquium of Freud and Religion (Corr.); 934 
April ’57. 
The Interpretation of Dreams (R); Sigmund 
Freud, 950, April '57. 
The Legacy of Sigmund Freud (R.); Jacob A. 
Arlow, 960, April ’57. 
The Life and Work of Sigmund Freud, Vol. 2; 
Ernest Jones, 1047, May ’57. 


G 


Gall, Franz Joseph, Inventor of Phrenology and 
His Collection (R.); Erwin H. Ackerknecht 
and Henry V. Vallois, 864, March ’57. 

Gastro-Intestinal Hemorrhage as a Complication of 
Reserpine Administration (C.R.); Dolores 
Dillon, 462, Nov. '56. 

Gayle, R. Finley, President: 1955-56. A Biographi- 
cal Sketch; Joseph E. Barrett, 8, July 's6. 

General Hospital, Psychiatry in: 

Growth of General Hospital Care of Psychiatric 
Patients; Charles K. Bush, 1059, June '57. 

Psychiatric Admissions to a General Hospital 
(C.N.); Robert J. Mearin, 365, Oct. '56. 

Psychiatric Night Treatment Unit in a General 
Hospital; A. E. Moll, 722, Feb. "SF; 

Genetics: See Heredity and Eugenics. 

Geriatrics and Old Age Problems: 

Geriatrics (Review of Psychiatric Progress, 
1986) ; Karl M. Bowman, 626, Jan. ’57. 

Intrathecal Administration of Hyaluronidase: 
Effects upon the Behavior of Patients Suffer- 
ing from Senile and Arteriosclerotic Behavior 
Disorders; D. Ewen Cameron, 803, April 57. 

The Medical Care of the Aged and Chronically 
Ill (R.); Freddy Homburger, 862, March ’57. 

Old Age in the Modern World (R.); C. A. 
Boucher and Associates, 95, J uly "56. 

Senescence, Senility, Izheimer’s Disease; 
Naomi Raskin, 133, Aug- 56. 

Germany, Letter From; Fritz Douglas Roeder, 506, 
Dec. ’56. 


Great Psychiatric Revolution: Academic Lecture 
1956; Percival Bailey, 387, Nov. 156. 

Dr. Gregg Honored (Ed.), 664, Jan. '57- 

Grosse Nervenartze, 21 Lebensbilder (R.); Kurt 
Kolle, 861, March '57. 

Group Processes (R); Bertram Schaffner, 1132, 
June ’57. : 

Guatemala, Psychiatry in (Corr.) ; 479, Nov. ’56. 


H 


Hallucination: y 
Failure of Azacyclonol (Frequel) to Relieve Non- 


imental Mental Confusion and Hallucina- 
rik (CN.); Frederick Lemere, 840, Mar., A 
Hallucinatory Epilpsy : Complex Hallucinations 
As Focal Seizures; Donald W. Mulder, 1100, 


June ’57- 
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Motor Hallucination: Some Motor Aspects of 

Mentation; Max Levin, 1020, May ’s7. 
Heredity and Eugenics: 

Discussion of the Genetics Symposium ; Henry W. 
Brosin, 502, Dec. *56. 

Discussion of the Genetics Symposium; Bentley 
Glass, 504, Dec. ’56. 

The Genetics of Human Behavior; Franz J. Kall- 
mann, 496, Dec. ’56. 

Genetic Principles in Human Populations; H. J. 
Muller, 481, Dec. ’56. 

Heredity and Eugenics (Review of Psychiatric 
Progress, 1956) ; Franz J. Kallmann, 595, Jan. 


The Molecular Basis of Genetics; Linus Pauling, 
492, Dec. ’56. 

Phrenophagia: A Form of Human Artificial 
Selection ; J. M. Radzinski, 312, Oct. "56. 

Histamine: C.1.B.A. Foundation Symposium (R.); 
G. E. W. Wolstenholme and Cecilia M. O’Con- 
nor, 672, Jan. '57. 

Historical: 

Amariah Brigham; II: Psychiatric Thought and 
Practice; Eric T. Carlson, 911, April ’57. 

Asclepiades. His Life and Writing. (R.); Rob- 
ert Montraville Green, 957, April *57. 

An Early Neuro-Drug Experimenter: Alexander 
Monro II (1733-1817) (H.N.) ; Ernest Harms, 
465, Nov. ’56. 

The Early Historians of Psychiatry (H.N.); 
Ernest Harms, 749, Feb. ’57. 

Edward Mead and the Second American Psychi- 
atric Journal (H.N.); Eric T. Carlson, 561, 
Dec. 56. 

Emil Kraepelin; Eugen Kahn, 289, Oct. 56. 

Grosse Nervenartse, 21 Lebensbilder CR.) ; Kurt 
Kolle, 861, March ’57. 

Jauregg, Julius Wagner Von ( 1857-1957) ; Maxi- 
milian Silbermann, 1057, June 57. 

Kraepelin, His System and His Influence; Francis 
J. Braceland, 871, April ’56. 

Phrenology, Fad and Science (R.); John D. 
Davies, 478, Nov. ’56. 

Therapeutic Forces in Early American Hospitals ; 
E. D. Bond, 407, Nov. ’56. 

Thomas Sydenham and Psychological Medicine 
(HLN.) ; Jerome M. Schneck, 1035, May ’57. 

Hospital Construction: Preliminary Appraisal of 
Hospital Design; Albert H. Fechner, 211, 
Sept. '56. 

Der Hydrocephalus Internus und Externus (R.); 
Hans E. Kehrer, 191, Aug. ’56. 

Hypnosis : 

Dynamic Hypnotic Age Regression (CN); 
Jerome M. Schneck, 178, Aug. ’56. 

Hypnosis and Its Therapeutic Applications (R.) ; 
Roy M. Dorcus, 863, March 57. 

Hypnoptic Suggestion. Its Role in Psychoneu- 
rotic and Psychosomatic Disorders (R.); S.J. 
Van Pelt, 284, Sept. '56, 

Imagination as a Factor in Hypnosis (CN.); 
W. Earl Biddle, 267, Oct. ’56. 

A Two-Stage Hand Levitation Technique for 
the Induction of Hypnosis (C.N.) ; Jerome M. 

Schneck, 839, Mar. ’57. 


Hypothalmic Syndrome and Electroshock: Report 
of Vaso-Motor Collapse (C.R.) ; John C. Pol- 
lard, 1119, June '57. 


I 


Industrial Psychiatry : 
Seminars for Executives and Industrial Physi- 
cians; William C. Menninger, 451, Nov. 's6. 
Industrial Psychiatry (Review of Psychiatric 
Progress, 1956) ; Ralph T. Collins, 633, Jan. 57. 
In Memoriam; 
Thomas A. C. Rennie, M. D., 287, Sept. '56. 
Esther Loring Richards, M. D.; 576, Dec. ’s6. 
Insulin Coma Treatment : 
A on Insulin Coma Therapy in Schizo- 
phrenia: David N. Parfitt, 246, Sept. ’56. 
Insulin Treatment of Psychotic Patients: Com- 
parative Results with Deep-and-Light-Coma 
Treatment; Lenore Boling, William Ryan, and 
Milton Greenblatt, 1009, May "57. 
Comparison of Psychotherapeutic Relation- 
ships Between Physicians and Schizophrenic 
Patients When Insulin is Combined with Psy- 
chotherapy and When Psychotherapy is Used 
Alone; John C. Whitehorn, 910, April ’s7. 
Interviewing: Sound Recording: Manifest Reac- 
tions of Patients and Interviewers to Use in 
Rose Interview: R. Lamb, 731, Mar. 


International Relations (Ed.) ; Iago Galdston, 272, 
3, 


The Interpretation of Nature and the Psyche (R.); 
C. G. Jung and W, Pauli, 669, Jan. ’57. 


J 


Jauregg, Julius Wagner Von (1857-1957) ; Maxi- 
milian Silbermann, 1057, June 57. 


K 


Kahn, Eugen, Salute To (Ed.); F. A, Freyhan, 
_ 1121, June ’s7. 
Die Kausalgie. Ein Beitrag zur Frage der Schmer- 
en bei peripheren Nervenverletsungen (R.); 
_ Erich Trostdorf, 861, March ’s7. 
Rinse Researches (Ed.) ; Karl M. Bowman, 755, 
eb. *57. 
noite Psychopathologie (R.); Kurt Schneider, 
, Sept. '56, 
Kraepelin, Emil; Eugen Kahn, 289, Oct.’56. 
Kraepelin, His System and His Influence ; Francis 
J. Braceland, 871, April ’56. 


L 


Law and Medical Practice : 
Law and the Practice of Medicine (R.) ; Kenneth 
George Gray, 764, Feb. 57. 
Psychiatry, Psychology and the New York Law 
(Ed.) ; Paul E, Huston, 372, Oct. ’56. 
A Reproach to both Law and Medicine (Ed.) ; 
H city Der i6, 
ucotomy : See Psychosurgery. 
Lobotomy: See a e aA 
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M 
Sanity (R.); Hervey Cleckley, 92, July 


56. 

Medical Audit Plan for Psychiatric Hospitals; 
Lee G. Sewall, 122, Aug. ’56. 

Medical Research: A Midcentury Survey, Vols. 
1 & 2; Esther Everett Lape and Associates, 
Eds., 1049, May ’57. 

Medical Treatment of Mental Disease (R.); D. J. 
McCarthy and K. M. Corrin, 381, Oct. ’56. 
Medicine; A Short History of (R.); Erwin H. 

Ackerknecht, 671, Jan. '57. 

Memoirs of My Nervous Illness (R.) ; Daniel P. 
Schreber, 190, Aug. '56. 

Menstrual Cycle, Seizures and the; Bernard Band- 
ler, 704, Feb. ’57. 

Mental Deficiency : 

Education of Mentally Handicapped Children 

(R); J. E. Wallace Wallin, 1051, May '57. 

Mental Deficiency : Response to Milieu Therapy ; 
David Vail, 170, Aug. ’56. 

Mental Deficiency (Review of Psychiatrie Prog- 

= 1956) ; Leo Kanner and Leon Eisenberg, 617, 

an. '57. 

Mental Health: 

Chlorpromazine and Mental Health (R.) ; Smith, 
Kline and French Symposium, 767, Feb. ’57- 
Evaluation in Mental Health, National Advisory 
Mental Health Council (R.) ; 768, Feb. ’57. 
Mental Health Implications of a General Be- 

havior Theory; James G. Miller, 776, Mar. ’57. 

Mental Health in Education (Review of Psychi- 
atric Progress, 1936); W. Carson Ryan, 632, 
Jan. ’57. 

Changing Concepts of Therapy in a V.A. Mental 
Hygiene Clinic; E. Pumpian-Mindlin, 1095, 
June ’57. 


Mental Hospital: 


Milen Therapy: Mental Deficiency: 


Advances in Management and Treatment in 
European Mental Hospitals; Lothar B. Kali- 
nowsky, 549, Dec. ’56. 

Discharge from State Hospital in Relation to 
Competency; E. H. Crawfis, 448, Nov. ’56. 

Disposition of First Admissions to a Private Psy- 
chiatric Hospital, 1920-1051; Harold H. Mor- 
tis, Jr., 1024, May ’57. 

From Custodial to Therapeutic Patient Care in 
Mental Hospitals (R.); Milton Greenblatt, 
277, Sept. ’56. 
ental Hospital Accreditation (Ed.) ; Charles 
K. Bush, 271, Sept. 56. 

Mental Hospitals With Open Doors; John A. 
Koltes, 250, Sept. ’56. 

A Program for “Sexual Psychopaths” in a State 
Mental Hospital ; Daniel Lieberman, 801, Mar. 
57. 

Therapeutic Results in Mental Hospitals with a 
Minimum of Professional Personnel; Leo H. 
Bartemeier, 515, Dec. ’56. 

€probamate: See Ataraxics. ; 

escaline: The Effect of Mescaline on Differenti- 
ated Conditional Reflexes; Wagner H. Bridger, 
352, Oct. ’56. 

Response to 


Milieu Therapy; David Vail, 170, Aug. "56. 
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Military Psychiatry: 

Army Psychiatry in Korea Following the Cease 
Fire Agreement. II; George H. Klumpner, 325, 
Oct. 's6. 

Military Psychiatry (Review of Psychiatric 
Progress, 1956) ; Joseph S. Skobba, 647, Jan. 


57- 

Preventive Psychiatry: The Army’s Mental Hy- 
giene Consultation Service Program with Sta- 
tistical Evaluation; William S. Allerton, 788, 
Mar. ’57. 

Some Antecedent Factors in the Family His- 
tories of 568 Male Schizophrenics of the United 
States Navy; C. W. Wahl, 201, Sept. 's6. 


N 


National Association for Mental Health: Advanc- 
ing the Public Mental Health (Ed.) ; George 
S. Stevenson, 853, Mar. '57. 

Neuropathology : 

A Comparative Study of Two Central Nervous 
System Stimulants, Mer-22 and S.K.F. #5, on 
Chronic, Blocked and Withdrawn Psychotic 
Patients (C.N.) ; F. Hagenauer, 80, Mar. "57. 

Ictal Depression and Anxiety in Temporal Lobe 
Disorders; Andre A. Weil, 149, Aug. ’56. 

Die Kausalgie. Ein Beitrag sur Frage der 
Schmerzen bei peripheren Nervenverletsungen 
(R.) ; Erich Trostdorf, 861, March ’57. 

Metabolic and Toxic Diseases of the Nervous 
System (R.) 3 Proceedings of the Association 
for Research in Nervous and Mental Disease. 
Vol. 32, 278, Sept. ’56. 

Neuroglia: Morphology and Function (R.) ; Paul 
Glees, 381, Oct. ’56. 

Neurophysiologic and Pharmacologic Influences 
on Experimental Neuroses ; Jules H. Masser- 
man, 510, Dec. '56. 

Pontine Tumor Uncovered With Electroshock 
(C.R.); Philip C. Rond, 1118, June '57. 

Brain Diseases and Damage : 

Brain Changes in Electroshock Therapy; Leo 
Madow, 337, Oct: ’56. 

Brain Mechanisms in Diachrome (R.); Wen- 
dell J. S. Krieg, 94 July 56. 3 
Idiopathic Glossodynia (Corr.); 81, July, ’56. 
The Nature and Significance of Brain Damage 

From Alcoholism; Frederick Lemere, 361, 
Oct. ’56. je eae 
Patterns of Social Action in Brain Disease; 
Edwin A. Weinstein, 138, Aug. '56. 
The Use of Electroencephalography in Differ- 
entiating Psychogenic Disorders and Organic 
Brain Diseases ; Philip S. Bergman, 27, July 


56. 


Neurophysiologic and Pharmacologic Influences 
Ee Neuroses; Jules H. Masser- 


6. 
The Place of Sedatives 1m th 
choneurotics ; 


1142 


Neurosyphilis (Review of Psychiatric Progress, 
1956) ; William T. Timberlake, 622, Jan. '57. 
Nursing: 

The Nurse and the Mental Patient; Morris S. 
Schwartz and Emmy Lanning Shockley, 1052, 
May ’57. 

Psychiatric Nursing (Review of Psychiatric 
Progress, 1956) ; Mary E. Corcoran, 636, Jan. 


57- 

Psychology in Nursing (R.) ; Wendell W. Cruze, 
280, Sept. 56, 

The Yearbook of Modern Nursing, 1956 (R.); 
Cordelia Cowan, 766, Feb. ’57. 


(0) 


Occupational Therapy (Review of Psychiatric 
Progress, 1956) ; Franklin S. DuBois, 637, Jan. 
’57. 
Open Doors: 
Chronic Mental Patients Reaction to Opening 
Their Ward (C. N.) ; Dorothy Scott, 366, Oct. 
56 


Mental Hospitals with Open Doors: John A. 

Koltes, 250, Sept. ’56. 
Outpatient Psychiatry: 

Management of the Narcotic Addict in an Out- 
patient Clinic; Benjamin Boshes, 158, Aug. ’56. 

Outpatient Psychiatry (Review of Psychiatric 
Progress, 1956); Walter E. Barton, 643, Jan. 
57» 


P? 


Pacatal: See Ataraxics. 

Paranoid Dynamics: A Case Study; Vernon W. 
Grant, 143, Aug. ’56. 

Parkinsonism: Protection Against Reserpine-In- 


duced “Parkinsonism” (C.N.); Harold A. 
Rashkis, 1116, June ’57. 
Parliamentary Procedure, Handbook of (R.); 


Henry A. Davidson, 575, Dec. "56. 

Peace of Mind (Ed.) ; Stanley Cobb, 663, Jan, 57, 

Personal Element in Psychiatric Research; Paul E. 
Feldman, 52, July ’56. 

Pharmacotherapy: See Chemotherapy. 

Phenomenological Approach to Psychiatry (R.); 
J. H. van den Berg and Marvin Farber, 284, 
Sept. 56. 

Pheochromocytoma and Electroconvulsive Therapy; 
Frank R. Drake, 295, Oct. ’56. 

Phrenology : 

Franz Joseph Gall, Inventor of Phrenology and 
His Collection (R.); Erwin H. Ackerknecht 
and Henry V. Vallois, 864, Mar. ’57. 

Phrenology, Fad and Science (R.); John D. 
Davies, 478, Nov. ’56, 

Phrenophagia: A Form of Human Artificial Selec- 
tion; J. M. Radzinski, 312, Oct, SO 

Physician-Patient Relationship: Is it Sufficient for 
the Effective Practice of Medicine?; William 
L. Wilson, 234, Sept. ’56. 

Placebo Research, Some Implications of Condi- 
tional Reflex Studies for; Lester H. Gliedman, 
1103, June '57, 
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Poet and Psychiatrist: A Critical Portrait of Mer- 
rill Moore (R.) ; Henry W. Wells, 94, July ’s6, 

Prenatal and Paranatal Factors in the Development 
of Childhood Behavior Disorders (R.) ; Martha 
E. Rogers, Abraham M. Lilienfeld, and Ben- 
jamin Pasamanick, 857, March ’sy. 

Presidential Address; R. Finley Gayle, Jr., 1, July 
"56. 

Preventive Psychiatry: The Army’s Mental Hy- 
giene Consultation Service Program with 
Statistical Evaluation; William S. Allerton, 
788, Mar. ’57. 

Private Practice: 
Ataractics in Private 
July ’56, 

Multiple Therapy in Private Psychiatric Prac- 
tice; Leo Alexander, 815, Mar. ’57. 

The Structure of Private Practice in Psychiatry; 
Henry A. Davidson, 41, July 56. 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients ; Frank J. Ayd, Jr, 
16, July ’56. 

Professional Ethics : 

Psychiatric Ethics (Corr.), 848, Mar. ’57. 

Moot Questions in Psychiatric Ethics; Ralph B. 
Little, 455, Nov. ’56. 

Professional Solidarity: A Unified Profession 
Holds Its Own (Ed.), 183, Aug. ’56. 

Psychiatric Education: 

Parataxic Distortion and History Taking: An 
Experimental Method in Teaching Junior Medi- 
cal Students ; Imogene S, Young, 240, Sept. ’56. 

Problems Related to the Personal Costs of Psy- 
chiatric and Psychoanalytic Training; Howard 
W. Potter, 1013, May ’57. 

Psychiatric Education (Review of Psychiatric 
Progress, 1956) ; Franklin G. Ebaugh, 648, Jan. 
57. 


Practice (Corr.); 80, 


Psychiatric Residency Training in Affiliated Cen- 
ters : Report of Five Years’ Experience; Walter 
E. Barton, 66, July ’56. 3 
Seminars for Executives and Industrial Physi- 
cians; William C, Menninger, 451, Nov. ’56. 
Psychiatric Services, Zonal Delimitation of; Daniel 
Blain, 176, Aug. ’56. 
The Psychiatrist and the Dying Patient (R.); 
K. R. Eissler, 762, Feb. ’57, 
Psychiatry and the Publie Interest (R.); Maunce 
H. Krout, 1054, May ’57. 
Psychiatry, Psychology and the New York Law; 
Paul E. Huston, 372, Oct. ’56. 
Psychoanalysis: 
Colloquium on Freud and Religion (Corr.) ; 934, 
April ’57, 
Problems Related to the Personal Costs of Psy- 
chiatric and Psychoanalytic Training; Howard 
W. Potter, 1013, May ’57. 
Psychoanalysis (Corr.) ; 466, Nov. ’s6. 
Psychoanalysis and Psychotherapy (R.); Franz 
Alexander, 1052, May ’57. 
Psychoanalysis: Some Critical Comments; Hiram 
Johnson, 36, J uly '56. 
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Reappraisal of Psychoanalysis (Corr.); 936, 
April ’57. 
Schools af Psychoanalytic Thought (R.); Ruth 
L. Monroe, 192, Aug. ’56. 
chogenic: The Use of Electroencephalography 
in Differentiating Psychogenic Disorders and 
Organic Brain Diseases; Philip S. Bergman, 
27, July 56. 
chology : 
Clinical Psychology (Review of Psychiatric 
Progress, 1956); Frederick Wyatt, 604, Jan. 


57- 

Learning Theory, Personality Theory and Clin- 
ical Research (R.) ; The Kentucky Symposium, 
280, Sept. ’56. 

Progress in Clinical Psychology, Vol. II (R); 
Daniel Brower, 383, Oct. ’56. 

Psychiatry, Psychology and the New York Law; 
Paul E. Huston, 372, Oct. '56. 

Zur Psychologie und Psychopathologie der Erin- 
nerungen (R.), Hans Heinrich Wieck, 192, 
Aug. ’56. 

Methodes Psychometriques en Clinique: Tests 
Mentaux et Interpretation (R.) ; J. DeLay, 571, 
Dec. ’56. 

Psychopathic Personality: The Mask of Sanity 
© (R.); Hervey Cleckley, 92, July ’56. 
Psychopathology : 

Klinische Psychopathologie (R.); Kurt Schnei- 
der, 286, Sept. '56. 

Lehrbuch der Allgemeinen Psychopathologie: 
Grundbegriffe und Klinik (R.) ; K. W. Bash, 
478, Nov. ’56. 

Der Wahnkranke Im Lichte Alter Und Neuer 
Psychopathologie (R.) ; Kurt Kolle, 1129, June 
57. 

Psychosomatic : 

Psychosomatic Approach to Anxiety; Roy R. 
Grinker, 443, Nov. ’56. 

The Role of the Symptom in Psychosomatic Dis- 
ease; Changes Following Removal of a Symp- 
tom by Extrapsychic Means ; Daniel W. Badal, 
1081, June '57. 

Testing the Validity of Personality Profiles in 
Psychosomatic Illnesses ; Floyd O. Ring, 1075, 
June ’57. 

Psychosurgery : 

Frontal Lobotomy 1936-1956. A Follow-up Study 
of 3000 Patients from One to Twenty ears; 
Walter Freemen, 877, April 157. 

Ictal Depression and Anxiety in Temporal Lobe 
Disorders; Andre A. Weil, 149, Aug. "96. 

Lobotomy: A 6-Year Follow-up of 45 Patients; 
Marvin J. Schwarz, 224, Sept. "56. È 

Long-Term Comparative Results of Three Dif- 
ferent Lobotomy Procedures ; Norman L. Paul, 
808, Mar. ’57. 

Personality Changes Following Frontal Leu- 
cotomy: A Clinical and Experimental Study 
of the Functions of the Frontal Lobes in Man 
(R.) ; P. MacDonald Tow, 571, Dec- 56. 

Psychosurgery (Review of Psychiatric Progress, 
1956) ; Walter Freeman, 615, Jan. ’57- 


La Readaptation Professionelle des Lobotomises 
(R.); Pierre Tubery, 858, March '57. 

Reserpine and Lobotomy (Corr.) ; 936, April 's7. 

Transorbital Lobotomy versus Electroconvulsive 
Therapy in the Treatment of Mentally Ill 
Tiberias Patients; Sylvia Cheng, 32, July 
É 

Psychotherapy : 

Progress in Psychotherapy, 1956 (R.); Frieda 
Fromm-Reichman and J. L. Moreno, 959, 
April ’57. 

Psychotherapy; C. B. Farrar, 865, April "57. 

Psychotherapy (Review of Psychiatric Progress, 
1956) ; Paul H. Hoch and Nolan D. C. Lewis, 
606, Jan. ’57. 

Role of the Administrative Psychiatrist in Inten- 
sive Psychotherapy in a Mental Hospital; J. 
Martin Myers, 71, July ’56. 

When Physical Therapy (Shock) Facilitates Psy- 
chotherapy; Lewis B. Hill, 60, July 's6. 

Psychotomimetics: See Chemotherapy. 
Publicity (Corr.), 360, Oct. 56. 


Q 
Quinidine Intoxication, Psychosis Due to (C.R.); 
Jaime Quintanilla, 1032, May '57. 


R 


Regional Psychiatry: Supplement to Psychiatric 
Facilities of Chicago and Surroundings ; Fran- 
cis J. Gerty, 928, April ’57. 3 
Rehabilitation and Occupational Therapy (Review 
of Psychiatric Progress, 1956); Franklin S. 
DuBois, 637, Jan. ’57- 
Reserpine: See Ataraxics. 
Review of the Literature: i 
Administrative and Forensic Psychiatry (Review 
of Psychiatric Progress, 1956) ; Winfred Over- 
holser, 645, Jan. '57- ; 
Alcoholism and Geriatrics (Review of Psychi- 
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DRUG SPECIALTIES, Inc, 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses, 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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mique derivative of Rauwolfia canescens 


therapy 


ore than two years of clinical evaluation 
have proven Harmony] a notably safe and 
effective agent in cases ranging from mild 
anxiety to major mental illnesses and in 
mm. Harmonyl exhibited signifi- 
r and milder side effects in com- 

idies with reserpine—while 


Harmony] proved particularly effective, for 
xample, in tranquilizing a group of 40 
‘onically ill, agitated senile patients.! 


Of particular interest is the observation 
that patients became more lucid and alert 
on Harmony! therapy. And there was a 
Complete absence of side effects with 
Harmony!l—although a similar group on 
eserpine developed such side effects as 
orexia, headache, bizarre dreams, shakes, 
Nausea and vomiting. 

Following another eight-month study of 


chronic, hospitalized mental patients, 
erguson? stated: 


Harmony benefited at least 15% more 


MHarmonyl 


(Deserpidine, Abbott) 


introduces a new degree of safety in 
major tranquilizing—antihypertensive 


Most significant: In extensive trials, 
Harmony] has“produced less mental and 
physical depression. And there are very 
few reports of the lethargy seen with 
many other rauwolfia preparations. 


overactive patients and proved more 
potent in controlling aggression—requir- 
ing only one-half to two-thirds the 
dosage of reserpine. 


e Patients experiencing side reactions on 
reserpine often were completely relieved 
when changed to Harmonyl. 


Ferguson concluded: “The most notable 
impressions were the absence of side effects 
and relatively rapid onset of action with 
Harmonyl.” 


Comparative studies have shown Harmony! 
and reserpine about equal in hypotensive 
effect. The tranquilizing action of the two 
drugs also appeared similar—except that 
few cases of giddiness, vertigo, sense of de- 
tached existence or disturbed sleep were 
seen with Harmonyl. 


Professional literature is available upon 
request. Harmonyl is supplied in 0.1-mg., 
0.25-mg., and 1-mg. tablets. Abbott 


References: 1. Communication to Abbott Laboratories, 
1956. 2. Ferguson, J. T.: Comparison of Reserpine and 
Harmony! in Psychiatric Patients: A Preliminary Report, 
Journal Lancet, 76:389, December, 1956. *Trademark 


optimal dosages for ATARAX, 


based on thousands of case histories: 


<-> E. (tid ») 


for these = & adult indications: F. 


TENSION SENILE ANXIETY MENOPAUSAL SYNDROME ANXIETY PREMENSTRUAL TENSION 
PHOBIA HYPOCHONDRIASIS Tics FUNCTIONAL G.I. DISORDERS PRE-OPERATIVE ANXIETY 
HYSTERIA PRENATAL ANXIETY + AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 
PEPTIC ULCER HYPERTENSION coms NEUROSES DYSPNEA INSOMNIA 
PRURITIS ASTHMA ALCOHOLISM DERMATITIS PARKINSONISM PSORIASIS 


perhaps the safest ataraxic known 


(BRAND OF MYOROXYZINE) 


Tablets-Syrup 


1. mg. (ti.d.) 


Jor these L© pediatric indications 


ANXIETY Tics HOSTILITY NIGHTMARES HYPEREMOTIViITY RESTLESSNESS 
TEMPER TANTRUMS HOSPITAL FEAR + AND ADJUNCTIVELY IN ASTHMA ENURESIS 


Consider these 3 ATARAX advantages: 


© 9 of every 10 patients get release from te nsion, 
without mental fogging 


© extremely safe—no major toxicity is reported 
© flexible medication, with ts blet and syrup form 
Supplied: 


In tiny 10 mg. (ors ange) and 25 mg. (green) 

tablets, bottles of 100. 
CHICAGO 11, ILLINOIS ATARAX Syrup, 10 mg. per t 

Prescription only, 
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$p., in pint bottles, 


when your patients need to be 


You will find that ‘Dexedrine’—a standard 


antidepressant—helps dispel apathy and 


lethargy, restoring optimism, energy and a 
sense of well-being in your depressed patients. 
‘Dexedrine’ is available as tablets, elixir, and 


Spansulet sustained release capsules. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine“ 


‘TM, Reg, U.S. Pat. OF. for dextro-amphetamine sulfate, S.K.F. 


ȚT.M. Reg. U.S. Pat. Off. 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


‘ANECTINE’ | 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


“... removes practically all of the previous risks inherent in the trezi fr" 


respiratory “...patients treated with this muscle relaxant, though often 
safety apneic, are readily ventilated with oxygen. Skin color remains 
excellent.”? 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’ 


cardiovascular “The arterial blood pressure is found to rise during the 
safety [unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 

choline and oxygen, a slower and more even rise is noted; . . .’ 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 


duced by succinylcholine is noted to result in a slower and more 
even rate.” + 


orthopedic “...the occurrence of fractures and dislocations has been 
safety reduced to zero.”3 


“No fractures occurred in the group during therapy.” 5 


over-all “Modification of electro-convulsive therapy with thiopental 


safety sodium and succinyleholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments,”1 
references: 


W., and Relyea, R, P.: Dia. Ni 5 mr will. 
W. K., Wilson, W, ay a Ute Nerv. System 16:153, 1955. 2. Nowill, 
Steven, R. J. M., Tovell fare R: A-M.A. Arch, Neurol. & Psychiat. 11:189, 195 3. 


“ANECTINE’ Chloride brand Succi 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


nylcholine Chloride INJECTION For intravenous injection 


BURROUGHS WELLCOME & CO. 
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(U. S. A.) INC., Tuckahoe, New York 


slief of daily tensions.-. 
r f 


“ : : : 3 
...a calmative effect ... superior to anything we 
had previously seen with the new drugs-”™ 


» 
V - 


nostyn 


Á ctylurea, AMES 
(2-ethyl-cis-c rotonylurea) 


Nostyn is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent « no evidence of cumulation or habituation + does 
not increase gastric acidity or motility « unusually wide margin of safety 
—no significant side effects 

dosage: 150-300 mg. (2 to 1 tablet) three or four times daily. 


supplied: 300 mg. scored tablets, bottles of 48 and 500. 
*Ferguson, J. T, and Linn, E V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 
KHART, INDIANA 25087 


AMES COMPANY, INC > EL 
A, LTD., TORONTO 


AMES COMPANY OF CANAD. 
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MEBARAL® Dependable, predictable, 


tranquilizing action without mental 


impairment, * 


ie i. A; Postorad. Meds 
Joale, Oct., 1964. MeCuliaah W fh tens 
feboral (brand of mephobarbital), trademark reg. U.S. Pat, on. Florida en 


Le Ps 


prescribe RAUDIXIN to break the 
mental tension—hypertension cycle 


VS 


*Raudixin reduces mental tension 
Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 
.., little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients . . . not habit-forming. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


SQUIBB D Squibb Quality—the Priceless Ingredient 


senyonun'® 18 A Souen TRADEMARA 
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TO “NORMALIZE” 
THE THINKING PROCESSES: 


AN ADVANCE in the treatment of 
mental and emotional disorders, 
Pacatal overcomes many of the dis- 
advantages inherent in the earlier 
phenothiazine compounds. 


TRANQUIL, YET RESPONSIVE: 
With Pacatal, patients are calmed, 
yet they remain alert, active and 
cooperative. Pacatal does not 
“flatten” the patient. 


FEWER SIDE EFFECTS: Pacatal 
has fewer side effects at recommended 
dosage levels, Atropine-like effects 
may occur in some patients, but tend 
to disappear with continued therapy. 


DOSAGE: Usual dosage for the 
ambulant patient is 25 mg. 3 or 4 times 
daily; for the hospitalized patient, 50 
mg. 3 or 4 times daily. Complete liter- 
ature and dosage instructions (available 
on request) should be consulted. 


SUPPLIED: 25 and 50 mg. tablets in 
bottles of 100 and 500, Also available 
in 2 ce. ampuls (25 mg./ce.) for paren- 
teral use. 
*Many investigators report that Pacatal 
seems to have a “normalizing” action, } 
i.e., patients appear to think and respond 
emotionally in a more normal manner, % 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


(BRAND OF MEPAZINE) 
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in hospitalized psychotics 
in agitated ambulatory psychoneurotics 


new tranquilizer potency 
in the full range of responsive mental disorders 


frilafon sia: 


(pronounced Tril-a-fon) perphenazine 


a _. 


potency increased 5 times over chlorpromazine’ 
relatively high therapeutic index? 


jaundice—notably infrequent in studies to date? 
significant hypotension —vittually absent'* 

skin rashes and nasal congestion—uncommon' 

mild insomnia and motor restlessness— infrequent’ 


equally valuable in anxiety and tension states 


For specific information regarding dosage, side effects, precautions and 

contraindications refer to Schering literature. 

, 4 and 8 mg., bottles of 50 and 500: 16 mg. (for hospital use), bottle o! 
ation. (2) Department of 

J, Am, Geriatrics Soc. 5:92, 1957. 


‘TRILAFON Tablets: 2 F500. aio 
nvestigative studies, Schering Corpor: h 
tion. (3) Ayd, E J., Jr.: 


(1) Compilation of i 
Pharmacology, Schering Corporal 


outmoding older concepis® 


HIGH POINT HOSPITAL. 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident Psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 
Sternen P, Jewett, M.D. Ruru Fox, M.D. 
Wiliam V. SILVERBERG, M.D., F.A-P.A. L. CLovis HIRNING, M.D. 


Assistant Medical Director Clinical Director 


Director of Research 
J. Wiitiam SILVERBERG, M.D. MERVYN ScHacurT, M.D., F.A.P.A. 


STEPHEN W. KemrsTER, M.D. 


Resident Psychiatrists 


Junrus Arxins, M.D, FRANK G. D'EL, M.D. Epwin L. Rainer, M.D. Enrique Martinez, M.D. 


Psychologists 


Mitprep SHERWoop Lerner, M.A. Leatrice Sryrt Scnacur, M.A. 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 
H. Harorp Gres, M.D., F.A.C Gynecology Leonard C. FRANK, M.D. 
Franx J. Massucco, M S., Surgery l SyLvIa L. Gennis, M.D. 
oLD J. RopMAn, M.D., F.C Internal Medicine A Leonard GoLb, M.D., F.A.P.A. 
NATHANIEL J. SCHWARTZ, M.D, FA.C.P., Internal Medicine DANIEL L. GoLnsTEIN, M.D., F.A.P.A. 
Irvine J GRALNICK, D.D.S., Dentistry Simon H, NAGLER, M.D. 


À private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
ploying modern diagnostic and ten: REX BLANKINSHIP, M.D., Medical Director 
ment procedures—electro shock, in- JOUN R, SAUNDERS, M.D., Assistant 


Medical Director 
sulin, psychotherapy, occupational THOMAS F, COATES, M.D., Associate 


and recreational thera py—for nervous JAMES K. HALL, JR., M.D., Associate 


and mental disorders and problems of peel PEACHEE, JR., M.S., Clinical 
addiction, 


R. H. CRYTZER, Administrator 


Brochure of Literature and V; iews Sent On Request « P.O. Box 1514 - Phone 5-3245 


Lal ENR {© Modern Treatment Facilities @ Psychotherapy Em- 

y 3 phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 

— <= era @ Supervised Sports @ Religious Services 
= Sana us 


omemammassmemee Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
E MANOR lating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast. 
paa Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A A MODERN "HOSPITAL FOR lable to ' 
EMOTIONAL READJUSTMENT ‘se: Medicat Director nen m TIN Jh 
: WALTER H. Sera JR, M.D. 


See nice ee PETER J. SPOTO, M.D. K RUSS, JR, MD 
ARTURO G. GONZALEZ, M.D. 
TARPON SPRINGS e FLORIDA Consultants in P fa 


ON THE GULF fa" MEXICO SAMUEL G. WARSON, A D. o ROGER By Tr NEE M.D. 


Ee e n TAREE "hone: Victor 2-1811 


HALL- BROOKE 
An Aplive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 


countryside, 
HALL-BROOKE 


Greens Farms, Box 31, Conn, Tel: Westport, CApital 7-5105 


Robert Isenman, M.D, 
John D. Marshall, Jr., M.D. 


George S. Hughes, M.D. 
Leo H. Berman, M.D. 
Alfred Berl, M.D. Peter P. Barbara, Ph.D. 

Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 
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Founded in 1904 


HIGHLAND HosPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


beauties of the 
ording excep- 


R. CHARMAN CARROLL, M.D. ROBT, L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE ae 
INEXPENSIVE RAI 


TTT 


SERVICEABLE csi 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents Postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF 
1270 Avenue of the Ame 
New York 20. N. Y., 


PSYCHIATRY 
ricas 


PROFESSIONAL CARE 
FOR THE 


po EXCEPTIONAL CHILD 


Five hundred retarded and slow-learning chil- 
dren receive specialized, individual care and 
treatment at the Training School at Vineland, 
N. J. A carefully-selected medical, dental, psy- 
chiatric and psychological staff provides for 
their welfare. Boys and girls two years of age 
and up with the mental potential of six years 
are accepted. They live in small groups in at- 
tractive cottages. They work and play with 
children at their own level and are encouraged 
to develop to their full potential. 

The Training School has been a center for 

ntinual research into the causes, prevention 
ind treatment of mental retardation for more 
than 69 years. The beautiful 1600-acre estate 
is located in southern New Jersey near the sea- 
shore. 24-hour medical and dental care is pro- 
vided in a well-equipped 40-bed hospital. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


Directors: 


ANNOUNCING 


MODEL 109 
ELECTRONARCOSIS INSTRUMENT 


After the introduction of our model 108 in 1951, 
many minor, annual improvements were made in these 
instruments, 

Model 109, although essentially the same instrument 
incorporating every improvement made during the long 
and successful history of the model 108, has desirable 
longevity improvements, and other additions and changes 
made to comply with the suggestions of an official test- 
ing laboratory, and to secure its seal of approval. 

We know of no other shock or electronarcosis instru- 
ment that carries an official seal of approval. We have 
searched the U.L. catalogs and made inquiry of other 
equivalent testing laboratories and have found none. 

Owners of our model 108 instruments may have these 
model 109 changes and additions made in our shop. A 
thirty-month guarantee is given on reworked instruments. 

We are filling current orders with model 109. No 
change in price. 


Electronicraft Company 


410 Douglas Building 

257 South Spring Street 

Los Angeles 12, California 
Tel: MAdison 5-1693, 5-1694 
Cable address: Glissando 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 


nd other activities. 
Close cooperation with family physician, 70 miles from 


New York City. 
Telephone Dingmans Ferry 8138 


Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


Carefully 


Comfortable, homelike atmosphere. 


References 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


RICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE or THE AMERICAS, Room 310 
New Yorx 20, New York 


Enclosed herewith is $ 
OF PSYCHIATRY beginning with Volume 


NAME 


ADDRESS 
SIGNATURE 


ar or by the Volume. 


Subscription $12.00 a ye ed 


America Postage $.50 extra 


Foreign Post 
Volume begins 


for one year's subscription to the AMERICAN JOURNAL 


Number 


Print 


age $1.00 extra. Canada and South 
July 1957 issue. 
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SANITARIUMS and PRIVATE HOSPITALS 
D a Se ee 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 


Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction, 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. SoLomon, M.D. 
Consulting Psychiatrist 


GEORGE M. Scutomer, M.D. 
Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 


X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brany, M. D., Medical Director 
C. F. RICE, Superintendent 
Francis A. O'DonneLL, M. D. George E. Scott, M. D. 
Tuomas J. Hurley, M. D. Ropert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, 


occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. ; 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. F. D. NO. 2, COLUMBIA ROAD, SILVER SPRING, MD. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 


H. E. Andren, M. D. 
Medical Director Member of N. A. P. P. H. 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 
High Standards of Psychiatric Treatment Serving the Los Angeles Area 
G ae Lı Burns, M.D. Heres Ristow Buans, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 
SUMMIT, NEW JERSEY 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Tuomas P. Prout, JR., 


Oscar Rozett, M.D., 
Administrator 


Medical Director 


FALKIRK IN THE RAMAPOS ea 


CENTRAL VALLEY, N. Y. 
Established 1889 
A private hospital devoted to the individual care of psychiatric patien 


ts. 


Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
tinued treatment 


lems. Out-patient facilities are available for suitable cases. A con 


service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the 


available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
5 


0 miles from N. Y. C. 


TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


RALPH S. GREEN, M.D. GRAHAM SHINNICK 


M. O. Wo Fe, M.D. 
Clinical Director Manager 


Director of Psychotherapy 


A psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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OCEANSIDE GARDENS SANITARIUM, INC. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
UN AMIGALLS ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M.D. F.A-P.A, IRMA K. CRONHEIM, M.D., A.P.A. 
Physiciantn-Charge Supervising Psychiatrist 
HANS W. FREYMUTH, M.D., A.P.A. THOMAS A. NACLERIO, M.D. A.P.A. 
Clinical Director Associate Psychiatrist in Psychotherapy 
LUDWIG Lie WIN, PxD. 
Administratice Director | 


24 Harold Street OCEANSIDE, L. 1.. NEW YORK ROckville Centre 6-4348 


RING SANATORIUM 
EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarves E. Warre, M. D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 


Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 


ee patients. All recognized therapies available according to the needs of the individual 
patient. 


Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 
Twenty Minutes from Mid-Manhattan À 
AStoria 8-8442 


Astoria 5, New York 


Phone: WINDSOR HOSP Established 
CHestnut 7-7346 A Non Profit peer IAL i; 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders., Booklet available on request. 


Joun H. NıcHoLs, M. D. G. PAULINE WELLs, R.N. 
Medical Director Administrative Director 


HERBERT A. SIHLER, JR. 
Secretary 


MEMBER: American Hospital Association Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals | 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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